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half-life 


Just  one  built-in  advantage 


Ensures  smooth  therapeutic  effect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valium" (diazepam/Roche)  has  impor- 
tant clinical  and  pharmacological  implica- 
tions. Steady-state  levels  generally  are 
reached  within  5-7  days  with  no  further 
accumulation.  At  this  plateau,  the  patient 
benefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
half-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
lives  that  are  advantageous  not 
only  during  therapy  but  espe- 
cially when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly.* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping. 

^Sellers  EM:  Drug  Metab  Rev  < S(1]:5-11, 1978 


in  the  management  of 
agmptome  of  anxiety 


2-mg,  5-mg,  10-mg  scored  tablets 


effective  therapy  through 

efficient  pharmacodynamics 


Before  prescribing,  please  see  summary  of  product  information  on  next  page 
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Yatium 

diazepam /Roche 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety,  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal,  ad|unctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy,  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  In  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazmes,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precautions  indicated  in 
patients  severely  depressed  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice  skin  rash 
ataxia,  constipation  headache  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia, jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 
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SANDWICH  SLICES 

• 90%  less  cholesterol 


•75%  less  saturated  fat 


Now,  New  Age— a cheese  substitute  made  with 
vegetable  oil— provides  the  good  taste  of 
process  cheese  without  its  restrictively  high 
cholesterol  content. 

New  Age  has  90%  less  cholesterol,  75%  less 
saturated  fat,  yet  provides  all  the  protein, 
vitamins  and  minerals  of  process  cheese. . . 
good  news  for  all  health-conscious  patients! 
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premium  for  excess  Major  Medical  In- 
surance has  been  lowered. 


Talk  is  cheap.  . . 

But  here  are  the  Facts! 

1.  Within  the  last  three  decades . . .we 
have  more  than  doubled  the  number  of 
attractively  priced  Group  Insurance  Pro- 
grams available  to  MSMA  Members  and 
their  families. 

2.  Through  careful  planning  we  have  been 
successful  in  avoiding  enormous  rate 
increases.  . . by  utilizing  the  facilities 
of  some  of  the  Country’s  largest  in- 
surance companies. 

3.  Without  exception  . . .the  limits  of 
coverage  under  each  MSMA  Group  In- 
surance Program  have  been  increased 
2,  3,  4,  5 times ...  in  one  case  20 
times.  . .to  keep  our  protection  ade- 
quately in  line  with  our  chang- 
ing economy. 

4.  Due  to  favorable  loss  experience 

. . .we  have  enjoyed  a 22Vi%  bonus 
increase  in  Life  Insurance  Protection 
without  an  increase  in  premium.  .Fur- 
ther, we  now  have  a basic  increase  in 
Benefits  without  an  increase 
in  premium. 


6.  Accidental  Death  and  Dismemberment 
rates  reduced  20%.  . .lower  Overhead 
Expense  Insurance  Rates.  . .Member 
and  Spouse  now  may  both  apply  for  up 
to  $100,000  Group  Term  Life. 

7.  Tothe  1980’s.  . . an  all  new  Cancer 
Detection  Insurance  Plan  will  be  made 
available  to  all  MSMA  Members  the 
early  part  of  1980. 


m 
m 
0. 
0 
0 


CERTIFICATION 

For  your  protection  Thomas  Yates  & Co.  are 
Members  of  the  American  Institute  of  Pro- 
fessional Association  Group  Insurance  Ad- 
ministrators, Professional  Independent 
Mass-marketing  Administrators,  Indepen- 
dent Insurance  Agents  of  America,  In- 
dependent Insurance  Agents  of  Mississippi 
and  Jackson  Association  of  Insur- 
ance Agents. 

Education  is  the  foundation  for  Progress . . 
Innovation  and  Ultimately  Your  Economical 
Protection. 
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Thomas  Yates  & Co. 

735  Riverside  Dr. 

P.O.  Box  5048 
Jackson,  MS  39216 


For  Sneezing  and 
Nasal  Congestion 


Each  prolonged  action  tablet  contains: 

Phenylephrine  Hydrochloride 

Phenylpropanolamine  Hydrochloride 

Chlorpheniramine  Maleate 

Hyoscyamine  Sulfate 

Atropine  Sulfate 

Scopolamine  Hydrobromide 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours. 


. 25  mg 
. 50  mg 
8 mg 
0 19  mg 
0.04  mg 
0.01  mg 


• Vasoconstrictor,  antihistaminic  actions 

• Rapid  and  prolonged  relief  of  nasal  and  sinus  congestion 

• Convenient  b.i.d.  dosage 


Boots  Pharmaceuticals,  Inc., 
Pioneers  in  Medicine 


For  Coughing  With 
Nasal  and  Bronchial 
Congestion 


Codeine  Phosphate  

(WARNING:  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 

Phenylpropanolamine  Hydrochloride 

Pheniramine  Maleate 

Pyrilamine  Maleate 

Ammonium  Chloride  

Alcohol 


65.8  mg 

. 30  mg 
20  mg 
20  mg 
. 20  mg 
200  mg 
. . 5% 


• Vasoconstrictor,  antihistaminic,  expectorant  actions  with 
codeine 


• Rapid  relief  of  upper  respiratory  congestion  and  cough 

• Good  tasting 


Shreveport,  Louisiana  71106. 

For  the  Family 


DESCRIPTION 

Each  prolonged  action  tablet  contains: 


Phenylephrine  Hydrochloride 

25  mg 

Phenylpropanolamine  Hydrochloride 

50  mg 

Chlorpheniramine  Maleate 

8 mg 

Hyoscyamine  Sulfate 

0 19mg 

Atropine  Sulfate 

0 04  mg 

Scopolamine  Hydrobromide 

0 01  mg 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours 

Ru-Tuss  Tablets  are  an  oral  antihistaminic.  nasal  decongestant  and  anti-secretory 
preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine,  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics.  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant  Concomitant  use  of 
MAO  inhibitors  is  contraindicated 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics, 
sedatives  or  tranquilizers 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  car- 
diac or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a 
motor  vehicle  or  operating  dangerous  machinery  (See  Warnings  ) 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long 
as  12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication.  In  children 
and  infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
agranulocytosis,  and  thrombocytopenia  may  occur.  Other  adverse  reactions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes, 
tightness  of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and 
dysuria,  palpitation,  tachycardia,  hypotension/hypertension,  faintness,  dizziness,  tin- 
nitus, headache,  incoordination,  visual  disturbances,  mydriasis,  xerostomia,  blurred 
vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperir- 
ritability. nervousness,  dizziness  and  insomnia  Large  overdoses  may  cause  tachypnea, 
delirium,  fever,  stupor,  coma  and  respiratory  failure 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age,  one  tablet 
morning  and  evening  Not  recommended  for  children  under  12  years  of  age  Tablets 
are  to  be  swallowed  whole 

HOW  SUPPLIED 

Bottlesof  lOOTablets  NDC  0524-0058-01 

Bottles  of  500  Tablets  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription 


DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains 


Codeine  Phosphate 

(WARNING  MAY  BE  HABIT  FORMING) 

65  8 mg 

Phenylephrine  Hydrochloride 

30  mg 

Phenylpropanolamine  Hydrochloride 

20  mg 

Pheniramine  Maleate 

20  mg 

Pyrilamme  Maleate 

20  mg 

Ammonium  Chloride 

200  mg 

Alcohol 

5% 

Ru-Tuss  Expectorant  is  an  oral  antitussive,  antihistaminic.  nasal  decongestant  and 
expectorant  preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatic  relief  of 
upper  respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchitis,  and 
allergic  rhinitis  Also,  for  the  temporary  relief  of  symptoms  associated  with  hay  fever, 
allergies,  nasal  congestion  and  cough  due  to  the  common  cold 
CONTRAINDICATIONS  Hypersensitivity  to  antihistamines.  Concomitant  use  of  an  anti- 
hypertensive or  antidepressant  drug  containing  a monoamine  oxidase  inhibitor  is 
contraindicated 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  asthma 
and  in  women  who  are  pregnant 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphate,  therefore,  the  patient 
should  be  warned  of  the  potential  that  this  drug  may  be  habit  forming  Ru-Tuss  Expec- 
torant may  cause  drowsiness  Patients  should  be  warned  of  the  possible  additive  effect 
caused  by  taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tranquilizers 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  avoid  driving  a motor  vehicle 
or  operating  dangerous  machinery  (See  Warnings)  Caution  should  be  taken  with  pa- 
tients having  hypertension,  diabetes,  hyperthyroidism  and  cardiovascular  disease 
Caution  should  also  be  used  in  patients  with  pulmonary,  hepatic  or  renal  insufficiency 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude,  giddiness, 
dryness  of  mucous  membranes,  tightness  of  the  chest,  thickening  of  bronchial  secre- 
tions. urinary  frequency  and  dysuria,  palpitation,  tachycardia,  hypotension/hyperten- 
sion, faintness,  dizziness,  tinnitus,  headache,  incoordination,  visual  disturbances, 
mydriasis,  xerostomia,  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipa- 
tion, epigastric  distress,  hyperirritability,  nervousness  and  insomnia  Overdoses  may 
cause  restlessness,  excitation,  delirium,  tremors,  euphoria,  metabolic  acidosis,  stupor, 
tachycardia  and  even  convulsions 

DOSAGE  AND  ADMINISTRATION  Adults:  1 or  2 teaspoonfuls,  orally,  every  4 hours,  not  to 
exceed  10  teaspoonfuls  in  any  24-hour  period 
Children  6 to  12  years  of  age  Vi  the  adult  dose,  not  to  exceed  6 teaspoonfuls  in  any 
24  hour  period  Children  2 to  6 years  of  age:  Vi  teaspoonful  every  4 hours,  not  to  exceed 
3 teaspoonfuls  in  any  24-hour  period  Children  under  2 years  of  age  Use  as  directed  by 
a physician 
HOW  SUPPLIED 

Pint  bottles  (16fl  oz  ) NDC0524-1010-16 

Federal  law  prohibits  dispensing  without  prescription 

DISTRIBUTED  BY: 

Boots  Pharmaceuticals,  Inc 
Shreveport,  Louisiana  7 1 1 06 

MANUFACTURED  BY: 

Vitarine  Company,  Inc. 

Springfield  Gardens,  New  York  11413 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 

Pioneers  in  Medicine  For  the  Family 


WANTED: 

Physicians  who  prefer 
medicine  to  paperwork. 


We  are  looking  for  dedicated  physicians, 
physicians  who  want  to  be,  not  salesmen, 
accountants,  and  lawyers,  but  physicians. 
For  such  physicians,  we  offer  a practice  that 
is  practically  perfect,  where  in  almost  no 
time  you  experience  a spectrum  of  cases 
some  physicians  do  not  encounter  in  a life- 
time, where  you  work  without  worrying 
whether  the  patient  can  pay  or  you  will  be 
paid,  and  where  you  prescribe,  not  the  least 
care,  nor  the  most  defensive  care,  but  the 
best  care. 

If  that  is  what  you  want,  join  the  physicians 
who  have  joined  the  Army.  Army  Medicine 
is  the  perfect  setting  for  the  dedicated  physi- 
cian. Army  Medicine  provides  wide-ranging 


opportunities  for  the  student,  the  resident, 
and  the  practicing  physician  alike. 

Army  Medicine  offers  fully  accredited  resi- 
dencies in  virtually  every  specialty.  Army 
residents  generally  receive  higher  compen- 
sation and  greater  responsibility  than  do 
their  civilian  counterparts  and  score  higher 
on  specialty  examinations. 

Army  Medicine  offers  an  attractive  alterna- 
tive to  civilian  practice.  As  an  Army  Officer, 
you  receive  substantial  compensation,  ex- 
tensive annual  paid  vacation,  a remarkable 
retirement  plan,  and  the  freedom  to  practice 
without  endless  insurance  forms,  malprac- 
tice premiums,  and  cash  flow  worries. 


Army  Medicine: 

The  practice  that’s 
practically  all  medicine. 


WRITE  OR  CALL  COLLECT: 


CPT.  Felipe  Casso,  MSC 
1 44  Elk  Place,  Suite  1 504 
New  Orleans,  LA  701 1 2 
(504)  589-2373 


An  Equal  Opportunity  Employer 
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Pediatric  Drops 


Keflex’ 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


I^P  DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


000823 


January  1981 


Dear  Doctor: 

The  infant  death  rate  currently  is  the  lowest  in  U.S.  history,  according  to  an 
article  in  Pediatrics . The  provisional  figure  of  12.8  deaths  per  1,000  live 
births  recorded  for  the  twelve  months  ending  in  June  1980,  shows  a continuing 
downward  trend  for  infant  mortality.  The  1979  rate  was  13.0  deaths  per  1,000 
live  births,  and  the  1978  rate  was  13.8.  By  comparison,  the  rate  in  1930  was 
64.6  deaths  per  1,000  live  births. 

Mississippi  continues  to  lead  all  states  in  infant  mortality  (17.8 
deaths  per  1,000  live  births).  The  District  of  Columbia's  rate  is 
19.3.  The  lowest  rates  occurred  in  Maine  and  New  Hampshire  (each 
with  10.4).  Internationally,  the  U.S.  ranks  16th  lowest  among  25 
nations  with  populations  of  2 million  or  more. 

The  AMA  will  urge  the  repeal  of  the  Health  Planning  and  PSRO  Laws  by  the  97th 
Congress,  following  action  of  the  AMA  House:  of  Delegates,  which  met  recently  in 
San  Francisco.  The  delegates  urged  continued  support  for  professionally  directed 
peer  review  of  the  quality  and  appropriateness  of  medical  services  and  the 
elimination  of  all  government  directed  peer  review  programs. 

Archives  of  Ophthalmology  reports  a growing  number  of  eye  injuries  suffered  by 
racquetball  players  in  the  Baltimore  area,  a trend  which  is  presumed  to  be  in- 
dicative of  the  entire  nation,  where  some  7 million  are  now  playing  the  sport. 

The  37  eye  injuries  in  a three  month  period  could  have  been  prevented,  said  the 
reporting  physician,  if  the  players  had  worn  protective  glasses. 

Some  100  million  persons  will  be  covered  by  dental  insurance  in  1985,  predicts 
a benefit  plan  consulting  firm.  Presently  some  70  million  are  covered,  compared 
to  2 million  in  1965.  The  popularity  of  the  plans  is  understandable,  says  the 
firm,  given  the  prevalence  of  dental  disease.  The  ADA  estimates  that  95%  of  the 
population  suffer  tooth  decay  and  that  18%  of  adults  have  lost  all  their  teeth. 

The  use  of  alcohol  by  adolescents  may  have  leveled  off,  although  at  a high  rate. 

A survey  for  the  National  Institute  of  Alcohol  Abuse  and  Alcoholism  suggests  that 
80%  of  high  school  youth  have  experimented  with  alcohol,  and  31%  are  misusers. 
Nearly  15%  are  considered  heavy  drinkers.  These  are  essentially  the  same  percent- 
ages reported  in  a similar  survey  conducted  in  1974. 


Sincerely , 
1 


Patsy  Silver 
Managing  Editor 
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Jan.  29-31,  1981 

Advanced  Cardiac  Life  Support 

Veterans  Administration  Medical  Center,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Anesthesiolo- 
gy, the  Veterans  Administration  Medical  Center, 
the  Medical  Center  Division  of  Continuing  Health 
Professional  Education  and  the  American  Heart 
Association,  Mississippi  Affiliate. 

Coordinators:  James  Griffith,  M.D.,  Veterans 
Administration  Medical  Center,  and  Thomas  J. 
Herrin.  M.D.,  professor  of  anesthesiology.  Uni- 
versity of  Mississippi  School  of  Medicine. 

This  program  is  open  to  all  health  professionals 
who  have  been  certified  by  the  American  Heart 
Association  in  basic  life  support  and  who  are 
actively  engaged  in  advanced  cardiac  life  support 
on  a daily  basis.  Fee:  $125.  Credit:  12  contact 
hours  (1.2)  CEU,  Category  I of  the  Physician’s 
Recognition  Award,  AMA;  American  College  of 
Emergency  Physicians;  American  Academy  of 
Family  Physicians. 


PRINTING-OFFICE  SUPPLIES 
EQUIPMENT  — FURNITURE 


Premier  Printing  Company 


2485  West  Capitol  Jackson,  Mississippi 

Phone  352-4091 


Jan.  30-31,  1981 

Forensic  Odontology  and  Pathology 

University  Medical  Center,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Dentistry  Department  of  Oral  Pathology 
and  Oral  Radiology,  the  University  of  Mississippi 
School  of  Medicine  Department  of  Pathology,  the 
Medical  Center  Division  of  Continuing  Health 
Professional  Education  and  the  Office  of  the  Mis- 
sissippi State  Medical  Examiner. 

Coordinator:  Sigurds  O.  Krolls,  D.D.S.,  professor 
of  oral  pathology  and  oral  radiology  and  chairman 
of  the  department.  University  of  Mississippi 
School  of  Dentistry,  and  professor  of  pathology, 
University  of  Mississippi  School  of  Medicine. 

This  seminar  will  include  discussions  of  means 
of  identification  dealing  with  specific  and  general 
principles  of  evidence  evaluation.  Presentations 
will  emphasize  recognition  of  bite  marks  and  the 
battered  child  syndrome.  Fee:  $50.  Credit:  10.5 
contact  hours  (1.05  CEU)  Category  I of  the  Physi- 
cian’s Recognition  Award,  AMA. 

Feb.  5-6,  1981 

Renal  Update 

Coliseum  Ramada  Inn,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Medicine,  the 
University  of  Mississippi  School  of  Nursing  and 
the  Medical  Center  Division  of  Continuing  Health 
Professional  Education.  Co-sponsors  are  Kidney 
Care,  Inc.,  the  Kidney  Foundation  of  Mississippi, 
the  Mississippi  Nephrologic  Society  and  the  Mis- 
sissippi Urologic  Society. 

Coordinator:  John  D.  Bower,  M.D.,  professor  of 
medicine,  assistant  professor  of  physiology  and 
biophysics  and  director,  Artificial  Kidney  Unit, 
University  of  Mississippi  Medical  Center. 

This  program  is  a joint  conference  for  physi- 
cians, nurses,  social  workers  and  dietitians.  The 
physicians’  program  is  designed  for  the  family 
practitioner,  internist  and  urologist.  The  faculty 
will  review  the  physiology  and  pathophysiology 
of  fluid,  electrolytes,  and  acid-base  balance  and 
discuss  clinical  problems  associated  with  nephro- 
logic disorders.  Fee:  $50  for  physicians.  Credit: 

1 1 .5  contact  hours  (1.15  CEU)  Category  I of  the 
Physician’s  Recognition  Award.  AMA. 


» 


adulator 

adp^eSI 


Each  capsule 
contains  50  mg.  of 
Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide 


tStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent). 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing, 
information  in  SK&F  Co.  literature  or  PDRA  brief 
summary  follows: 


see  complete  prescribing 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual  If  this 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in  patient 
management  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progres- 
sive renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used  Hyperkalemia  can  occur, 
and  has  been  associated  with  cardiac  irregularities 
t is  more  likely  in  the  severely  ill.  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency  Period- 
ically, serum  K+  levels  should  be  determined  If 
hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K+  intake  Associated  widened  QRS  com- 
plex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 


bocytopenia, other  adverse  reactions  seen  in  adults 
Thiazides  appear  and  triamterene  may  appear  in 
breast  milk  If  their  use  is  essential,  the  patient  should 
stop  nursing  Adequate  information  on  use  in  chil- 
dren is  not  available.  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma  Possible  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  with  thiazide  diuretics 

Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomitinq 
excessively  or  receiving  parenteral  fluids).  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
maue,  especially  in  the  elderly,  diabetics  or  those 
with  suspected  or  confirmed  renal  insufficiency 
Watch  for  signs  of  impending  coma  in  severe  liver 
disease  If  spironolactone  is  used  concomitantly 
determine  serum  K+  frequently,  both  can  cause  K + 
retention  and  elevated  serum  K+  Two  deaths  have 
been  reported  with  such  concomitant  therapy  (in 
one,  recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly  moni- 
tored) Observe  regularly  for  possible  blood 
dyscrasias.  liver  damage,  other  idiosyncratic  re- 
actions Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  thiazides  Triam- 
terene is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Anti- 
hypertensive effect  may  be  enhanced  in  post- 
sympathectomy  patients  Use  cautiously  in  surgical 
patients  The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered)  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with 


possible  metabolic  acidosis  Dyazide'  interferes  with 
luorescent  measurement  of  quinidme  Hypo- 
kalemia, altnough  uncommon,  has  been  reported 
Corrective  measures  should  be  instituted  cautiously 
and  serum  potassium  levels  determined  Discon 
tinue  corrective  measures  and  Dyazide  should 
laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Serum  PBI  levels  may  decrease  with 
out  signs  of  thyroid  disturbance  Calcium  excretion 
is  decreased  by  thiazides  Dyazide  should  be  with 
drawn  before  conducting  tests  for  parathyroid 
function 

Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth,  anaphylaxis,  rash, 
urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions,  nausea  and  vomiting  diarrhea 
constipation,  other  gastrointestinal  disturbances 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis. xanthopsia  and.  rarely,  allergic  pneumo 
nit  is  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components 

Supplied:  Bottles  of  1000  capsules,  Sinq 
Packages  (unit-dose)  of  100  (intended  for 
tional  use  only);  in  Patient-Pak™  unit-o'- 
of  100 

©SK&F  Co  , 1980 
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AN  EXCEPTIONALLY  FAVORABLE 


You  can  expect 
rapid  relief  of  a 
broad  range  of 
symptoms 

With  Limbitrol,  patients  often 
improve  within  a week.  Not  only 
is  insomnia  relieved,  but  you  will 
often  see  early  relief  of  agitation, 
psychic  and  somatic  anxiety, 
anorexia  and  feelings  of  guilt 
or  worthlessness.  This  early 
response  encourages  patients 
to  stay  in  therapy. 


You  can  minimize 

phenothiazine 

drawbacks 

When  you  choose  Limbitrol  over 
a phenothiazine-containing 
product,  you  minimize  thejisk 
of  tardive  dyskinesia  - now 
associated  even  with  low  dose, 
short-term  phenothiazine 
therapy.1 2 You  also  reduce  the 
possibility  of  other  extrapyra- 
midal  side  effects,  which  occur 
in  approximately  30%  of  patients 
receiving  phenothiazines.3  5 In 
contrast,  the  reported  incidence 
of  these  disturbing  reactions  with 
Limbitrol  or  either  of  its  compo- 


nents alone  is  rare.  (For  a 
complete  list  of  side  effects 
reported  with  Limbitrol,  please 
consult  full  disclosure.) 


References:  1.  Paulson  GW  NY  State  J Med 
79  193-195,  Feb  1979  2.  Hollister  LE 
Antipsychotic  medications  and  the  treatment  ot 
schizophrenia,  chap  9,  in  Psychopharmacology 
from  Theory  to  Practice,  edited  by  Barchas  JD, 
et  at  New  York,  Oxford  University  Press.  1977, 
pp  134,  145  3.  Domino  EF  Anlipsychotics 
phenothiazines,  thioxanthenes,  butyrophenones, 
and  rauwoltia  alkaloids,  chap  25,  in  Drill's 
Pharmacology  in  Medicine,  ed.4,  edited  by 
DiPolma  JR  New  York,  McGraw-Hill  Book 
Company,  1971,  p.476  4.  Sovner  R,  DiMoscio  A 
Extrapyramidal  syndromes  and  other  neurologicol 
side  effects  of  psychotropic  drugs,  in  Psycho- 
pharmacology:  A Generation  of  Progress,  edited  by 
Liplon  MA,  DiMoscio  A,  Killam  KF  New  York, 

Raven  Press,  1978,  p.  1021  5.  Donlon  PT, 

Stenson  RL  Dis  Nerv  Syst  37:  629-635,  Nov 
1976 


SAFETY/BENEFIT  RATIO 


What 

better  reason 
to  choose 
Limbitrol 
for  your 
patients  with 
moderate  depression  and  anxiety? 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Efficacy  without  a phenothiazine 

Please  see  summary  of  product  information  on  following  page. 


Your  guide  to  patient  management... 
when  you  decide  medication  is  needed 


LIMBITROL”  TABLETS  Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO 
inhibitors  since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concom- 
itant use.  then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved 
Contraindicated  during  acute  recovery  phase  following  myocardial  infarction 
Warnings:  Use  with  great  care  in  patients  with  history  ot  urinary  retention  or  angle-closure 
glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and 
anticholinergic  type  drugs  Closely  supervise  cardiovascular  patients  (Arrhythmias,  sinus 
tachycardia  and  prolongation  of  conduction  time  reported  with  use  ot  tricyclic  antidepressants, 
especially  high  doses  Myocardial  infarction  and  stroke  repoded  with  use  of  this  class  of  drugs  ) 
Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and 
against  hazardous  occupations  requiring  complete  mental  alertness  (e_g  . operating 
machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk  of  congenital  malformations  as  suggested 
in  several  studies.  Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  it  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported  rarely, 
use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might 
increase  dosage,  withdrawal  symptoms  following  discontinuation  ot  either  component  alone 
have  been  reported  (nausea,  headache  and  malaise  for  amitriptyline,  symptoms  | including 
convulsionsl  similar  to  those  of  barbiturate  withdrawal  tor  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients  or 
those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  function  Because  of 
the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in 
these  patients  Periodic  liver  (unction  tests  and  blood  counts  are  recommended  during 
prolonged  treatment  Amitriptyline  component  may  block  action  ot  guanethidine  or  similar 
antihypertensives  Concomitant  use  with  other  psychotropic  drugs  has  not  been  evaluated 
sedative  effects 
may  be  additive 
Discontinue  sev- 
eral days  before 
surgery  Limit 
concomitant 
administration 
ot  ECT  to  essen- 
tial treatment  See 
Warnings  (or  pre 
cautions  about 
pregnancy 

Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended  in  children  under  1 2 
In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently 
occurring  reactions  include  vivid  dreams,  impotence,  tremor,  contusion  and  nasal  congestion 
Many  depressive  symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline  Granulocytopenia, 
jaundice  and  hepatic  dysfunction  have  been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  considera- 
tion because  they  have  been  reported  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypedension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomama  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities, 
extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic  Disturbance  of  accommodation  paralytic  ileus,  urinary  retention,  dilatation 
ot  urinary  tract 

Allergic  Skin  rash,  urticaria,  pholosensitization.  edema  ot  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia  stomatitis,  peculiar  taste, 
diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea 
and  minor  menstruol  irregularities  in  the  female  and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis, 
jaundice,  dlopecia.  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  ot  having  taken  an  overdose  Treatment 
is  symptomatic  and  supportive  I V administration  ot  1 to  3 mg  physostigmine  salicylate  has 
been  repoded  to  reverse  the  symptoms  ot  amitriptyline  poisoning  See  complete  product 
information  for  manifestation  and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smallest 
effective  dosage  when  satisfactory  response  is  obtained  Larger  poriion  of  daily  dose  may  be 
taken  at  bedtime  Single  h_s  dose  may  suffice  for  some  patients  Lower  dosages  are 
recommended  for  the  elderly 

Limbitrol  10-25,  initial  dosage  ot  three  to  four  tablets  daily  in  divided  doses,  increased  up  to  six 
tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  5-12  5,  initial  dosage  ot  three  to 
four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlordiazepoxide  and  25  mg 
amitriptyline  (as  the  hydrochloride  salt)  and  blue,  film-coated  tablets,  each  containing  5 mg 
chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt)  - bottles  ot  100  and 
500,  Tel-E-Dose  ' packages  of  100,  available  in  trays  ot  4 reverse-numbered  boxes  of  25,  and 
in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 


How  to  initiate  and 
maintain  therapy 

Select  dosage  strength  appropriate  for  each  patient 

□ Limbitrol  5-12.5  Is  recommended  to  minimize  drows- 
iness and  for  elderly  patients 

. ] Limbitrol  10-25  may  be  indicated  for  patients  who 
tolerate  medication  without  undue  side  effects 

Specify  daily  dosage  based  on  symptom  severity 

□ An  initial  dosage  of  three  tablets  is  recommended 

□ Dosage  may  be  increased  to  six  tablets  or  decreased 
to  two  tablets  daily  as  necessary 

□ Once  a satisfactory  response  is  obtained,  patients 
should  be  continued  on  the  smallest  dose  required  to 
maintain  the  desired  effect 

Utilize  dosage  options  to  best  accommodate  indi- 
vidual patient  needs 

□ T I.D.  or  Q I D , familiar  regimens  most  suited  for 
patients  who  tolerate  medication  without  undue  drowsi- 
ness 

n Two  tablets  one  hour  before  bedtime  and  one  tablet 
midday  may  minimize  daytime  drowsiness  and  help 
relieve  a common  target  symptom  - insomnia 

□ Entire  dosage  h_s_  to  take  maximum  advantage  of 
the  sedative  effect 


How  to  make  each  patient  an 
informed  patient 

1 Discuss  with  patients  the  probability  that  they  will 
experience  drowsiness,  especially  during  the  first  week. 

2 Reassure  your  patients  that  drowsiness  is  one  indica- 
tion that  the  medication  is  working  and  that  it  may  help 
alleviate  their  insomnia 

3 Encourage  patients  to  report  if  drowsiness  becomes 
troublesome  so  that,  if  necessary,  dosage  schedule  can 
be  adjusted 

4 Caution  patients  about  the  combined  effects  with 
alcohol  or  other  CNS  depressants  Let  them  know  that 
the  additive  effects  may  produce  a harmful  level  of  seda- 
tion and  CNS  depression 

5 Caution  patients  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery  or  driv- 
ing a car. 

6 Warn  pregnant  patients  and  patients  of  childbearing 
age  that  the  safety  of  Limbitrol  in  pregnancy  has  not  yet 
been  established 

Please  see  complete  product  disclosure  for  other  pertinent  information. 

Limbitrol  should  not  be  used  under  the 
following  circumstances: 

1 Hypersensitivity  to  benzodiazepines 
or  tricyclic  antidepressants 

2 Concomitantly  with  an  MAO 
inhibitor.  To  replace  an  MAO  in- 
hibitor with  Limbitrol,  discontinue 
MAO  inhibitor  for  a minimum  of  14 
days  before  cautiously  initiating 
Limbitrol  therapy 

3 During  the  acute  recovery 
phase  following  myocardial 
infarction 


onruc  \ R0CHE  products  inc 

nUUIIt  / Manati,  Puerto  Rico  00701 


L^- 


ln  moderate  depression  and  anxiety 

Limbitrol 

Relief  without  a phenothiazine 


€ 


More 

physicians 

are  coming  to 
MMFES 


because  MMFES  does 
more  for  physicians. 


The  active  and  involved  physician  has  to 
rely  on  comprehensive  insurance  pro- 
grams tailored  to  fit  the  day-to-day  special 
needs  of  his  profession. 

One  of  these  special  needs  is  mal- 
practice insurance.  MMFES  is  a non-profit 
Mississippi  Corporation  sponsored  by  the 
Mississippi  State  Medical  Association  and 


directed  by  Mississippi  physicians. 
MMFES  offers  comprehensive  coverage  on 
three  types  of  malpractice  insurance 
policies  and  it’ll  probably  cost  you  less 
than  other  plans. 

Mike  Houpt  is  aware  of  your  special 
need.  Give  him  a call  toll  free  at  1- 
800-682-6415  or  944-0072. 


" The  people  to  see  for  Malpractice  Insurance 
MISSISSIPPI  MEDICAL  FRATERNAL  AND  EDUCATIONAL  SOCIETY' 

735  Riverside  Dr.  • Box  4625  • Jackson,  Ms.  39216  • 944-0072 
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Riverside. 


Mississippi’s  Unique  Psychiatric 
Hospital. 

Riverside  Hospital  is  unique  in 
Mississippi. 

As  a privately  owned  56-bed  short 
term  care  facility  for  treating  patients 
with  psychiatric  illness,  emotional 
problems,  or  substance  abuse,  it  is  the 
only  hospital  of  its  kind  in  the  state. 

Architecturally  designed  to  create 
an  attractive  open  environment, 

Riverside’s  “non-institutional” 
atmosphere  helps  prepare  the  patient 
for  specific  therapy,  healthy 
entertainment  and  physical  recreation. 

The  clinical  program  incorporates 
a wide  range  of  modern  psychiatric 
ideas.  Emphasis  is  placed  on 
interpersonal  relationships,  small 
group  functions,  and  professional 
individualized  care. 

The  Medical  Staff  includes  a 
large  number  of  physicians  in  private 
practice  in  the  Jackson  area.  All  are 
qualified  and  limit  their  practice  to 
psychiatry. 

Riverside  is  licensed  by  the 
Mississippi  Commission  on  Hospital 
Care,  and  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of 
Hospitals. 

Physicians  who  have  patients  that 
would  benefit  from  this  type  of 
treatment  approach  may  obtain  referral 
information  by  contacting  the 
Admitting  Office. 

Riverside 

Hospital 

P.O.  Box  4297,  Jackson,  MS  39216 
Telephone:  (601)939-9030 


m?awm 


Malpractice  Seminar  Jackson,  MS  - "Malpractice  in  Mississippi:  A Medical  and 

Next  Month  Legal  Perspective,"  a seminar  co-sponsored  by  MSMA  and 

MMFES,  will  be  held  Saturday,  Feb.  7,  at  the  Coliseum 
Ramada  Inn  in  Jackson.  Registration  fee  is  $40.  Enrollment  will  be  limited  to  200. 
Reservations  may  be  made  by  calling  1-800-682-6415.  A faculty  of  medical  and  legal 
speakers  will  present  discussions  of  various  aspects  of  malpractice.  The  seminar 
is  accredited  for  six  hours  Category  I of  the  AMA  Physicians  Recognition  Award. 


Note  Upcoming  Jackson,  MS  - MSMA  members  are  reminded  of  two  other 

MSMA  Events  important  dates  in  the  1981  MSMA  calendar:  January  28  is 

the  date  for  the  Auxiliary’s  "Day  With  the  Legislature"  at 
the  Downtown  Holiday  Inn  in  Jackson,  with  Gov.  Winter,  Lt . Gov.  Dye,  Speaker  of  the 
House  Buddie  Newman  and  Mississippi  legislators  as  special  guests;  and  April  26 
marks  the  beginning  of  MSMA's  114th  Annual  Session,  with  14  scientific  section 
programs,  meetings  of  the  House  of  Delegates,  and  specialty  society  meetings. 


UMC  Produces  Jackson,  MS  - "The  Home  Team:  A Report  from  the  University 

PR  Film  of  Mississippi  Medical  Center"  is  a 16mm  film  documentary 

about  the  health  sciences  campus.  The  19  minute  film  is 
available  for  use  by  organizations.  It  details  the  institution’s  education  mission 
in  Mississippi  and  explains  some  of  the  special  patient  care  and  research  programs 
underway  at  UMC.  To  borrow  the  film,  contact  the  Department  of  Public  Relations, 
UMC,  2500  North  State  St.,  Jackson,  MS  39216. 


Pediatricians  Urge  Chicago,  IL  - The  American  Academy  of  Pediatrics  has 

New  Priorities  called  on  President-elect  Reagan  to  make  improved  maternal 

and  child  health  care  a top  health  priority.  Specific 
recommendations  include  the  reorganization  and  integration  of  federal  programs 
which  affect  child  health,  revisions  in  Medicaid,  and  expanded  research.  The  AAP 
urges  the  creation  of  a new  Maternal  and  Child  Health  Administration  to  consolidate 
more  than  100  child  health  programs  now  under  different  federal  agencies. 


Cost  Effectiveness  Chicago,  IL  - An  AMA  action  program  on  cost  effectiveness 

Program  Planned  gets  underway  early  this  year.  The  program  will  stress 

promotion  of  state,  county  and  specialty  society  cost 
containment  efforts,  documentation  of  the  impact  of  these  projects,  and  increased 
dissemination  of  information.  Workshops  are  planned,  medical  staff  projects  will 
be  evaluated  through  a network  of  about  75  hospitals,  and  four  new  pamphlets  will 
be  published  to  assist  the  public  in  becoming  cost  conscious. 


Tail  of  whipworm 
(Trichuris  trichiura) 


Vermox:  the  only  anthelmintic 
highly  effective 
against  whipworm. 

Cure  Rate  Egg  Reduction 


VERMOX®  * ° 68%  * 93%** 

Mintezol1  35%  t 45%  tt 

Antiminth2  Not  Indicated 

Povan3  Not  Indicated 


Also  highly  effective  against 
roundworm  and  hookworm 

Since  whipworm,  roundworm  and  hookworm  are  all  soil-borne 
helminths,  mixed  infections  are  not  uncommon.  Only  one  anthelmintic 
exhibits  high  efficacy  rates  for  all  three  nematodes:  whipworm-68%; 
roundworm— 98%;  hookworm— 96%. That  agent  is  VERMOX® 

Please  see  following  page  for  Summary  of  Prescribing  Information. 


Broad-spectrum  coverage 
in  mixed  helminthic  infections 

Vermox « , 

(mebendazole) 


£ 
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JANSSEN  PHARMACEUTICA  INC. 
New  Brunswick,  N.J.  08903 


Committed  to  research. . . 
because  so  much  remains  to  be  done. 

©Janssen  Pharmaceutics  Inc  1980  JPI-023 


Broad-spectrum 
coverage  in  mixed 
helminthic  infections 

Vermox 

(mebendazole) 

Contraindications  VERMOX  is  contraindicated  in 
pregnant  women  (see:  Pregnancy  Precautions)  and 
in  persons  who  have  shown  hypersensitivity  to 
the  drug. 

Precautions  PREGNANCY:  VERMOX  has  shown 
embryotoxic  and  teratogenic  activity  in  pregnant  rats 
at  single  oral  doses  as  low  as  1 0 mg/kg.  Since 
VERMOX  may  have  a risk  of  producing  fetal  damage 
if  administered  during  pregnancy,  it  is 
contraindicated  in  pregnant  women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively 
studied  in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  two  years  the  relative 
benefit/ risk  should  be  considered. 

Adverse  Reactions  Transient  symptoms  of 
abdominal  pain  and  diarrhea  have  occurred  in  cases 
of  massive  infection  and  expulsion  of  worms. 

Dosage  and  Administration  The  same  dosage 
schedule  applies  to  children  and  adults.  The  tablet 
may  be  chewed,  swallowed  or  crushed  and  mixed 
with  food.  For  the  control  of  pinworm  (enterobiasis), 
a single  tablet  is  administered  orally,  one  time. 

For  the  control  of  roundworm  (ascariasis),  whipworm 
(trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and 
evening,  on  three  consecutive  days. 

If  the  patient  is  not  cured  three  weeks  after 
treatment,  a second  course  of  treatment  is  advised. 
No  special  procedures,  such  as  fasting  or  purging, 
are  required. 

' Mean  cure  rate  of  VERMOX®  in  treating  whipworm; 
cure  rate  range  of  61  -75%.  Data  on  file  at  Janssen 
Pharmaceutica  Inc. 

* Mean  egg  reduction  of  VERMOX®  in  treating 
whipworm;  egg  reduction  range  of  70-99%.  Data  on 
file  at  Janssen  Pharmaceutica  Inc. 

+ Rollo,  I.M  : Drugs  used  in  the  chemotherapy  of 
helminthiasis,  in  Goodman,  L.S.;  and  Gilman,  A. 

(eds  ):  The  Pharmacological  Basis  of  Therapeutics, 
ed.  5.  New  York,  Macmillan,  1975,  p.  1034. 

+ Miller,  M.J.;  Krupp,  I.M.;  Little,  M.D.;  Santos,  C.: 
Mebendazole  an  effective  anthelmintic  for 
trichuriasis  and  enterobiasis.  JAMA  230  (10):  1412- 
1414,  Dec.  9,  1974. 

1 . Registered  trademark  of  Merck  Sharp  and  Dohme. 

2.  Registered  trademark  of  Roerig. 

3.  Registered  trademark  of  Parke-Davis. 
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because  so  much  remains  to  be  done. 


1 5 

Hypertension  Program  Wins 
Public  Health  Award 

Washington  — The  National  Heart,  Lung  and 
Blood  Institute  received  a special  public  health 
award  from  the  Albert  Lasker  Medical  Research 
Foundation  for  its  Hypertension,  Detection  and  Fol- 
low-up Program. 

Dr.  Herbert  Langford,  professor  of  medicine  at 
the  University  of  Mississippi  Medical  Center,  served 
as  chairman  of  the  national  HDFP  steering  commit- 
tee. Fourteen  Medical  Centers  and  11,000  Amer- 
icans participated  in  the  five-year  study  which 
proved  conclusively  the  lifesaving  value  of  treating 
mild  high  blood  pressure. 

Prior  to  the  landmark  study,  there  was  little  hard 
data  to  indicate  the  need  for  treating  mild  hyperten- 
sion. 


New  Orleans  Will  Host 
Clinical  Nutrition  Congress 

The  American  Society  for  Parenteral  and  Enteral 
Nutrition  will  hold  its  Fifth  Clinical  Congress  at  the 
New  Orleans  Hilton,  Feb.  2-5. 

ASPEN  is  a multi-disciplinary  society  consisting 
of  medical  doctors,  doctors  of  science,  dietitians, 
pharmacists  and  nurses  in  the  field  of  contemporary 
clinical  nutrition. 

Theme  of  the  Congress  is  “The  Challenge  of 
Modern  Clinical  Nutrition:  Education,  Practice  and 
Research.”  Symposium  and  short  paper  sessions, 
scientific  exhibits  and  information  exchange  ses- 
sions will  present  advances  in  clinical  nutrition. 

For  registration  information  contact  ASPEN, 
1025  Vermont  Avenue,  NW,  Suite  810,  Washing- 
ton, DC  20005. 


Surgical  Congress  Sets 
49th  Annual  Assembly 

The  Southeastern  Surgical  Congress  will  hold  its 
49th  Annual  Assembly  Feb.  22-25,  1981,  at  the 
Fairmont  Hotel  in  New  Orleans.  There  are  27.75 
hours  of  Category  I credit  available  for  this  program. 

On  the  opening  day,  eight  hours  of  credit  will  be 
offered  for  a postgraduate  course  entitled  “Cancer 
Therapy  Update.” 

For  more  information  contact  Southeastern  Sur- 
gical Congress,  315  Boulevard,  NE,  Suite  500, 
Atlanta,  GA  30312. 


Announcing  a major 
symposium  for  primary 
care  physicians 


Anxiety:  the 
therapeutic 
dilemma 


National  authorities  offer  views 
and  insights  Are  minor  tranquilizers 
overused?  Is  anxiety  overdiagnosed?  Do 
antianxiety  drugs  create  other  clinical 
problems?  What  are  the  alternatives? 

These  and  other  critical  questions  will 
be  examined  in  a one-day  symposium 
and  workshop  at  the  Tulane  Medical 


Center,  New  Orleans,  on  February  14, 
1981.  Eminent  physicians  will  dis- 
cuss aspects  of  treatment  including  (1) 
recognition  and  management  of  the 
dependence-prone  patient,  (2)  ways  to 
minimize  tranquilizer  dependency, 

(3)  current  information  on  the  bio- 
chemistry of  anxiety  and  (4)  how  it  can 


affect  treatment  modalities. 

Unique  interactive  format  offers  di- 
rect participation  Filmed  case  presenta- 
tions provide  source  material  for  partici- 
pant interaction  — to  demonstrate  keys  to 
differential  diagnosisand  clarify  guidelines 
for  selecting  appropriate  drug  and  non- 
drug therapies. 


Program  Topics  and  Faculty 

The  Clinical  Spectrum  of  Anxiety 

Michael  J.  Plalberstam,  MD,  Private  Practice,  Internal  Medicine  and  Cardiology, 
Washington,  DC;  Editor,  Modern  Medicine;  Associate  Clinical  Professor  of  Medicine, 
George  Washington  University  Medical  Center 

Anxiety:  Etiology  and  Dynamics 

Sidney  L.  Werkman,  MD,  Professor  of  Psychiatry,  University  of  Colorado  School  of 
Medicine 

Differential  Diagnosis  of  Anxiety 

Robert  E.  Rakel,  MD,  Professor  and  Head,  Department  of  Family  Practice,  The 
University  of  Iowa  College  of  Medicine 

The  Problem  of  Drug  Dependence 

David  H.  Mielke,  MD,  Associate  Professor  of  Psychiatry,  Tulane  University  School  of 
Medicine 

Pharmacology  and  Pharmacokinetics 
of  the  Minor  Tranquilizers 

Leo  E.  Hollister,  MD,  Professor  of  Medicine,  Psychiatry  and  Pharmacology,  Veterans 
Administration  Medical  Center  and  Stanford  University  School  of  Medicine 

Benzodiazepine  Receptors 

Solomon  H.  Snyder,  MD,  Chairman  & Professor,  Department  of  Neuroscience, 
Distinguished  Service  Professor  of  Neuroscience,  Psychiatry  and  Pharmacology, 
The  Johns  Hopkins  University  School  of  Medicine 

Management  Approaches  to  the 
Patient  With  Anxiety 

Julius  Michaelson,  MD,  Past  President,  American  Academy  of  Family  Physicians 

Tranquilizers:  Guidelines  for 
Appropriate  Use 

Robert  E.  Rakel,  MD,  Professor  and  Head,  Department  of  Family  Practice, 
The  University  of  Iowa  College  of  Medicine 

Non-Drug  Treatment  Alternatives 

Sidney  L.  Werkman,  MD,  Professor  of  Psychiatry,  University  of  Colorado  School  of 
Medicine 

Other  members  of  the  symposium  faculty,  from  the  Tulane  University  School  of 
Medicine,  include  John  W.  Goethe,  MDand  Daniel  K.  Winstead,  MD. 

Office  of  Continuing  Education,  Tulane  Medical  Center, 
1430  Tulane  Avenue,  New  Orleans,  Louisiana  70112. 

Please  send  full  information  about  the  symposium 
Anxiety:  The  Therapeutic  Dilemma. 

Name 

(please  print) 

Title  


Address 


City State Zip 

0013382  0-0571 


Eight  credit  hours  in  Category  1 for 
PR  A! AM  A,  Prescribed  hours  by  AAFP, 
Category  2-D  of  AO  A and/or  Formal 
Learning  cognates  of  ACOG  will  be 
awarded. 

Anxiety:  The  Therapeutic  Dilemma  is 
being  produced  in  collaboration  with 
Tulane  University  School  of  Medicine, 
Department  of  Psychiatry  and  Neurology, 
by  M.E.D.  Communications,  under  an 
educational  grant  from  Abbott  Laboratories. 


Doctor, 

your  patients  will 
be  asking  about 
the  Newtron® 
Electrostatic 
Air  Cleaner. 


And  with  good  reason.  The  Newtron®  electrostatic  air 
cleaner  is  a revolutionary  new  device  that  allows  allergy  patients 
to  breathe  clean  air  in  their  homes  and  offices  — at  a much 
lower  cost  than  has  ever  been  possible  before. 

In  fact,  the  Newtron®  is  the  only  reasonable  answer  to  the 
problems  caused  by  pollen,  dust,  smoke,  and  other  air 
pollutants.  It  requires  no  electricity,  never  needs  to  be  replac- 
ed, requires  no  maintenance  other  than  a monthly  rinsing  with 
tap  water,  and  comes  in  standard  filter  sizes  to  simply  replace 
the  existing  throw-away  filter  in  heating  and  air  conditioning 
systems.  Even  more  importantly,  it  far  out-performs  all  other 
cleaners,  including  electrically  powered  models  costing  more 
than  three  times  as  much. 


Per  Cent  (%)  Efficiency 

0 10  20  30  40  50  60  70  80  90  100 


Throw  Away  Fiber  Glass  Filter 
Powered  Air  Cleaners 
Newtron  Electrostatic  Air  Cleaner 


In  the  past,  high  costs  and  complicated  installation  have  put 
truly  clean  air  out  of  the  reach  of  most  allergy  patients.  Now 
that  the  Newtron®  is  available  — and  has  been  proven  effec- 
tive in  hospitals,  businesses,  private  homes,  and  apartments  — 
your  patients  will  be  asking  for  your  approval  or  opinion. 

Please  allow  us  to  send  you  a complete  information  package 
on  the  Newtron®  . No  salesman  will  call,  either  in  person  or  by 
telephone  (unless  you  request  it).  The  price  of  the  Newtron® 
varies  from  $195  to  $205,  according  to  size.  (Master  Charge® 
and  VISA®  are  accepted.)  Professional  discounts  on  Newtron® 
electrostatic  air  cleaners  are  available  to  physicians  who  wish  to 
purchase  one  unit  for  their  personal  use. 

tyewtr6ii 

The  ultimate  air  cleaner. 


Newtron  Sales 

202  Nottingham  Ln. 

Slidell,  La.  70458 

Please  send  complete  information  on  the  Newtron® 
electrostatic  air  cleaner. 

Dr.  

Address  

City  State:  

Zip:  

Specialty:  




Newtron®  is  a registered  trademark  of  Newtron  Products  Co.,  Cincinnati,  Ohio 
The  generic  name  is  electrostatic  air  cleaner 
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MULTIDISCIPLINARY 
MICROSURGERY 
AT  THE 
MARDIGRAS 

NEW  ORLEANS,  LOUISIANA 

AN  IN-DEPTH  CONFERENCE 
IN  MULTIDISCIPLINARY 
PROBLEM  SOLVING 
UTILIZING  MICROSURGICAL 
TECHNIQUE 


Seminar  I 

February  25  — March  2,  1981 
Seminar  II 

February  27  — March  2,  1981 
Mardi  Gras  Day 
March  3,  1981 

Topics: 

Basic  Microscope  Techniques 
Setting  Up  a Lab 

Acute  Management  of  the  Multiple  Trauma  Candidate 
Requiring  Reimplantation 

Esophageal  Reconstruction  with  Vascularized  Jejunal 
Interposition 

Head  and  Neck  Reconstruction  Via  Microsurgery 

Mandibular  Reconstruction  with  Vascularized  Bones  and 

Soft  Tissues 

Toe  to  Hand  Transfers 
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Cancer  and  Microsurgery 

Geometry  of  and  Planning  of  Microsurgery  Free  Flaps 
Bracheal  Plexus  and  Peripheral  Nerve  Microsurgery 
Intracraneal  Neuromicrosurgery 

Urologic  Microsurgery,  Including  Reconstructive, 

Replantation  and  Infertility 

Gynecological  Microsurgery  Reconstruction  and  Infertility 
Chest  Wall  Reconstruction  with  Microsurgery 
Microsurgery  and  Trauma 
Orthopedic  Applications  of  Microsurgery 
Microsurgery 

Program: 

The  course  consists  of  two  seminars 

Seminar  I A lab  and  alecture  series.  Wednesday,  February  25 
through  Monday.  March  2 

19  hours  lecture  and  21  hours  lab.  which  includes  basic 
techniques  with  personalized  instruction  from  visiting 
faculty  using  Applied  Fiberoptics  binocular 
microscopes 

Seminar  II  A lecture  and  video  series.  Friday.  February  27  through 
Monday,  March  2 

19  hours  lecture  and  simultaneous  video  sessions  to 
coincide  with  the  labs 

Accreditation: 

As  an  organization  accredited  for  continuing  medical  education, 
Louisiana  State  University  School  of  Medicine.  New  Orleans, 
designates  this  continuing  medical  education  activity  as  meeting 
the  criteria  for  forty  credit  hours  in  Category  I of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association 


Registration: 


Tuesday,  February  24,  1 00-4  00  PM 
Daily  from  7 00  AM 

A registration  fee  of  $600  00  for  Seminar  I,  or  $300  00  for  Seminar 
II  should  accompany  the  registration  form 
There  is  a $50  00  cancellation  fee  for  withdrawals  after  February  1 1 , 
1981  All  refunds  must  be  requested  in  writing  and  postmarked  no 
later  than  February  20.  1981  Residents  half  fee. 

Inquiries: 

Multidisciplinary  Microsurgery  at  the 
Mardi  Gras 

Southern  Baptist  Hospital 
2700  Napoleon  Avenue 
New  Orleans.  Louisiana 
(504)  899-931  1 


antianxiety/antisecretory/antispasmodic 

for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome* 


Librax 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this 
drug  Dy  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows 
"Possibly"  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  col- 
itis) and  acute  enterocolitis 
Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation 

Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or 
clidmium  Bromide 

Warnings:  Caution  patients  about  possible  com 
bined  effects  with  alcohol  and  other  CNS 
depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  (e  g operat- 
ing machinery,  driving)  Physical  and  psychologi- 
cal dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  l ibrium* 
(chlordiazepoxide  HCI/Roche)  to  known  addic 


tion-prone  individuals  or  those  who  might  increase 
dosage,  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 

may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos 
age  to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  contusion  (no  more  than  2 
capsules/day  initially,  increase  gradually  as 
needed  and  tolerated)  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical 
reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression  suicidal  tend 
encies  may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  Coagulation 
reported  very  rarely  in  patients  receiving  the  drug 


and  oral  anticoagulants,  causal  relationship  not 
established 

Adverse  Reactions:  No  side  effects  or  mamtes 
tations  not  seen  with  either  compound  alone 
reported  with  Librax  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated,  avoid 
able  in  most  cases  by  proper  dosage  adjustment 
but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances  Also 
encountered  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent,  generally 
controlled  with  dosage  reduction  changes  in  EEG 
patterns  may  appear  during  and  after  treatment, 
blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI.  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents  / e dryness  of  mouth  blurring  of  vision 
urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  com 
bined  with  other  spasmolytics  and  or  low  residue 
d,ets  ' 


onrucX  Roche  Products.  Inc 
nUbriL^/  Manat'  Puerto  Rico  00701 


ion.  * u 

' 

■ *.  • • 


Acute  pain 

is  no  laughing  matter. 

The  first  prescription  for 
the  first  days  of  acute  pain 

Empirirfc  Codeine  #3 

Each  tablet  contains:  aspirin,  325  mg;  plus  codeine 
phosphate,  30  mg,  (Warning  — may  be  habit-forming).  v-» 

For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 

The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 

For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with  . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


EMPIRIN®  with  Codeine 

DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  of  the 
following  strengths:  No.  2 — 15  mg,  No  3 — 30  mg.  and  No.  4 — 60  mg  (Warning  — may  be  habit-forming ) 
CONTRAINDICATIONS:  Hypersensitivity  to  aspirin  or  coderne. 

WARNINGS: 

Orug  dependence:  Empirin  with  Codeine  can  produce  drug  dependence  of  the  morphine  type  and,  therefore,  has  the 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repealed  administra- 
tion of  this  drug  and  it  should  be  prescribed  and  administered  with  the  same  degree  ot  caution  appropriate  to  the  use  of  other 
oral,  narcotic-containing  medications  Like  other  narcotic-containing  medications,  the  drug  is  subject  to  the  Federal  Con- 
trolled Substances  Act 

Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery  The  patient  using  this  drug  should 
be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 
anesthetics,  phenothiazmes.  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression  When  such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced 

Use  in  pregnancy:  Sale  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  tetal  development. 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 

PRECAUTIONS: 

Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  etfeds  of  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  ol  head  m|ury.  other  intracranial  lesions  ot 
a pre-existing  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries 

Acute  abdominal  conditions:  The  administration  of  Empirin  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  3cute  abdominal  conditions. 

Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies  patients  with  nasal 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin 

risk  patients:  Empirin  wilh  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism.  Addison's  disease,  prostatic 
or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders 
REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  light-headedness,  dizziness, 
nausea  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatoiy  than  in  nonambulatory  patients  and 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
constipation,  and  pruritus. 

frequently  observed  reactions  to  aspirin  include  headache,  vertigo,  ringing  in  the  ears,  mental  contusion,  drowsi- 
sweatmg,  thirst.  n3usea.  and  vomiting.  Occasional  patients  experience  gastric  irritation  and  bleeding  with  aspirin. 

are  unable  to  take  salicylates  without  developing  nausea  and  vomiting.  Hypersensitivity  may  be  manifested  by 
rash  or  even  an  anaphylactic  reaction  Wth  these  exceptions,  most  ot  the  side  effects  occur  after  repeated  administra- 
doses. 

AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  ot  the  pain  and  the  response  ot  Itie  ' 
It  may  occasionally  be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  ot  more  severe  pam  or  in 
who  have  become  tolerant  to  the  analgesic  effect  ot  narcotics.  Empirin  with  Codeine  is  given  orally.  The  usual 
lor  Empirin  with  Codeine  No.  2 and  No.  3 is  one  or  two  tablets  every  lour  hours  as  required  The  usual  utuN  dose 
with  Codeine  No  4 is  one  tablet  every  four  hours  as  r« 
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Acromegaly 

ANDREW  D.  PARENT,  M.D. 


Jackson,  Mississippi 

The  relentless  progression  of  the  disease  process 
of  acromegaly  results  in  grotesque  disfiguration,  se- 
vere disabilities  and  even  death  in  its  victims. 
Though  clinically  described  as  early  as  1886  by 
Marie  and  pathophysiologically  defined  by  Davidoff 
in  1926,  this  disease  continues  to  challenge  physi- 
cians diagnostically  and  therapeutically.  The  treat- 
ment objective  of  acromegaly  is  the  irradication  of 
the  offending  pituitary  tumor  with  normalization  of 
the  growth  hormone  levels  without  deficit  of  other 
pituitary  functions.  Optimal  results  depend  on  early 
diagnosis  and  initiation  of  therapy  before  advanced 
cosmetic,  metabolic  and  vascular  changes  have 
occurred. 

Clinical  Syndrome 

The  clinical  syndrome  of  acromegaly  is  classically 
caused  by  the  excessive  production  of  growth  hor- 
mone from  an  eosinophilic  pituitary  adenoma.  This 
abnormal  hormone  production  leads  to  a marked 
skeletal  overgrowth  as  well  as  an  increase  in  soft 
connective  tissue  mass.  If  the  tumor  becomes  hor- 
monally active  before  epiphyseal  closure,  then  a 
disproportionate  growth  of  the  extremities  occurs, 
resulting  in  the  development  of  a very  tall  patient, 
and  gives  rise  to  a condition  termed  gigantism. 
However,  if  the  neoplasm  arises  after  closure  of  the 
epiphysis,  then  bones  in  the  face,  hands,  feet,  as  well 
as  membranous  bones,  are  involved,  and  in  these 
cases  the  condition  is  termed  acromegaly.  This 
growth  in  the  post  pubertal  individual  is  so  insidious 
that  the  patient,  his  family  and  even  his  physician 
may  not  notice  the  gradual  changes  in  facial  and 
bodily  features. 

The  first  manifestations  of  these  developments  to 

From  the  Department  of  Neurosurgery,  University  Medical  Cen- 
ter, Jackson,  MS. 


the  patient  are  usually  increases  in  hat,  ring,  glove  or 
shoe  size.  The  physical  appearance  is  altered  by  the 
characteristic  progressive  thickening  of  the  soft  tis- 
sues of  the  face,  ears,  lips,  accompanied  by  enlarge- 
ment of  the  nose  and  tongue. 


Major  advances  in  the  diagnosis  and  man- 
agement of  acromegaly  have  occurred  in  the 
past  ten  years.  The  current  concepts  in  eval- 
uating these  patients  as  well  as  the  avail- 
able therapeutic  options  are  reviewed  in  this 
article.  The  author  concludes  that  transsphe- 
noidal removal  of  a circumscribed  adenoma 
is  both  an  effective  and  safe  mode  of  treat- 
ment. Optimal  surgical  results  depend  on 
the  early  recognition  of  this  disease  as  well 
as  the  technical  proficiency  of  the  neuro- 
surgeon. 


Osseous  changes  are  manifest  by  a marked  prom- 
inence of  the  forehead,  prognathic  mandible, 
osteoarthrosis  and  an  abnormal  vertebral  overgrow  th 
resulting  in  a progressive  kyphosis.  Arthralgias, 
myopathies,  and  entrapment  neuropathies,  especial- 
ly of  the  median  nerve  at  the  carpal  tunnel,  are 
frequently  noted.  In  25%  of  patients,  diabetes  mel- 
litus  develops  with  overt  symptoms  of  polyphagia, 
polydipsia  and  polyuria. 

Usually  endocrinopathic  changes  are  seen  before 
visual  field  deficits,  but  the  reverse  may  occur  espe- 
cially in  cases  of  pituitary  apoplexy.  Bitemporal 
hemianopsia  or  quadrantanopsia  are  the  common 
visual  field  deficits  seen  with  compression  of  the 
optic  chiasm.  Non-specific  headaches  in  these  pa- 
tients are  more  likely  due  to  traction  on  pain  sensitive 
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structures  in  the  dura  of  the  diaphragm  sella  or  caver- 
nous sinus  rather  than  increased  intracranial  pres- 
sure. 

Life  expectancy  in  these  patients  is  decreased  due 
to  the  development  of  hypertension  and  congestive 
heart  failure  secondary  to  cardiomegaly  or 
acromegalic  cardiomyopathy.  In  some  cases,  when 
the  adenoma  outgrows  its  own  blood  supply  and 
infarcts,  the  patient  is  clinically  left  deformed  and 
metabolically  in  panhypopituitarism. 

Laboratory  Evaluation 

The  definitive  diagnosis  of  acromegaly  relies  on 
the  determination  of  excessive  growth  hormone 
secretion.  Normal  growth  hormone  levels  are  usual- 
ly below  5 ng/ml.  In  patients  with  acromegaly,  these 
values  usually  range  between  20-50  ng/ml  but  hor- 
mone levels  in  the  hundreds  are  not  infrequent.  Since 
random  values  may  overlap  into  the  range  of  normal, 
it  is  of  crucial  importance  that  the  absolute  level  of 
growth  hormone  be  assayed  in  the  baseline  fasting 
situation  as  well  as  documenting  its  response  to  pro- 
vocative studies. 

A family  of  insulin-like  peptide  growth  factors  are 
believed  to  mediate  the  effects  of  growth  hormone  on 
cartilage  and  other  skeletal  tissues.  Radioimmunoes- 
says  of  these  somatomedins  have  recently1  been  re- 
ported to  provide  a more  sensitive  and  reliable  means 
of  documenting  the  clinical  activity  of  acromegaly. 
These  findings  may  considerably  alter  our  under- 
standing of  the  biochemical  physiology  of 
acromegaly. 

Studies  that  are  commonly  utilized  to  define 
growth  hormone  secretory  dynamics  include  insulin 
provocation,  arginine  infusion  and  glucose  tolerance 
test.  With  an  insulin  test,  hypoglycemia  is  usually 
induced  causing  an  elevation  of  growth  hormone  in 
the  normal  patient,  whereas  those  who  have  a de- 
ficiency in  this  hormone  will  have  minimal  or  no 
change  in  baseline  values.  Hyperinsulinism  has  been 
detected  in  approximately  60-70%  of  acromegalic 
patients.  L-arginine  stimulation  will  cause  a stimula- 
tory effect  in  growth  hormone  levels  in  normal  pa- 
tients and  a similar  lack  of  response  in  patients  defi- 
cient in  growth  hormone.  In  patients  suspected  of 
having  acromegaly,  the  glucose  suppression  test  has 
been  most  useful.  In  a normal  individual,  a 100  gram 
glucose  load  orally  administered  suppresses  the 
serum  level  of  growth  hormone  below  5 ng/ml, 
whereas  in  acromegalics  this  suppression  does  not 
occur  presumably  due  to  the  tumor  cells’  insensitiv- 
ity to  glucose. 


It  is  not  uncommon  for  acromegaly  to  be  associ- 
ated with  hyperprolactinemia.  Prolactin  determina- 
tions are  useful  in  documenting  this  hormonal  imbal- 
ance and  have  been  indicative  of  large  pituitary 
tumors.  An  interference  in  the  production  or  secre- 
tion of  prolactin  inhibitory  factor  could  explain  the 
excessive  prolactin  secretion  in  some  of  these 
tumors. 

Adrenal,  gonadal  and  thyroid  function  studies 
should  also  be  performed  as  well  as  an  assessment  of 
pituitary-target  releasing  hormones.  Documenting 
hormonal  deficiencies  enables  the  clinician  to  moni- 
tor the  therapeutic  efficacy  of  the  selected  mode  of 
treatment  and  may  indicate  the  necessity  of  replacing 
vital  hormones  such  as  cortisol. 

Radiologic  Evaluation 

Radiological  signs  of  acromegaly  include  thick- 
ened heel  pads  (greater  than  22  mm)  as  well  as 
increases  in  the  sesamoid  index  and  hand  volume 
index.  However,  the  enlarged  sella  turcica  is  of 
greater  practical  importance.  On  plain  skull  x-rays, 
80%  of  sella  turcicas  will  be  abnormal  in  acromega- 
lic patients.  The  evaluation  of  the  sella  is  most  com- 
pletely performed  by  hypocycloidal  polytomogra- 
phy with  cuts  at  2 mm  intervals  in  both  the  anterior- 
posterior  and  lateral  projection.  Acromegalics  will 
have  abnormal  sellas  in  98%  of  cases2  and  these  can 
be  classified  in  four  types  as  shown  in  Figure  1. 

Pneumoencephalography  is  not  necessary  in  most 
cases  of  acromegaly.  With  computerized  axial 
tomography  augmented  by  coronal  sections  and  met- 
rizamide  cisternal  visualization,  suprasellar  tumor 
extensions  and  their  relationship  to  the  surrounding 
structures  can  usually  be  documented.  Pneu- 
moencephalography, CT  scan,  or  metrizamide  cis- 
ternography should  be  performed  in  the  patient  with 
an  enlarged  sella  turcica,  but  without  endocrinologic 
abnormality  to  demonstrate  an  “empty”  sella  or  a 
non-secretory  intrasellar  mass  lesion. 


CLASSIFICATION  OF  SELLAE 
(from  Vezina  and  Maltais) 

Type  I Sella  of  normal  shape  and  size  with  limited  monolateral 

bulging  of  the  floor  within  the  sphenoid  sinus 

Type  II  Volumetr ically  enlarged  sella  with  normal  outline 

Type  III  Enlarged  sella  with  destructive  changes  limited  to 
sella  floor 

Type  IV  Extensive  sella  destruction 

Figure  I : Classification  of  sellae. 
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Treatment  of  Acromegaly 

The  primary  goal  in  the  treatment  of  acromegaly  is 
to  cause  a reduction  in  growth  hormone  secretion  to 
normal  levels,  without  causing  insufficiency  of  other 
pituitary  functions.  Medical  management,  surgery 
and  radiation  therapy,  alone  or  in  combination,  are 
the  most  commonly  utilized  therapeutic  modalities. 

Several  drugs  have  been  shown  to  inhibit  the 
secretion  of  growth  hormone  including  progester- 
one, chlorpromazine,  L-dopa,  somatostatin  and 
bromocriptine.  The  long-term  management  of 
acromegaly  by  these  pharmacological  agents,  espe- 
cially bromocriptine  has  been  successful  in  causing 
clinical  and  hormonal  improvement.  However,  this 
therapy  does  not  eradicate  the  initial  problem  of  a 
tumor  present  in  the  sella  turcica,  and  progressive 
tumor  growth  on  bromocriptine  therapy  has  been 
documented.3  An  intrasellar  tumor  in  such  instances 
may  progress  to  cause  the  development  of  cerebro- 
spinal fluid  rhinorrhea  by  eroding  through  the  sella 
floor.  Visual  field  deficits,  increased  intracranial 
pressure,  or  pituitary  apoplexy  with  subarachnoid 
hemorrhage  and  hypopituitarism  can  also  occur  with 
progressive  tumor  growth. 

Radiation  therapy  in  the  past  has  been  advocated 
as  the  initial  treatment  of  pituitary  tumors.4  In 
acromegaly,  conventional  radiotherapy  will  de- 
crease growth  hormone  secretion  in  approximately 
one-third  of  patients.  Interstitial  irradiation  with 
ytrium  90  has  been  noted  to  be  effective  in  about 
50%  of  cases,  but  this  therapy  is  limited  to  tumors  of 
regular  contour  that  have  not  eroded  adjacent  struc- 
tures. Heavy  particle  radiation  by  either  proton  or 
alpha  particles  has  been  demonstrated  to  be  effective 
in  85-90%  of  patients,  but  these  techniques  are  avail- 
able in  only  two  centers  in  this  country.  A prolonged 
period  of  two  to  nine  years  is  necessary  for  the  full 
effects  of  radiation  therapy.  A hazard  of  radiation  is 
the  possibility  of  radionecrosis  of  the  normal  adja- 
cent pituitary,  cranial  nerves  and  brain.  Infrequent, 
but  no  less  disturbing,  are  those  cases  of  malignant 
tumors  developing  in  the  vicinity  of  radiated  tissues 
10  to  30  years  later. 

Surgery  for  pituitary  tumors  in  the  past  had  gener- 
ally been  advised  for  decompression  of  extensive 
suprasellar  lesions.  Classically,  intracranial  surgery 
via  the  frontal  route  had  been  espoused  as  the  proce- 
dure of  choice  for  these  large  lesions.  In  most  in- 
stances, the  normal  pituitary  could  not  be  preserved 
and  adjunctive  radiation  therapy  was  utilized. 

The  transsphenoidal  approach  to  the  pituitary  is 
certainly  not  a new  technique  since  it  was  used  as 
early  as  1907  by  Schloffer.  The  present  day  revival 


Figure  2.  Selective  adenomectomy  with  preservation  of 
the  normal  pituitary’. 


of  this  technique  occurred  as  a direct  result  of  the 
introduction  of  the  microscope  to  neurosurgery.  Uti- 
lizing televised  fluoroscopy  to  guide  the  surgeon  to 
the  sella  turcica,  and  with  the  aid  of  microsurgical 
techniques,  the  resection  of  an  adenoma  and  pres- 
ervation of  the  normal  pituitary  is  usually  accom- 
plished. This  extracranial  approach  to  the  pituitary  is 
relatively  non-traumatic  and  provides  an  accuracy  of 
operation  and  dissection  that  is  necessary  to  achieve 
a selective  microadenomectomy  as  shown  in  Figure 
2. 

Surgical  Pathology 

The  acromegalic  patient  is  often  difficult  to  intu- 
bate because  of  the  large  tongue  and  epiglottis.  The 
initial  exposure  of  the  transseptal  transsphenoidal 
approach  in  an  acromegalic  can  challenge  the  most 
experienced  surgeon.  Mucosal  and  bony  overgrowth 
are  commonly  encountered,  and  considerable  bleed- 
ing may  develop  from  the  mucosal  blood  vessels. 

In  cases  where  the  tumor  is  large,  its  identification 
intraoperatively  is  not  difficult.  But  in  microadeno- 
mas (1  cm  or  less  in  size),  the  neurosurgeon  must 
carefully  scrutinize  the  intact  gland  to  detect  these 
small  tumors.  Hardy4  has  noted  that  various  types  of 
hypersecreting  microadenomas  tend  to  be  located 
within  specific  areas  of  the  pituitary  gland.  In  growth 
hormone  secreting  microadenomas,  the  tumors  seem 
to  be  predominately  located  in  the  anterior  inferior 
lateral  aspect  of  the  gland.  In  some  instances  of 
invasive  tumors,  intradural  tumor  cells  have  been 
identified.  Total  excision  in  those  cases  is  very  diffi- 
cult. 

Frozen  section  biopsies  to  verify  the  completeness 
of  tumor  resection  are  performed  during  every  case. 
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By  light  microscopy,  the  histological  classification 
of  most  pituitary  tumors  in  acromegaly  will  be  eosin- 
ophilic adenomas.  The  electron  microscope  allows  a 
more  accurate  assessment  of  these  tumors  since  the 
size  of  the  secretory  granules  are  characteristic  of 
specific  activity. 

Results 

An  immediate  and  dramatic  result  of  completely 
resecting  an  adenoma  for  acromegaly  is  the  normal- 
ization of  the  growth  hormone  level.  Many  recent 
reports5'  6-  7-  8’  9’  10  have  documented  that  these  re- 
sults can  be  expected  in  85-90%  of  cases  (see  Figure 
3).  In  larger  tumors,  the  surgical  results  have  not 
been  as  successful.  These  larger  tumors  tend  to  be 
more  invasive  and  therefore  less  amenable  to  com- 
plete resection.  In  these  cases,  the  persistence  of  a 
postoperative  elevated  hormone  level  is  probably 
due  to  residual  oversecreting  tumor  tissue  within  the 
sella.  Theoretically  reexploration  of  the  sella  and 
further  tissue  resection  would  be  advised,  but  a 
radical  excision  of  the  sella  contents  in  these  patients 
has  not  necessarily  resulted  in  a cure.7 

The  acromegalic  patient  who  has  had  a total  tumor 
resection,  will  clinically  note  the  diminution  of  pain 
from  entrapment  neuropathy  and  arthritis  as  well  as 
the  early  regression  of  excessive  soft  tissue.  It  is  not 
unusual  for  patients  to  comment  on  these  changes  as 
early  as  the  first  or  second  postoperative  day. 
Changes  in  facial  features,  weight  loss,  and  a de- 
crease in  acral  changes  can  also  be  expected  during 
the  early  convalescent  period. 


RESULTS  Of  TRANSSPHENOIDAL  SURGERY  IN  ACROMEGALY 


Recent  Published  Series 

Number 

of 

Patients 

Cure  Rate 

Intrasellar 

adenomas 

Invasive 

adenomas 

Ara  fad  , ct  al 

i9bo 

2b 

12/12 

(100/,) 

b/1 6 

(SOX) 

Hardy 

1979 

120 

63/77 

(bl.bX) 

31/43 

(72%) 

•Laws,  et  al 

1979 

71 

13/17 

(76%) 

20/54 

(37%) 

*U.  ot  al 

1977 

3b 

10/12 

(b3%) 

20/26 

(7b%) 

Decker,  ct  al 

1976 

14 

4/S 

(b0%) 

5/9 

(55%) 

Jaquet,  et  al 

1976 

14 

6/9 

(66%) 

3/6 

(50%) 

Totals 

2b5 

1 0b/l 3 2 

(bl.b%) 

b 7/1 54 

(56%) 

• Selected  previously  untreated 
patients 


Figure  3:  Results  of  transsphenoidal  surgery. 


During  surgery  and  in  the  immediate  postopera- 
tive period,  these  patients  are  treated  with  prophylac- 
tic antibiotics  and  cortisone.  Replacement  hormones 
are  rarely  indicated  since  the  normal  pituitary  can 
usually  be  spared.  As  opposed  to  hypophysectomy, 
in  selective  adenomectomy  the  diaphragm  sella  is 
not  usually  perforated  and  the  occurrence  of  CSF 
rhinorrhea  and  meningitis  is  therefore  very  unusual. 
Diabetes  insipidus  may  occur  but  is  usually  transient 
in  duration. 

On  the  basis  of  the  recently  reported  surgical  re- 
sults, the  initial  treatment  of  choice  in  acromegaly 
should  be  transsphenoidal  microsurgery,  provided 
that  the  neurosurgical  expertise  in  the  use  of  this 
procedure  is  available.  ★★★ 
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The  documentation  of  a clinically  suspected  in- 
traabdominal abscess  presents  a formidable  chal- 
lenge to  the  radiologist.  Diagnosis  by  plain  film  or 
contrast  studies  of  the  bowel  or  genitourinary  tract 
depends  on  the  demonstration  of  a mass  effect  or  the 
identification  of  extraluminal  air.1,  2 Angiography, 
which  is  only  rarely  useful,  is  not  desirable  because  it 
represents  an  invasive  procedure.  Radionuclide  liv- 
er-spleen scans  are  most  useful  with  subphrenic, 
splenic  and  hepatic  abscesses  and  are  insensitive  to 
processes  outside  these  areas.1,  3 These  studies  rep- 
resent the  conventional  radiographic  modalities  but 
their  results  are  often  nonspecific  or  misleading,  and 
even  when  indicative  of  abscess,  additional  con- 
firmatory evidence  is  often  required  before  treatment 
can  be  initiated.2 

The  limitations  of  conventional  study  methods 
have  emphasized  the  need  for  a study  that  is  reliable, 
fast,  accurate,  inexpensive  and  noninvasive.4  The 
newer  imaging  methods  of  gallium  scintigraphy, 
ultrasound  and  computed  tomography  (CT)  meet 
many  of  these  requirements.  These  methods  demon- 
strate abscesses  earlier  than  conventional  studies, 
and  with  greater  accuracy,  leading  to  improved  re- 
sults of  treatment.3,  6 

This  article  emphasizes  the  role  of  ultrasound  in 
the  evaluation  of  suspected  intraabdominal  abscess. 
Typical  ultrasound  findings  will  be  demonstrated, 
and  the  advantages  of  this  modality  over  the  other 
forms  of  imaging  will  be  explained.  It  should  be 
emphasized  that  the  proper  role  of  each  new  imaging 
method  in  the  various  clinical  conditions  has  not  yet 
met  with  general  agreement.1  7 The  studies  often 
appear  to  be  complementary  or  confirmatory  rather 
than  competitive.  For  this  reason,  the  diagnosis  fre- 
quently is  based  on  the  results  of  two  or  more  of  these 
studies.1,  4 

The  ability  of  ultrasound  to  demonstrate  fluid  col- 
lections is  the  basis  for  its  success  in  the  detection  of 
abscesses.  The  typical  sonographic  appearance  of  a 

From  the  Department  of  Radiology,  University  Medical  Center. 
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fluid  collection  is  a round  or  oval-shaped  mass  which 
is  relatively  echo-free,  has  smooth,  well-defined 
outer  borders  and  shows  good  through-transmission 
of  the  sound  energy  (see  Figures  1 and  2).  In  addition 
to  the  findings  of  a fluid  collection,  an  abscess  may 
contain  scattered  internal  echoes,  fluid-fluid  levels 
or  septa.3,  * These  findings  are  related  to  the  internal 
structural  characteristics  of  the  abscess  mass.  The 


Figure  I . Longitudinal  scan  through  right  lobe  of  liver 
(Li)  and  right  kidney  (K)  showing  abscess  (A)  inferior  to 
lower  pole  of  kidney. 


Figure  2.  Transverse  scan  through  right  upper  quad- 
rant of  abdomen  showing  abscess  (A)  at  the  anterior 
aspect  of  the  right  lobe  of  the  liver.  Right  kidney  (K); 
inferior  vena  cava  (IVC). 
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wall  may  be  irregular,  and  there  may  be  reactive 
changes  in  the  surrounding  soft  tissues. * 

Ultrasound  has  been  shown  to  be  a highly  accurate 
method  for  evaluation  of  abdominal  abscesses. '•  4'  9 
Its  accuracy  is  comparable  to  that  of  computed 
tomography  and  gallium  scanning.  Ultrasound  is  not 
associated  with  ionizing  radiation  and  is  therefore 
without  known  hazard.  It  is  generally  more  available 
than  is  body  CT  and  the  cost  per  examination  is 
considerably  lower.  Time  needed  to  complete  the 
examination  is  much  less  than  with  gallium  scan- 
ning. The  newer  high-resolution,  real-time  scanners 
permit  easier  and  faster  abdominal  surveys  than  do 
the  articulated-arm  B-scanners  or  the  CT  scanners. 1 

While  there  are  no  known  contraindications  to 
ultrasound  evaluation,  there  are  technical  limita- 
tions. One  limitation  is  that  a relatively  high  degree 
of  skill  is  necessary  to  perform  the  examination, 
produce  high-quality  images  and  interpret  the  result- 
ing scans.  Another  limiting  factor  is  bowel  gas, 
which  effectively  blocks  ultrasound  transmission 
and  thus  prohibits  the  evaluation  of  structures  deep  to 
the  area  of  the  gas.  This  is  less  of  a problem  with 
abscesses  because  they  tend  to  displace  bowel  before 
them.2  The  presence  of  superficial  bandages,  sutures 
and  drains  prevents  effective  ultrasound  scanning  by 
not  allowing  the  transducer  to  maintain  direct  contact 
with  the  surface  of  the  abdomen.  Since  the  ultra- 
sound appearance  of  a fluid-filled  structure  does  not 
define  the  exact  nature  of  the  fluid,  clinical  correla- 
tion is  needed  to  suggest  abscess  rather  than  some 
other  type  of  fluid-containing  mass  such  as  a cyst, 
hematoma,  urinoma,  lymphocele  or  necrotic 
tumor.2,  8l  10  The  accuracy  of  ultrasound  is  greatest 
when  clinically  there  is  localizing  evidence  to  guide 
the  search,1,  7 since  ultrasound  utilizes  a regional 
scanning  method.  Although  there  may  be  these 
limitations  in  any  given  case,  the  success  rate  of 
ultrasound  is  high,  and  it  can  be  effectively  used  as 
the  first  specialized  study  in  most  cases.1’  4'  1(1 

The  value  of  gallium  scanning  is  in  its  demonstra- 
tion of  the  whole  body  in  a single  image.  It  is  particu- 
larly useful  in  the  chronic  or  subacute  cases,  and 
where  no  prior  localizing  evidence  is  present.  Gal- 
lium scan  results  can  often  guide  further  local  eval- 
uation with  CT  and  ultrasound. 

An  advantage  of  CT  is  that  the  stomach  and  trans- 
verse colon  can  be  demonstrated  and  their  rela- 
tionship to  the  abnormal  mass  shown.  Also,  CT  is 
not  hampered  by  the  presence  of  sutures,  drains  or 
other  surface  material. 

Because  each  modality  uses  a different  mecha- 
nism to  produce  the  image  and  the  images  represent 
different  physical  properties  of  the  object  being  ex- 


amined, any  one  modality  may  be  effective  when  the 
others  are  inconclusive.  Recognizing  that  the  limita- 
tions are  different  for  each  method,  the  clinical  situa- 
tion may  predict  which  modality  will  be  most  useful 
in  any  particular  case.4  In  an  acute  illness  where  a 
diagnosis  is  needed  promptly,  ultrasound  should  be 
the  first  procedure.4  In  a subacute  or  chronic  illness, 
a gallium  scan  may  be  obtained  first.  A CT  scan 
should  be  obtained  only  if  the  results  of  the  gallium 
or  ultrasound  study  are  equivocal  or  negative  in  the 
face  of  contradictory  clinical  evidence.4,  10 

Summary 

Ultrasound  can  be  beneficial  in  the  diagnosis  and 
localization  of  intraabdominal  abscess.  Its  accuracy 
compares  favorably  with  that  of  other  modalities 
such  as  CT  and  gallium  scanning.  Since  each  has  its 
own  limitations  and  special  advantages,  more  than 
one  study  is  frequently  needed  to  meet  successfully 
this  diagnostic  challenge.  Characteristic  sonograph- 
ic findings  are  described  and  illustrated.  A practical 
approach  is  offered  to  the  problem  of  a patient  with 
suspected  intraabdominal  abscess.  ★★★ 
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Acute  massive  hemorrhage  from  gastroesophageal 
varices  often  poses  therapeutic  dilemmas.  If  con- 
servative management  with  intravenous  vasopressin 
infusion  and  blood  transfusions  successfully  controls 
the  bleeding,  the  question  of  when  and  if  to  perform 
portal-systemic  decompressive  surgery  arises.  If 
hemorrhage  persists  in  the  face  of  adequate  medical 
therapy,  emergency  surgery  must  be  considered. 
Unfortunately,  in  patients  with  liver  failure 
emergency  decompressive  shunt  surgery  or  variceal 
ligation  carries  an  operative  mortality  in  the  vicinity 
of  50  percent.1'3 

The  prohibitive  risk  of  emergency  surgery  in  the 
context  of  acute  variceal  bleeding  has  prompted  the 
development  of  several  nonoperative  means  of  in- 
tervention. Trans-endoscopic  injection  of  sclerosing 
substances  directly  into  esophageal  varices  is  one 
such  approach.4  Percutaneous  transhepatic 
catheterization  of  the  portal  venous  system  with  ob- 
literation of  gastroesophageal  varices  is  another 
nonoperative  interventional  technique  which  is  of 
proven  value  in  the  management  of  acute  variceal 
bleeding.5 

Case  Report 

A 69-year-old  man  was  admitted  to  the  University 
of  Mississippi  Medical  Center  with  acute  upper  gas- 
trointestinal hemorrhage.  He  had  experienced 
numerous  episodes  of  hematemesis  in  the  past  and 
esophagogastroscopy  had  shown  esophageal  and 
gastric  varices.  A liver  biopsy  had  revealed  Laen- 
nec’s  cirrhosis  and  alcoholic  hepatitis.  On  admis- 
sion, laboratory  values  included  hematocrit  30, 
prothrombin  time  12.9  sec/1 1 .4  sec  control,  BUN  9 
mg/dl,  albumin  2.9  g/dl,  alkaline  phosphatase  103 
U,  glutamic  oxalacetic  transaminase  39  U,  and  bili- 
rubin 1.3  mg/dl.  Transendoscopic  variceal  sclerosis 

Sponsored  by  the  Mississippi  Radiologic  Society. 

From  the  Department  of  Radiology,  University  Medical  Center, 
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was  considered,  but  endoscopy  revealed  gastric 
rather  than  esophageal  varices  to  be  the  major  source 
of  hemorrhage,  and  these  were  inaccessible  for 
puncture  and  injection.  Blood  transfusions  and  in- 
travenous vasopressin  were  administered,  but  bleed- 
ing persisted. 

In  view  of  the  anticipated  high  operative  mortal- 
ity, percutaneous  transhepatic  portal  venography 
and  variceal  obliteration  were  attempted.  The  con- 
trol portal  venogram  (see  Figure  1)  showed  large 
gastric  varices  supplied  predominately  by  short  gas- 
tric veins.  The  coronary  vein  was  small  and  did  not 
appear  to  contribute  significantly.  The  major  sup- 
plying short  gastric  veins  were  next  selectively 
catheterized  and  then  occluded  by  the  injection  of 
small  strips  of  surgical  gelatin  sponge  suspended  in 
hypertonic  glucose. 


Figure  1 . Control  transhepatic  portogram  shows  prom- 
inent gastric  varices  supplied  by  short  gastric  veins  (sgv). 
Note  small  coronary'  vein  (CV),  as  well  as  splenic  vein 
(SV),  inferior  mesenteric  vein  (IMV),  proximal  superior 
mesenteric  vein  (SMV)  and  main  portal  vein  (PV).  The 
spleen  is  enlarged. 
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Figure  2.  Post-embolization  portogram  demonstrates 
obliteration  of  supplying  veins  (open  arrow ) with  non- 
filling of  gastric  varices.  Occlusion  extends  into  upper 
pole  splenic  vein  branch  ( solid  arrow). 


A repeat  portogram  immediately  post-em- 
bolization (see  Figure  2)  revealed  obliteration  of  the 
short  gastric  veins  and  almost  no  filling  of  the  gastric 
varices.  The  venous  drainage  from  the  upper  pole  of 
the  spleen  was  also  noted  to  be  occluded,  but  the 
numerous  potential  collateral  drainage  routes  made 
this  a matter  of  no  clinical  concern.  At  the  termina- 
tion of  the  procedure,  the  catheter  tract  through  the 
liver  parenchyma  was  occluded  with  a gelatin 
sponge  strip.  The  patient  tolerated  the  procedure 
well,  and  has  had  no  recurrence  of  bleeding  to  date. 
He  is  under  consideration  for  elective  portal- 
systemic  shunting  in  the  future. 

Discussion 

Although  percutaneous  transhepatic  portal 
venography  has  been  described  as  early  as  1952, 
Lunderquist  and  Vang  first  reported  use  of  the  tech- 
nique to  obliterate  gastroesophageal  varices  in 
1974. 6 

The  technique6"*  involves  passage  of  a teflon 
sheath-needle  through  a right  mid-axillary  puncture 
site  toward  the  hilum  of  the  liver.  The  puncture  is 
made  under  fluoroscopic  control  with  care  to  avoid 
the  pleural  reflection  in  the  lateral  costophrenic 
angle.  The  sheath-needle  is  advanced  horizontally 
until  its  tip  is  near  the  right  border  of  the  T-12 
vertebral  body.  The  metal  stylet  is  then  removed 
and  the  sheath  is  slowly  withdrawn  until  blood  is 


freely  aspirated.  A small  injection  of  contrast  mate- 
rial confirms  entry  into  a portal  venous  radicle  and  a 
J-tip  guidewire  is  advanced  into  the  splenic  vein  and 
the  sheath  is  pushed  over  it.  A control  portal  veno- 
gram is  next  performed  to  demonstrate  the  gas- 
troesophageal varices  and  identify  their  feeding 
channels.  The  sheath  or  a curved  teflon  or 
polyethylene  catheter  is  then  manipulated  into  the 
supplying  vein  or  veins,  usually  including  the  coron- 
ary vein. 

Many  different  techniques  have  been  used  to 
obliterate  gastroesophageal  varices  in  this  fashion, 
including  injection  of  autologous  clot5,  8 or 
thrombin,6,  9 injection  of  fragments  of  gelatin 
sponge,5,  810  infusion  of  sclerosing  substances  such 
as  hypertonic  glucose6  or  sodium  tetradecyl 
sulfate.5,  810  occlusion  with  stainless-steel  wire 
coils  11  or  small  balloons,5,  8 and  obliteration  with 
tissue  adhesives  such  as  isobutyl  2-cyano- 
acrylate.12, 13  Satisfactory  variceal  obliteration  is 
confirmed  by  repeat  portography.  The  catheter  is 
removed  after  occluding  the  tract  through  the  liver 
with  a gelatin  sponge  strip5,  8-  9'  12  or  steel  coil1 1 to 
prevent  blood  or  bile  leakage. 

The  major  indication  for  percutaneous  obliteration 
of  varices  is  massive  variceal  hemorrhage  with  fail- 
ure to  respond  to  conventional  therapy  such  as 
vasopressin  infusion  in  a patient  who  is  a poor  opera- 
tive risk  due  to  severe  liver  disease  or  other  factors.9 
Recognized  contraindications  include  hypersensitiv- 
ity to  contrast  media,  occlusion  of  the  portal  vein, 
presence  of  a hypervascular  lesion  in  the  needle  path, 
and  a bleeding  diathesis.7  Relative  risk  factors  in- 
clude ascites  and  anemia.7 

Complications  are  reportedly  infrequent,  but  have 
included  bile  leak  or  bleeding  from  the  liver  puncture 
site,5-  7-io,  i2,  13  subcapsular hematoma,8,  ^hemo- 
thorax, 9>  13  pneumothorax,  sepsis,  traumatic 
aneurysm  or  laceration  of  an  intercostal  artery,8  liver 
arteriovenous  fistula,  stray  embolic  particles10  portal 
vein  thrombosis10,  13  and  contrast-induced  renal 
impairment.8 

The  results  of  transhepatic  obliteration  of  gas- 
troesophageal varices  are  difficult  to  compare  from 
series  to  series  in  the  literature,  due  to  differences  in 
time  of  follow-up,  varying  criteria  for  success  or 
failure,  and  whether  follow-up  radiographic  studies 
were  performed.  Overall,  the  procedure  seems  effec- 
tive in  the  short-term,  emergency  control  of  massive 
variceal  hemorrhage;5,  8-  9'  11  but  many  patients  suf- 
fer recurrent  bleeding  due  to  recanalization  of 
obliterated  varices  of  the  opening  of  new  feeding 
collaterals.8,  n-  12  making  its  use  questionable  as 
elective  or  sole  therapy.9,  I2,  23 
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Transhepatic  variceal  obliteration  is  a feasible 
low-morbidity  alternative  to  emergency  surgery  in 
the  patient  with  acute  hemorrhage  and  hepatic  im- 
pairment. Trans-endoscopic  sclerotherapy  offers 
similar  advantages,  but  may  be  impossible  to  per- 
form during  massive  bleeding  or  when  gastric 
varices  are  the  source,  as  in  the  present  case.'fr'A'^ 
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The  President  Speaking 


Another  Year 


PAUL  H.  MOORE,  M.D. 
Pascagoula,  Mississippi 


As  many  of  us  move  into  our  twilight  years,  it  appears  that  the  calendar 
is  running  in  double  time.  We  all  must  guard  against  time  closing  in  on  us. 
Just  as  we  must  guard  against  time  moving  in  on  our  personal  lives,  we 
must  also  be  alert  and  be  sure  that  it  does  not  move  in  on  our  profession 
while  we  stand  idly  by. 

1 had  the  privilege  of  attending  the  AMA  interim  meeting  last  month  in 
San  Francisco.  Again,  1 will  say  that  I am  impressed  with  the  way  that  the 
AMA  conducts  its  business.  If  your  problem  is  not  discussed  and  debated 
at  the  AMA,  then  I believe  you  really  have  a problem.  The  House  of 
Delegates  may  not  agree  with  everyone's  problems  (thank  goodness),  but 
they  are  discussed. 

Why  is  it  that  more  doctors  do  not  belong  to  the  AMA?  There  are  only 
154,150  full-pay  physicians  in  the  AMA  membership.  The  rest  of  the 
membership  comes  from  students,  residents,  and  physicians  exempted 
from  dues.  The  main  reason,  1 believe,  that  more  doctors  do  not  belong  is 
that  we  have  lots  of  freeloaders.  We  have  those  with  the  passive  attitude 
of  "letting  George  do  it"  and  if  anything  goes  wrong,  they  can  say  "1  told 
you  so." 

Some  use  the  excuse  of  the  AMA  not  representing  the  practicing 
doctor.  Well,  if  it  does  not,  as  I say.  you  do  have  a problem.  In  the  past 
doctors  have  also  said  that  they  do  not  want  to  get  involved  with  the 
politics  of  medicine  or  of  the  country.  Again,  I say  you  had  better  start 
taking  an  interest.  (You  are  correct,  it  is  going  to  cost  you  a few  bucks.) 

Problems  which  arise  in  medicine  that  we  like  to  say  are  "political" 
usually  have  their  origin  in  the  state  legislatures,  not  in  Washington.  We 
allow  the  non-medical,  paramedical  and  others  who  think  that  they  are 
doctors  out-hustle  us.  The  time  has  come  for  us  to  get  off  of  it  and  go  to 
work.  We  had  better  cut  out  one  of  those  cruises,  ski  trips,  or  European 
tours  and  pay  a little  attention  to  our  turf.  There  are  those  out  there  who 
want  a piece  of  it.  If  they  want  it  so  badly,  then  surely  medicine  is  worth 
protecting.  We  have  said  all  through  the  years  that,  after  all,  it  is  the 
American  public  for  which  we  fight.  Then,  let  me  say  to  you,  we  had 
better  regroup  and  rethink  our  position.  I believe  that  the  recent  election 
has  given  us  time  to  do  the  things  that  we  should  do.  Let's  not  carry  on  our 
fight  for  organized  medicine  in  a passive  way,  but  let's  get  active.  As  the 
old  cliche  says,  let's  win  for  organized  medicine. 

To  those  of  you  out  there  who  might  accidentally  read  this  page  and  are 
not  members  of  the  MSMA  and  AMA.  let  me  once  more  urge  you  to  join. 

I do  not  believe  you  can  afford  not  to. 

The  issues  in  medicine  are  big  ones.  We  are  not  the  friends  of  a lot  of 
groups.  We  may  not  be  their  enemies,  but  everyone  is  looking  for  the  best 
deal  in  town.  1 have  been  told  that  doctors  in  general  are  hard  to  deal  with. 
They  always  want  a discount,  or  a loan  at  low  interest.  If  you  are  guilty  of 
this,  then  think  of  the  people  out  there  who  believe  they  are  paying  for 
more  than  they  are  getting  and  getting  less  than  they  deserve.  Of  course, 
we  think  medicine  is  the  best  deal  in  town;  but,  who  are  we  to  say.  The 
customer  is  always  right. 
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Incentive  and  Productivity — 
Casualties  of  War  on  Poverty 

In  a recent  report  to  Congress,  the  National  Advis- 
ory Committee  on  Economic  Opportunity  admitted 
that  the  Community  Service  Administration  (CSA), 
for  which  it  is  the  advisor,  has  not  yet  won  the  “war 
on  poverty.”  Since  1964,  the  CSA  has  spent  billions 
of  dollars  and  millions  of  manhours  in  a liberal, 
welfarist,  share-the-wealth  policy,  and  now  suggests 
that  it  needs  to  spend  even  more.  The  CSA  keeps 
raising  the  “poverty  level”  so  that  now  a family  of 
four  is  considered  “poor”  if  they  make  less  than 
$7,450  a year.  By  comparison,  a wage  earner  work- 
ing 40  hours  a week,  52  weeks  a year,  at  the  Federal 
minimum  wage  of  $3. 10  per  hour  makes  only  $6,448, 
or  nearly  50£  less  per  hour  than  his  ‘ ‘poor’  ’ neighbor 
on  welfare. 

Nothing  in  our  Constitution  requires  the  govern- 
ment to  support  non-productive  Americans.  Certain- 
ly we  wish  to  care  for  those  who  deserve  and  really 
need  help,  but  as  long  as  the  government  refuses  to 
require  able-bodied  recipients  to  earn  their  benefits, 
the  hard-working,  tax-paying  citizen  is  being  penal- 
ized to  support  his  loafing  neighbor. 

For  those  in  higher  income  brackets,  the  Federal 
income  tax  is  such  to  kill  the  incentive  to  commit 
money  to  risk  investments.  The  Feds  are  giving  away 
our  tax  money  faster  than  we  can  make  it.  The 
carrot-before-the-donkey  has  become  so  small  that  it 
is  hardly  worth  taking  a step  to  get  a bite. 

George  H.  Martin,  M.D. 
Associate  Editor 
Vicksburg,  MS 

Medico-Legal  Brief 

FTC  Decision  Upheld 

The  Federal  Trade  Commission  (FTC)  order  re- 
quiring the  American  Medical  Association  (AMA) 
to  cease  and  desist  from  promulgating,  im- 
plementing and  enforcing  restraints  on  advertising, 
solicitation,  contract  practices  by  physicians,  and 
contractual  arrangements  between  physicians  and 
non-physicians  was  upheld  (with  modifications)  by  a 
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three-judge  panel  of  the  Second  Circuit  Court  of 
Appeals. 

The  AMA,  the  New  Haven  County  Medical  Soci- 
ety (NHCMS)  and  the  Connecticut  State  Medical 
Association  (CSMS)  petitioned  the  federal  appellate 
court  to  review  an  FTC  order  based  upon  charges  that 
ethical  standards  issued  by  the  AMA  violated  Sec- 
tion 5 of  the  Federal  Trade  Commission  Act.  The 
initial  complaint  based  upon  these  charges  was  filed 
against  the  AMA,  CSMS  and  NHCMS  on  December 
19,  1975.  Hearings  regarding  the  alleged  violations 
of  the  FTC  Act  were  subsequently  held  from 
September  7,  1977  until  May  5,  1978  before  an 
administrative  law  judge.  The  administrative  law 
judge’s  decision  upholding  the  FTC’s  charges  was 
appealed  to  the  full  Commission,  which  affirmed  the 
judge’s  decision,  with  modifications. 

On  appeal  before  the  federal  appellate  court,  two 
preliminary  issues  were  raised  by  the  AMA:  ( 1 ) that 
the  FTC  lacked  jurisdiction  over  the  AMA,  and  (2) 
that  the  FTC  chairman  should  have  been  disqualified 
because  he  had  demonstrated  through  his  public 
statements  that  he  had  prejudged  the  key  issues  in  the 
proceedings.  The  court  found  that  record  evidence 
sustained  the  FTC’s  jurisdiction  and  that  the  chair- 
man’s statements,  considered  in  their  entirety,  were 
not  grounds  for  disqualification. 

Next,  the  AMA  contended  that  its  ethical  guide- 
lines were  intended  to  be  merely  voluntary.  Howev- 
er, the  court  framed  the  issue  as  being  “whether 
these  groups  have  acted  in  concert  to  effectuate  re- 
straints on  advertising  and  solicitation  in  violation  of 
the  Federal  Trade  Commission  Act.”  Citing  the  rec- 
ord as  the  basis  for  its  conclusion,  the  court  found 
that  the  AMA  intended  and  expected  local  medical 
societies  to  impose  limitations  on  advertising  and 
solicitation. 

Having  determined  that  AMA  engaged  in  the 
alleged  concerted  activity  in  violation  of  the  FTC 
Act,  the  court  then  examined  the  post-complaint 
activities  of  the  AMA.  The  AMA  contended  that  the 
1977  revisions  of  the  Judicial  Council’s  Opinions 
and  Reports  and  the  1980  version  of  the  “Principles 
of  Medical  Ethics”  obviated  the  need  to  enter  the 
FTC  order.  The  court  rejected  these  contentions.  It 
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MEDICO-LEGAL  BRIEF  / Continued 

determined  that  the  FTC  had  considered  the  changes, 
but  had  concluded  that  a cease  and  desist  order  was 
warranted.  Also  rejected  were  claims  that  the  cease 
and  desist  order  constituted  a prior  restraint  upon 
speech  and  impermissibly  interfered  with  freedom  of 
association  under  the  First  Amendment. 

Assertions  by  the  AMA  that  portions  of  the  FTC 
order  were  overbroad  and  vague  resulted  in  two 
modifications  of  the  order.  One,  the  order  was  mod- 
ified to  permit  the  AMA  to  enforce  reasonable  ethi- 
cal guidelines  that  AMA  “reasonably  believes” 
would  be  concerned  with  false  or  deceptive  repre- 
sentations. Second,  limitations  on  advice  on  the 
ethical  propriety  of  consideration  offered  or  pro- 
vided in  return  for  professional  services  was  mod- 
ified to  apply  to  “any  contract  with  any  entity  that 
offers  physicians’  services  to  the  public”  and  to 
exclude  professional  peer  review  of  fee  practices  of 
physicians. 

The  dissenting  opinion  of  the  three  judge  panel 
focused  upon  the  “steps  promptly  taken  by  the 
American  Medical  Association  to  modify  and  up- 
date its  ethical  standards  after  the  Supreme  Court’s 
decision  in  Goldfarb  v.  Virginia  State  Bar  . . . revi- 
sions that  were  commenced  prior  to  the  FTC's  initia- 
tion of  the  present  proceeding.” 

“In  my  view  the  FTC  is  engaged  in  the  futile 
business  of  beating  a dead  horse,”  the  dissenting 
judge  stated.  — American  Medical  Association  v. 
Federal  Trade  Commission,  Dkt.  Nos.  79-4214,  79- 
4226  (C.A.2,  Oct.  7,  1980) 


Changes  Expected 
For  Health  Programs 

Since  November  the  most-used  word  in  the  na- 
tion’s capital  has  been  “transition.”  To  the  purist, 
the  word  “interregnum”  may  be  preferable  to  “tran- 
sition” in  describing  the  Washington  scene  — for 
indeed  there  is  an  interval  between  two  successive 
reigns,  a suspension  of  administrative  function. 

President-elect  Reagan  said  he  wants  his  adminis- 
tration to  “hit  the  ground  running”  when  it  takes 
office  January  20. 

In  a move  to  lay  the  groundwork  for  early  action, 
Reagan  appointed  six  people  to  review  the  federal 
structure  with  an  eye  to  lower  level  appointments  and 
possible  reorganizations.  Elizabeth  Dole,  wife  of 
Senator  Robert  Dole  (R-Kans.)  and  former  member 

(Continued  on  page  14) 
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CYCWPEN-^  (cyclacillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ompicillin 
class  and  its  use  should  be  confined  to  these  indications  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  by  S . pneumoniae  (formerly 
D.  pneumoniae ) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae" 

"Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H influenzae. 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase  producers 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P mirabilis. 
(This  drug  should  not  be  used  in  anyE.  coli  and  P.  mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  herein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ompicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reported  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  otner  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B Reproduction  studies  per- 
formed m mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed 
NURSING  MOTHERS.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  ollergy,  asthma,  hay  fever,  or 
urticaria  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilia  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after  Persistent  infection  may  require  treatment  for  sev- 
eral weeks 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert) 


Dosage  (Give 

in  equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Troct 

Tonsillitis  & 
Pharyngitis 

250  mg  q.i.d 

body  weight  < 20  kg 
(44  lbs)  125  mg  q i d 
body  weight  > 20  kg 
(44  lbs)  250  mg  q i d 

Bronchitis  and 
Pneumonia 

Mild  or 

Moderate 

Infections 

250  mg  q i d 

50  mg/kg/day  q i d 

Chronic 

Infections 

500  mg  q i d 

100  mg/kg/day  q i d 

Otitis  Medio 

250  mg  to  500  mg 
q ..d  t 

50  to  100  mg.  kg  doyf 

Skin  & Skin 

250  mg  to  500  mg 

50  to  100  mg/kg/dayt 

Structures 

q . d t 

Urinary  Troct 

500  mg  q.i.d 

100  mg/kg/day 

"Dosage  should  not  result  in  a dose  higher  thon  that  for  adults 
tdependmg  on  severity 


Wyeth 

L U 


Laboratories 

Philadelphia  Pa  1 9 1 0 1 


•'  - 


Mean  blood  levels  in  mcg/ml  after  250  mg 
cyclacillin  single  oral  dose 


6- 


Time  (hours  after  administration) 


Fewer  episodes  of  diarrhea  and  rash 
than  with  ampicillin  in  studies  to  date. 

Efficacy  proven  in  the  treatment 
of  bronchitis,  pneumonia,  and  upper 
respiratory  infections^ 

In  117  patients,  73  with  bronchitis/pneumonia 
caused  by  S.  pneumoniae  and  44  with  streptococcal 
sore  throat  caused  by  Group  A beta-hemolytic 
streptococcus,  CYCLAPEN®-W  achieved  a clinical 
response  rate  of  100%!  Bacterial  eradication  was 
95%  and  86%  respectively. 


• Rapid,  virtually  complete  absorption  from  Gl  tract 

• Exceptionally  high  peak  blood  levels  - 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

• Rapidly  excreted  unchanged  in  urine  - 
IV2  times  faster  than  ampicillin 


tDue  to  susceptible  organisms. 

See  important  information  on  facing  page. 


‘Based  on  Ta  V2  values  for  single  oral  doses  of  500  mg  cyclacillin 
tablet  and  500  mg  ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 


Laboratories  • Philadelphia.  Pa  19101 


CYCUPEN-IV 

/ I • 1 1 • \ 250  and  500  mg  Tc 

(cyclacillin)  5«ts^pi 


more  than  just  spectrum 


CHANGES  EXPECTED  / Continued 


of  the  Federal  Trade  Commission,  will  handle  hu- 
man resources  — including  the  Health  and  Human 
Services  Department,  the  Housing  and  Urban  De- 
velopment Department  and  the  Department  of 
Education. 

Reagan  has  indicated  opposition  to  the  separate 
Department  of  Education  that  was  established  to 
carry  out  a controversial  campaign  pledge  by  Presi- 
dent Carter  aimed  at  wooing  the  votes  of  teachers. 
And  there  has  been  renewed  talk  about  reorganizing 
the  HHS  Department  in  order  to  put  more  emphasis 
on  health  and  less  on  its  welfare  functions. 

Reagan’s  health  advisory  group,  headed  by  Wil- 
liam Walsh,  M.D.,  president  of  Project  Hope,  has 
proposed  a pool  arrangement  for  private  health  insur- 
ance companies  under  which  insurance  would  be 
made  available  to  people  whose  disabilities  make 
them  uninsurable  at  present. 

They  would  pay  premiums  which  would  be  subsi- 
dized, if  necessary,  by  the  rest  of  the  insured  popula- 
tion. 

Other  recommendations  included: 

— Allowing  Medicare-Medicaid  beneficiaries  to 
choose  private  coverage  with  premiums  paid  by 
the  government. 

— Examining  the  $1  billion  renal  dialysis  program 
to  determine  if  services  could  be  provided  at  less 
cost. 

— Expanding  home  health  benefits  with  an  aim  to 
reducing  Medicare-Medicaid  payments  for  hos- 
pital and  nursing  home  care. 

— Decentralizing  health  planning. 

The  thrust  of  the  report  toward  easing  federal 
regulation  and  encouraging  a greater  role  for  the 
private  sector  was  mirrored  in  a report  on  health 
policies  issued  by  the  Heritage  Foundation,  a 
Washington,  DC,  study  group. 

The  Heritage  Foundation,  a conservative  think 
tank  with  strong  ties  .to  the  Reagan  administration, 
has  come  up  with  a blueprint  for  future  government 
that  includes  some  sweeping  changes  in  health. 

The  Foundation  calls  for  examination  of  methods 
of  “phasing  out  Medicaid  and  Medicare  in  their 
present  forms,  pursuant  to  the  development  of  sys- 
tems relying  on  ‘vouchers’  and  a more  competitive 
private  market.” 

Foundation  President  Edwin  Feulner  said  the 
Foundation’s  “Mandate  for  Leadership”  study,  a 
year  in  the  making,  is  a basic  set  of  conservative 


policy  recommendations  “which  I hope  the  Reagan 
administration  will  give  its  careful  and  serious  con- 
sideration.” He  said  the  study  represents  the  col- 
lected opinions  of  more  than  250  experts  from  gov- 
ernment, universities,  think  tanks,  and  the  business 
and  legal  professions. 

The  author  of  the  report  on  the  HHS  Department 
was  David  Winston,  an  aide  to  Sen.  Richard 
Schweiker  (R-Pa.). 

The  HHS  section  proposed  a freeze  on  all  HHS 
consulting  contracts  pending  a full  review  of  their 
usefulness,  noting  that  the  department  “is  very 
heavily  dependent  on  such  outside  consultants.” 

It  called  for  concentration  on  the  role  of  HHS  as  a 
“ ‘last  resort,’  while  deregulating  and  enhancing  the 
private  sector’s  innovative  capabilities.” 

Turning  to  the  Health  Care  Financing  Administra- 
tion (HCFA),  which  runs  Medicare  and  Medicaid, 
the  report  said  HCFA  has  considerable  difficulties 
managing  fiscal  intermediaries  (e.g.  insurance  car- 
riers) through  which  Medicare  and  Medicaid  pro- 
grams are  administered.  Furthermore,  it  finds  it  dif- 
ficult to  restrict  health  cost  increases  because  of  the 
retrospective,  cost-based  reimbursement  system  for 
these  programs. 

Immediate  examination  of  means  to  improve  the 
administration  of  Medicaid  and  Medicare  was  urged. 
Containment  policy  should  be  turned  away  from  a 
controls  and  guidelines  approach  to  a process  of 
reimbursement  reform,  deregulation,  and  improved 
competition,  according  to  the  study. 

A significant  recommendation  was  that  “attention 
should  be  given,  however,  to  the  reduction  or  elim- 
ination of  the  Professional  Standards  Review 
(PSRO)  program.” 

The  Foundation  study  also  noted  that  the  National 
Institutes  of  Health  have  been  criticized  for  duplicat- 
ing work  in  the  private  sector.  “Private  organiza- 
tions should  be  encouraged  to  carry  out  more  de- 
velopment work,  reserving  NIH  for  areas  with  little 
commercial  promise.  Methods  could  be  examined  of 
altering  the  tax  treatment  of  private  research  to  en- 
courage private  involvement  in  more  risky,  innova- 
tive fields.” 

The  report  added  that  “bureaucratic  problems  of 
NIH  might  be  reduced  by  strengthening  the  Direc- 
tor’s authority  to  improve  budgeting  and  planning, 
and  by  analyzing  the  cost  structure  with  a view  to 
reducing  indirect  costs.”  Another  significant  pro- 
posal was  for  a thorough  review  of  federal  involve- 
ment with  Health  Maintenance  Organizations 
(HMOs)  with  a possible  six-month  moratorium  on 
all  new  program  awards  and  extensions. 
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MEDICAL  ORGANIZATION 


Central  Medical  Society 
Supports  Hospitality  Center 


Central  Medical  Society  contributed  $3,000  to  the 
Jackson  Hospital  Hospitality  Center,  which  provides 
meals  and  lodging  for  relatives  of  out-of-town  patients 
hospitalized  in  J ackson . Dr.  Fred  McMillan,  society  pres- 
ident, presented  the  check  to  Mrs.  Barbara  Barnes,  ex- 
ecutive director  of  the  Jackson  YWCA.  The  Center  is 
located  at  the  State  Street  YWCA . Since  its  opening  in  May 
1980,  the  Center  has  provided  3 ,034  “guest  nights”  for 
people  from  all  over  Mississippi,  many  other  states,  and 
three  foreign  countries.  The  serx’ice  has  been  provided  for 
patients  in  seven  Jackson  area  hospitals:  St.  Dominic’s 
Hospital,  VA  Medical  Center,  Methodist  Rehabilitation 
Center,  University  Medical  Center,  Hinds  General  Hos- 
pital, Mississippi  Baptist  Medical  Center,  and  Rankin 
General  Hospital. 


Dr.  Curtis  Caine  Elected 
President  of  AAPS 

Curtis  W.  Caine,  M.D.,  of  Jackson  assumed  the 
presidency  of  the  Association  of  American  Physi- 
cians and  Surgeons  at  the 
organization's  recent 
annual  meeting  in  Louis- 
ville, IN. 

The  AAPS  is  an  advo- 
cate of  the  practice  of 
private  medicine,  be- 
lieving in  sharply  limited 
powers  of  the  federal 
government.  Previously 
Dr.  Caine  served  as 
secretary,  speaker  of  the 
House  of  Delegates,  de- 
legate, and  director  of 
the  organization,  and 
served  as  chairman  of 
numerous  committees. 

Dr.  Caine  was  bom  in  New  Orleans.  He  received 
his  undergraduate  and  medical  degrees  from  Tulane 
University,  and  has  practiced  in  Jackson  since  1948. 
He  is  a member  of  numerous  professional  organiza- 
tions, and  is  an  instructor  in  anesthesiology  at  the 
University  of  Mississippi  Medical  Center. 

In  1979  Dr.  Caine  received  the  Airman  of  the  Year 
Award  from  the  2500-member  Flying  Physicians 
Association,  a society  which  promotes  aviation  pro- 
ficiency, safety,  and  Samaritan  activities. 


PRACTICE  MANAGEMENT  MAILBOX 


Patient  Information  Brochure 
Can  Improve  Relationship 

Quite  often,  patients  spend  time  in  a physician’s 
waiting  room  prior  to  seeing  the  doctor.  During  this 
time,  the  physician  has  an  excellent  opportunity  to 
get  the  doctor-patient  relationship  off  to  a good  start 
before  he  even  sees  the  patient.  The  physician  can 


avail  himself  of  this  opportunity  by  the  use  of  a 
patient  information  brochure. 

A patient  information  brochure  should  be  de- 
signed to  do  exactly  what  its  name  implies  — that  is, 
inform  the  patient.  It  should  have  an  introductory 
paragraph  which  tells  the  patient  that  the  brochure 
has  been  designed  with  the  patient  in  mind  to  answer 
some  of  the  questions  the  patient  might  have  con- 
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ceming  the  practice. 

Secondly,  the  brochure  should  contain  a bio- 
graphical sketch  of  the  physician(s)  in  the  office. 
This  biographical  sketch  should  not  be  limited  to 
educational  background  but  should  also  contain  the 
names  of  spouse  and  children,  church  affiliation, 
civic  clubs  or  organizations,  and  even  hobbies.  This 
type  of  information  conveys  the  idea  to  the  patient 
that  the  physician  is  human  too,  and  may  create  the 
opportunity  for  a minute  or  two  of  light  conversation 
in  the  examining  room  which  can  have  a very  posi- 
tive effect  toward  easing  anxieties  that  the  patient 
might  have,  especially  on  the  first  visit. 

Another  portion  of  the  brochure  should  be  used  to 
familiarize  the  patient  with  the  type  of  practice  of  the 
physician.  It  should  explain  in  layman’s  language 
the  particular  ailments  or  conditions  the  physician 
treats. 

The  brochure  should  also  have  information  rela- 
tive to  office  hours,  appointment  scheduling,  and  a 
phone  number  for  after-hours  emergencies.  In  addi- 
tion to  these  items,  the  brochure  should  contain  the 
office  policy  on  payment  for  services.  For  example, 
if  payment  is  expected  at  the  time  of  service,  the 
brochure  should  so  state.  If  bank  cards  are  accepted 
or  charges  are  billed  on  a monthly  basis,  the  patient 
should  be  so  advised  in  the  brochure. 

The  closing  remarks  in  the  brochure  should  en- 
courage the  patient  to  feel  free  to  ask  questions.  By 
utilizing  a patient  information  brochure,  the  practic- 
ing physician  can  answer  many  questions  in  ad- 
vance, familiarize  the  patient  with  the  doctor  and  his 
office  procedures,  and  most  importantly,  create  a 
good  doctor-patient  relationship  that  should  be  ben- 
eficial to  both  parties.  — B.C.M. 


NEW 

MBERS 


Anderson,  William  E.,  Ill,  Greenwood.  Born 
Davenport,  IA,  May  1 1,  1949;  M.D.,  University  of 
Tennessee  School  of  Medicine,  Memphis,  1974;  in- 
terned Baptist  Memorial  Hospital,  Memphis,  TN, 
one  year;  surgery  residency,  same,  1975-76; 
orthopedic  surgery  residency,  University  of  Tennes- 
see and  Campbell  Clinic,  Memphis,  1977-79; 
elected  by  Delta  Medical  Society. 

Ashford,  William  Clay,  Jackson.  Born  Lambert, 
MS,  June  27,  1950;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1975;  interned  Uni- 
versity Medical  Center,  Jackson,  one  year;  medicine 
residency,  same,  1976-77;  ophthalmology  residen- 
cy, same,  1977-80;  fellowship  Baylor  College  of 
Medicine,  Houston,  March-July  1980;  elected  by 
Central  Medical  Society. 

Barkley,  Thomas  Ford,  New  Albany.  Born  New 
Albany,  MS,  July  5,  1952;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1977;  in- 
terned and  medicine  residency,  University  Medical 
Center,  Jackson,  1977-80;  elected  by  Northeast  Mis- 
sissippi Medical  Society. 

Bass,  Edward  J.,  Meridian.  Bom  Columbia,  MS, 
Nov.  7,  1946;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1976;  interned  and 
medicine  residency.  University  Medical  Center, 
Jackson,  1976-79;  elected  by  East  Mississippi 
Medical  Society. 

Cox,  John  Warren,  Tupelo.  Born  Phoenix,  AZ, 
Apr.  7,  1949;  M.D.,  Ohio  State  University  College 
of  Medicine,  Columbus,  1974;  interned  and  nephrol- 
ogy residency,  Iowa  University,  Iowa  City,  1974- 
76;  nephrology  residency,  Ohio  State,  Columbus, 
1976-77;  elected  by  Northeast  Mississippi  Medical 
Society. 
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Cutrer,  Roderick  Tate,  Petal.  Born  Magnolia, 
MS,  June  1,  1950;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1976;  interned  and 
family  practice  residency.  University  Medical  Cen- 
ter, Jackson,  1976-79;  elected  by  South  Mississippi 
Medical  Society. 

Egger,  John  Fontaine,  Jr.,  Jackson.  Bom  Selma, 
AL,  Jan.  4,  1929;  M.D.,  Tulane  University  School 
of  Medicine,  New  Orleans,  1953;  interned  and 
surgery  residency,  Charity  Hospital,  New  Orleans, 
1953-60;  colon  and  rectal  surgery  residency, 
Ochsner  Foundation  Hospital,  New  Orleans,  1960- 
61;  elected  by  Central  Medical  Society. 

Garrison,  Norman  A.,  Corinth.  Born  Corinth,  MS, 
Jan.  8,  1942;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1969;  interned  Uni- 
versity Medical  Center,  Jackson,  one  year;  elected 
by  Northeast  Mississippi  Medical  Society. 

Harris,  John  Stephen,  Meridian.  Born  Jonesboro, 
AR,  Oct.  21,  1947;  M.D.,  University  of  Tennessee 
College  of  Medicine,  Memphis,  1972;  interned  and 
ob-gyn  residency,  National  Naval  Medical  Center, 
Bethesda,  MD,  1972-77;  elected  by  East  Mississippi 
Medical  Society. 

Holleman,  Jeremiah  H.,  Jr.,  Columbus.  Born  Ft. 
Benning,  GA,  July  26,  1946;  M.D.,  Tulane  Uni- 
versity School  of  Medicine,  New  Orleans,  1971; 
interned  and  general  surgery  residency.  University 
Medical  Center,  Jackson,  1971-76;  fellowship 
peripheral  vascular  surgery,  1978-79;  elected  by 
Prairie  Medical  Society. 

Martin,  Thomas  S.,  Hattiesburg.  Born  Lafayette, 
AL,Sept.  25,  1930;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1963;  interned  Baptist 
Hospital,  Jackson,  1963-64;  elected  by  South  Mis- 
sissippi Medical  Society. 

McNair,  Alfred  Earl,  Jr.,  Pascagoula.  Bom  Pas- 
cagoula, MS,  Feb.  23,  1952;  M.D.,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons,  New 
York,  NY,  1975;  interned  and  medicine  residency, 
Columbia  Presbyterian  Medical  Center,  New  York, 
1975-78;  fellowship  gastroenterology,  Stanford 
University  Medical  Center,  Palo  Alto,  CA,  1978-80; 
elected  by  Singing  River  Medical  Society. 

Moore,  Paul  Harold,  Jr.,  Pascagoula.  Born 
Louisville,  MS,  Aug.  22,  1951;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1976;  in- 
terned and  radiology  residency,  University  of  New 
Mexico,  Albuquerque,  NM,  1976-80;  elected  by 
Singing  River  Medical  Society. 


Moore,  Thomas  Saunders,  Jackson.  Bom  Newport 
News,  VA,  Oct.  8,  1945;  M.D.,  Cornell  University 
Medical  College,  New  York,  1971;  interned  and 
radiology  residency,  Georgetown  University  Hos- 
pital, Washington,  DC,  1971-73;  radiology  residen- 
cy, University  of  Virginia,  Charlottesville,  1975-78; 
radiology  fellowship,  same,  1978-79;  elected  by 
Central  Medical  Society. 

Person,  Brett  T.,  Greenwood.  Born  Greenwood, 
MS,  March  7,  1953;  M.D. , University  of  Mississip- 
pi School  of  Medicine,  Jackson,  1976;  interned  and 
medicine  residency.  University  Medical  Center, 
Jackson,  1977-80;  elected  by  Delta  Medical  Society. 

Pharr,  Richard  Warren,  Brandon.  Bom  Oxford, 
MS,  Dec.  16,  1950;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1976;  interned  and 
ophthalmology  residency.  Baptist  Memorial  Hospi- 
tal, Memphis,  TN,  1976-80;  elected  by  Central 
Medical  Society. 

Reid,  William  F.,  Meridian.  Born  Pasquotank 
County,  NC,  Oct.  23,  1948;  M.D. , Tulane  Universi- 
ty School  of  Medicine,  New  Orleans,  1975;  in- 
terned, medicine  residency  and  pulmonary  fel- 
lowship, Ochsner  Clinic,  New  Orleans,  1975-80; 
elected  by  East  Mississippi  Medical  Society. 

Sampson,  Charles  E.,  Jr.,  Jackson.  Born  Green- 
wood, MS,  March  7,  1938;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1963;  in- 
terned and  ob-gyn  residency,  University  Medical 
Center,  Jackson,  1963-67;  gynecology-oncology 
fellowship,  M.  D.  Anderson  Hospital,  Houston, 
TX,  1969-70;  elected  by  Central  Medical  Society. 

Turnage,  John  Neil,  Aberdeen.  Bom  New  Hebron, 
MS,  May  17,  1926;  M.D.,  University  of  Tennessee 
College  of  Medicine,  Memphis,  1956;  interned 
Methodist  Hospital,  Memphis,  1957;  elected  by 
Northeast  Mississippi  Medical  Society. 

Turner,  Harry  L. , Jr.  , Waynesboro.  Born  Hatties- 
burg, MS,  March  13,  1950;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1976;  in- 
terned and  diagnostic  radiology  residency,  Universi- 
ty Medical  Center,  Jackson,  1976-80;  elected  by 
South  Mississippi  Medical  Society. 

Weddle,  Richard  E.,  Tupelo.  Bom  Memphis,  TN, 
June  17,  1949;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1974;  interned  and 
neurology  residency.  University  Medical  Center, 
Jackson,  1974-78;  elected  by  Northeast  Mississippi 
Medical  Society. 
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Yesterday’s 

Fblk  Remedy: 

A rye  loaf  in  the  rafters. 


Early  in  this  century  in  Central 
Europe,  almost  every  farm  family 
kept  a loaf  of  moldy  rye  bread  on 
one  of  the  kitchen  beams.  When  any 
family  member  was  cut  or  bruised, 
it  was  an  old  custom  to  cut  a thin 
slice  from  the  outside  of  the  loaf, 
mix  it  into  a paste  with  water,  and 
apply  it  to  the  wound  with  a 
bandage.  It  was  believed  that  no 
infection  would  then  result  from 
the  cut.1 


Today’! 

Tfe 


s Tradition: 


gopen 

(cloxacillin  sodium) 


for  the  treatment* of 
known  or  suspected 
staphylococcal 
infections  such  as: 

• Acute  sinusitis 

• Furunculosis  and  carbuncles 

• Impetigo 

• Secondarily  infected  dermatitis 

• Cellulitis 

• Abscesses 

• Infected  sebaceous  cysts 

In  serious,  deep-seated 
staph  infections,  500  mg 
q.i.d.  dosage  is 
recommended! 


• Tegopen  has  been  reported 
active  against  96%  of 
Staphylococcus  aureus.2 

• 80%  of  S aureus  has  been 
reported  resistant  to  amoxicillin 
and  ampicillin-t2 

• 88%  of  S aureus  has  been 
reported  resistant  to  penicillins 
G and  V.  t2 

• Staph  resistance  to  erythromycin 
may  develop  during  a course  of 
therapy.3 


ft 

* 

BRISTOL 

BRISTOL  T 

L 

74.%  < 

74%  1 

Available  as  500-mg  and  250-mg  capsules 
and  Oral  Solution  125  mg/5  ml. 


Tegopen.  (cloxacillin  sodium) 

Today’s  Penicillin  for  Today’s  Physician 


1 Florey  HW.  Chain  E.  Heatley  NG.  et  al:  Antibiotics.  London,  Oxford 
University  Press,  1949,  p 2 

2.  Bac-Data  Bacteriologic  Report,  Professional  Market  Research, 
1978-1979  The  clinical  significance  of  in  vitro  data  is  unknown 
3 Erythromycin  prescribing  information  (in  Physicians'  Desk 
Reference,  ed  34  Oradell,  NJ.  Medical  Economics  Co,  1980) 
states  that  staph  resistance  may  develop  during  treatment 

See  brief  summary  of  prescribing  information  on 
an  adjoining  page. 

Copyright  © 1981,  Bristol  Laboratories 


'Note:  The  choice  of  Tegopen  should  take  into  consideration  the  fact 
that  it  has  been  shown  to  be  effective  only  in  the  treatment  of 
infections  caused  by  pneumococci,  Group  A beta-hemolytic 
streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci  If  the  bacteriology  report  later  indicates  that  the 
infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium 
or  any  other  penicillinase-resistant  semisynthetic  penicillin 
fin  serious,  life-threatening  infections,  oral  preparations  of  the 
penicillinase-resistant  penicillins  should  not  be  relied  on  for 
initial  therapy 

TNot  all  isolates  may  have  been  tested  using  both  discs 


Tegopen® 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 


Oriel  Summary  ot  Prescribing  Information 

For  complete  information,  consult  Official  Package  Circular. 

(12)  9/11/75 

INDICATIONS 

Although  the  principal  indication  tor  cloxacillin  sodium  is  in  the 
treatment  of  infections  due  to  penicillinase-producing  staphylo- 
cocci, it  may  be  used  to  initiate  therapy  in  such  patients  in  whom  a 
staphylococcal  infection  is  suspected  (See  Important  Note  below ) 

Bacteriologic  studies  to  determine  the  causative  organisms  and 
their  sensitivity  to  cloxacillin  sodium  should  be  performed 
IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before 
definitive  culture  and  sensitivity  results  are  known,  the  choice  of 
cloxacillin  sodium  should  take  into  consideration  the  fact  that  it  has 
been  shown  to  be  effective  only  in  the  treatment  of  infections  caused 
by  pneumococci.  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphylococci  If  the 
bacteriology  report  later  indicates  the  infection  is  due  to  an 
organism  other  than  a penicillin  G-resistant  staphylococcus 
sensitive  to  cloxacillin  sodium  the  physician  is  advised  to  continue 
therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other 
penicillinase-resistant  semi-synthetic  penicillin 

Recent  studies  have  reported  that  the  percentage  of  staphylo- 
coccal isolates  resistant  to  penicillin  G outside  the  hospital  is 
increasing  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital.  For  this  reason,  it  is 
recommended  that  a penicillinase-resistant  penicillin  be  used  as 
initial  therapy  for  any  suspected  staphylococcal  infection  until 
culture  and  sensitivity  results  are  known 

Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism 
similar  to  that  of  methicillin  against  penicillin  G-resistant 
staphylococci.  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these 
strains  reported  has  been  increasing.  Such  strains  of  staphylococci 
have  been  capable  of  producing  serious  disease,  in  some  instances 
resulting  in  fatality  Because  of  this,  there  is  concern  that 
widespread  use  of  the  penicillinase-resistant  penicillins  may  result 
in  the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins. 

Methicillm-resistant  strains  are  almost  always  resistant  to  all 
other  penicillinase-resistant  penicillins  (cross-resistance  with 
cephalosporin  derivatives  also  occurs  frequently).  Resistance  to 
any  penicillinase-resistant  penicillin  should  be  interpreted  as 
evidence  of  clinical  resistance  to  all.  in  spite  of  the  fact  that  minor 
variations  in  in  vitro  sensitivity  may  be  encountered  when  more 
than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus. 

CONTRAINDICATIONS: 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the 
penicillins  is  a contraindication 

WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reported  in  patients  on  penicillin  therapy. 
Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have 
experienced  severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions  to 
penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents,  e g.,  pressor  amines,  antihistamines, 
and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established 

PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfeclions  with  mycotic 
organisms  or  other  pathogens  should  be  kept  in  mind  when  using 
this  compound,  as  with  other  antibiotics.  It  superinfection  occurs 
during  therapy,  appropriate  measures  should  be  taken. 

As  with  any  potent  drug  periodic  assessment  ot  organ  system 
function,  including  renal,  hepatic,  and  hematopoietic,  should  be 
made  during  long-term  therapy 

AOVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric 
discomfort  flatulence,  and  loose  stools,  have  been  noted  by  some 
patients  Mildly  elevated  SGOT  levels  (less  than  100  units)  have  been 
reported  in  a few  patients  for  whom  pretherapeutic  determinations 
were  not  made  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encountered. 
Eosinophilia.  with  or  without  overt  allergic  manifestations,  has 
been  noted  in  some  patients  during  therapy. 

USUAL  DOSAGE 

Adults:  250  mg  q 6h 

Children  50  mg. /Kg  /day  in  equally  divided  doses  q 6h  Children 
weighing  more  than  20  Kg.  should  be  given  the  adult  dose.  Administer 
on  empty  stomach  for  maximum  absorption. 

/V  B INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC 
STREPTOCOCCI  SHOULO  BE  TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP 
PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC  FEVER  OR 
ACUTE  GLOMERULONEPHRITIS 

SUPPLIED 

Capsules— 250  mg.  in  bottles  of  100  500  mg  in  bottles  of  100 
Oral  Solution— 125  mg./5  ml.  in  100  ml.  and  200  ml.  bottles 


BRISTOL® 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse.  New  York  13201 


NEW  MEMBERS  / Continued 

Whittington,  Curtis  D.,  Jackson.  Bom  Natchez, 
MS,  Dec.  17,  1947;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1975;  interned  and 
ophthalmology  residency,  University  Medical  Cen- 
ter, Jackson,  1975-80;  elected  by  Central  Medical 
Society. 

Williamson,  Johnnie  Warren,  Tupelo.  Bom  Moss 
Point,  MS,  Sept.  11,  1947;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1974;  in- 
terned, general  surgery,  peripheral  vascular  fel- 
lowship, University  Medical  Center,  Jackson,  1974- 
80;  elected  by  Northeast  Mississippi  Medical  Socie- 
ty- 


G.  William  Bates  of  UMC  presented  a paper  at  the 
recent  Southern  Gynecologic  Society  meeting  in  San 
Antonio.  TX. 


C.  Duane  Burgess  of  Hattiesburg  was  named  a 
fellow  of  the  Academy  of  Psychosomatic  Medicine 
at  the  academy’s  annual  meeting  in  Bal  Harbor,  FL. 

Michael  H.  Carter  of  Greenwood  was  inducted 
into  the  American  College  of  Surgeons  during  the 
ACS  annual  meeting  in  Atlanta. 

Wilfred  Q.  Cole  of  Jackson  has  been  appointed 
Jackson  regional  coordinator  for  the  “National  Cru- 
sade Against  Asthma,”  sponsored  by  the  Asthma 
Care  Association  of  America. 


A.  W.  Conerly  of  UMC  was  guest  speaker  at  recent 
meetings  at  the  Golden  Triangle  Regional  Medical 
Center  in  Columbus  and  at  the  Holmes  County  Hos- 
pital in  Lexington. 

John  Goudelock  of  New  Albany  has  been  named  a 
fellow  of  the  American  College  of  Surgeons. 

Walter  D.  Gunn  of  Quitman  has  been  named  a 
fellow  of  the  American  Academy  of  Family  Physi- 
cians. 

James  Hardy  of  UMC  spoke  at  a joint  meeting  of  the 
Louisiana  Chapter  of  the  American  College  of 
Surgeons  and  Surgical  Association  of  Louisiana  in 
New'  Orleans;  was  the  Alvred  Strauss  Visiting  Pro- 
fessor at  the  Abraham  Lincoln  School  of  Medicine  in 


Chicago,  and  gave  the  J.  C.  Thoroughman  Lecture  at 
Emory  University  in  Atlanta. 

John  F.  Hassell  of  Laurel  has  been  named  a fellow 
of  the  American  Academy  of  Family  Physicians. 

Thomas  Herrin  of  UMC  has  been  appointed  to  the 
Subcommittee  on  Emergency  Cardiac  Care  of  the 
American  Heart  Association. 

John  Jackson  of  UMC  spoke  at  a medical  staff 
meeting  at  Northwest  Mississippi  Regional  Medical 
Center  in  Clarksdale. 

Herbert  Langford  of  UMC  spoke  at  a hypertension 
workshop  for  the  Tennessee  Academy  of  Family 
Practice  in  Gatlinburg;  at  the  V.  A.  Hospital  in  Phil- 
adelphia, PA;  at  Riverside  Hospital  in  Newport 
News,  VA;  and  at  a meeting  of  the  American  Clini- 
cal and  Climatological  Association  in  Williamsburg, 
VA. 

Robert  Marascalco  of  Vicksburg  has  been  elected 
to  fellowship  in  the  American  Academy  of  Ortho- 
paedic Surgeons. 

John  Morrison  of  UMC  was  program  director  for 
the  recent  National  Perinatal  Association  meeting  in 
Atlanta. 

Binford  T.  Nash  of  Starkville  has  been  named  a 
fellow  of  the  American  Academy  of  Family  Physi- 
cians. 

Somprasong  Songcharoen  of  Jackson  announces 
the  association  of  Douglas  E.  Gorman  for  the  prac- 
tice of  plastic  and  cosmetic  surgery. 

John  C.  Stepan  of  Vicksburg  has  been  elected  presi- 
dent of  the  Mississippi  Ultrasound  Society. 

J.  S.  Weatherall  has  associated  with  W.  J.  Pat- 
terson at  the  Clinton  Family  Clinic,  501  Springridge 
Road,  in  Clinton. 

Carl  C.  Welch  of  Corinth  was  speaker  at  a recent 
symposium  on  “New  Career  Opportunities  in 
Health,  Economics  and  Energy.’’ 

William  Boyce  White  of  Laurel  has  been  recertified 
as  a diplomate  of  the  American  Board  of  Family 
Practice. 

Chris  E.  Wiggins  announces  the  relocation  of  his 
office  for  the  practice  of  orthopedic  surgery  to  2202 
Old  Mobile  Highway  in  Pascagoula. 

Winfred  Wiser  of  UMC  was  visiting  professor  at  the 
Medical  Center  of  Columbus,  GA,  in  November. 


PLACEMENT  SERVICE 


General  Practitioner  or  family  practitioner  to  join 
established  solo  practitioner.  Excellent  medical  fa- 
cilities, state  college  community,  JCAH  approved 
hospital.  Call  or  write  Dr.  G.  Leroy  Howell;  Hos- 
pital Drive;  Starkville,  MS  39759.  Phone  (601)  323- 
2911. 

Associate  or  Physicians  interested  in  independent 
practice  in  family  medicine,  internal  medicine, 
pediatrics,  surgery  or  ob-gyn.  Suite  ready  for  lease 
or  will  build  to  suit  tenant.  Located  in  rapidly  grow- 
ing Northeast  Jackson  suburban  area.  Contact 
Robert  Cates,  M.D.,  Cates  Plaza  Clinic.  Ridgeland, 
MS  or  call  (601)  856-6000. 

Surgeon  to  associate  in  active  practice  in  town  of 
15,000  in  Southwest  Mississippi.  Drawing  area 
75,000.  Contact  Marvin  Harvey,  M.D.,  Box  728, 
McComb,  MS  39648. 

General  Practice  opportunity  in  group  practice  on 
Gulf  Coast.  No  initial  investment.  Excellent  hospital 
facilities.  Contact:  W.  E.  Calhoun,  M.D.  and  W.  P. 
Warfield,  M.D.,  P.O.  Box  764,  Moss  Point,  MS 
39563;  telephone  (601)  475-8821. 


Situations  Wanted 

Board  eligible  anesthesiologist  seeks  practice 
location.  M.D.  from  M.  P.  Shah  Medical  College, 
Jamnagar,  India,  1971.  Anesthesiology  residency  at 
University  of  Tennessee,  1980.  Married.  Contact 
Mohanlal  L.  Patel,  M.D.,  5289  Queen  Anne  Dr., 
Memphis,  TN  38134. 

Pediatrician  desires  opportunity  to  practice  pediat- 
ric nephrology  with  a limited  amount  of  general 
pediatrics.  Concluding  a three  year  fellowship  in 
June  1980.  Contact:  James  R.  Matson,  M.D.,  Uni- 
versity of  Iowa  Hospital,  Department  of  Pediatrics, 
Iowa  City,  1A  52242. 

Pediatrician  completing  military  obligation  in 
November  seeks  practice  opportunity  in  single  spe- 
cialty, multi-specialty  or  partnership  position  in 
community  of  20,000-80,000  population.  Contact 
David  W.  Drennen,  M.D.,  9998A  Saint  Onge  Ave- 
nue, Ellsworth  AFB,  SD  57706. 
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General  Practitioner  seeks  practice  location  in 
Mississippi.  Graduate  of  Ohio  State  Medical  School, 
1960;  married,  one  dependent.  Presently  in  general 
practice  in  Dayton,  OH.  Contact  Carl  R.  Hilde- 
brand, M.D.,  5151  Hoagland-Blackstub  Rd.,  Cort- 
land, OH  44410. 

Cardiologist  seeks  solo  or  group  practice  opportu- 
nity in  hospital-based  consultative  practice.  Com- 
pleting fellowship  in  June  1981.  Contact  Amar  De- 
Sai,  M.D.,  1003  Fenley  Ave.,  Louisville,  KY 
40222. 

Pediatrician  and  Pathologist  (husband  and  wife) 
seek  practice  opportunity.  Available  July  1981. 
Contact  Michael  M.  Lessner,  M.D.  and  Evelyn  J. 
Diehl,  M.D.,  1920  Cheremoya  Ave. , Los  Angeles, 
CA  90068. 


Pathologist  especially  interested  in  coagulation  and 
blood  banking  seeks  hospital-based  position.  Con- 
tact Daniel  Williams,  Jr.,  M.D.,  77  Rippowam  Rd., 
Apt.  A,  Stamford,  CT  06902. 

Physician  completing  training  in  1981  seeks  general 
practice  location,  preferably  in  shortage  area.  Con- 
tact Kenneth  K.  Wheatley,  Jr.,  M.D.,  1800  Hol- 
combe Boulevard,  Apt.  205,  Houston,  TX  77030. 

Pediatrician  desires  clinic  or  ER  location  in  south 
Mississippi.  Presently  in  training;  available  January 
1981 . Contact  S.  G.  Eggen,  M.D.,  4929  Cleveland 
Place,  Metairie,  LA  70003  or  call  504/837-3000 
(ext.  2436  or  2395). 

Pediatrician  seeks  practice  location  upon  comple- 
tion of  residency  in  July  1981.  Contact  J.  K. 
Angrish,  M.D.,  1222  Vincent  Ct.,  #4,  Flint,  MI 
48503. 

Family  Practitioner  seeks  practice  location  in  Mis- 
sissippi. Graduate  of  University  of  Washington 
School  of  Medicine,  1950.  Presently  practicing  in 
Alaska.  Contact  Donald  F.  McKay,  Box  631, 
Haines,  AK  99827. 

Pathologist — Board  Eligible.  University  trained. 
Completing  residency.  Available  July  1981.  Contact 
Ashraf  Mohammad,  M.D. , University  Medical  Cen- 
ter, 2500  North  State  St.,  Jackson,  MS  39216. 


CLASSIFIED 


Two  primary  care  physicians  and  nurse  practitioner 
needed  for  two  primary  health  care  clinics  in  rural 
Itawamba  County,  MS,  operated  under  a DHHS- 
PHS  Rural  Health  Initiative  grant:  (1)  fully- 
renovated,  newly  equipped  clinic  and  (2)  new  clinic 
to  be  built  with  FmHA/Rural  Health  Care  program 
funds  in  late  1980.  Program  now  provides  full-time 
dental  services.  Service  area  approximately  18,750; 
full-time  administrator  and  social  worker.  Salary 
negotiable.  Prospects  for  financial  self-sufficiency 
excellent.  Contact:  The  Urgent  Rural  Needs,  Inc. 
(TURN);  P.O.  Box  617,  Fulton,  MS  38843.  Tele- 
phone (601)  585-3884. 

Established  Jackson  Physician  has  office  space  for 
lease;  ophthalmologist  preferred;  share  waiting 
room.  Contact:  Lynn  D.  Abemethy,  M.D.,  653 
North  State  St.,  Jackson,  MS  39201;  (601)  354- 
5385. 

Equipment  for  Sale.  Burdick  EKG;  Clay  Adams 
Hematocrit  centrifuge.  Contact  Dr.  L.  T.  Carl,  Jack- 
son,  MS,  366-8494  (office)  or  366-3710  (home). 

Family  practice  physician:  To  work  in  Primary 
Care  Clinic  funded  by  DHHS.  Located  in  Health 
Department  serving  population  of  over  350,000  in 
Mobile  County,  AL.  Must  be  an  M.D.,  eligible  for 
licensure  in  Alabama.  Prefer  Board  Eligibility  or 
Board  Certification  in  Family  Practice  or  Internal 
Medicine.  Up  to  $39,3 12  per  year  to  start  depending 
on  qualifications.  Call  Pete  Miller  collect  (205)  690- 
8104.  EOE/M/F/H. 

Locum  Tenens  — COMPHEALTH.  Our  medical 
group  can  place  a well-qualified  physician  in  your 
practice  during  your  absence.  For  more  information 
call  or  write:  Comprehensive  Health  Systems,  Inc. 
175  West  Second  South,  Salt  Lake  City,  UT  84101; 
(801)  532-1200. 


JOIN  MPAC  TODAY 


22 


JOURNAL  MSMA 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 


19 


PHVSICIANS 


One  of  America’s  largest  health  care  corpo- 
rations is  currently  seeking  a full  and  part- 
time  Physician  for  our  Plasma  Donor  Center 
located  in  Mississippi.  Responsibilities  will 
include  performing  physicals  in  conjunction 
with  donor  screening  and  evaluation.  The 
part-time  position  would  provide  support 
when  regularstaff  Physiciansareon  vacation. 
Our  requirements  are  flexible  and  we  will 
consider  licensed  but  non-practicing  Physi- 
cians as  well  as  those  desiring  to  work  on  a 
consulting  basis. 

_ We  offer  excellent  working  environment  and 
^ a highly  competitive  salary.  For  further  infor- 
mation  please  send  curriculum  vitae  to: 


Professional  Employment 
3029  Cottonwood  #5 
Orange,  CA  92665 

Equal  Opportunity  Employer  M/F 


Harreld 

Chevrolet-Oldsmobile 


Specializing  in  Leasing 
Personalized  Cars 
To  Professional  People 

Hwy.  51,  Canton— Call  Collect 
Brian  King  (601)  354-2233  or  859-1611 


" Can  We  Build  One  for  You?" 


GM  QUALITY 
SERVICE  PARTS 


GM 


GENERAL  MOTORS  PABTS  DIVISION 


Keep  the  great  GM  feeling  with  genuine  GM  parts. 
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From  the  New  York  State  Society  of  Internal  Medicine  News,  these  thoughts  by 
Dr.  Norman  S.  Blackman,  editor:  "Doctors  Ought  to  Care  ...  that  our  patients 

are  being  convinced  that  we  don’t  care  ...  that  government  is  pre-empting  indi- 
vidual professional  judgments  for  individuals  by  individual  physicians  for  the 
expediency  of  adapting  big  government  to  mass  medical  care  . . . about  participating 
actively  in  the  non-remunerative  aspects  of  medical  practice  such  as  community 
affairs,  teaching,  organized  medical  activities,  etc ...  Doctors  Ought  to  Care 
that  many  of  us  do  not  care  enough!" 


From  the  West  Virginia  Medical  Journal,  an  answer  to  the  charge  that  minority 
views  can  find  no  expression  in  medical  affairs:  "Those  who  seriously  hold  such 

an  opinion  reveal  one  very  damning  fact  about  themselves:  they  have  never  been  to 
a county  medical  society  meeting,  let  alone  a state  association  or  a national  AMA 
meet ing .. .Minority  views  are  undeniably,  sometimes  relentlessly  and  always  vigor- 
ously expressed .. .Medical  meetings,  in  truth,  are  the  epitome  of  democracy.  All 
who  attend  can  and  sometimes,  it  seems,  do  make  speeches  on  any  subject.  No  one 
could  possibly  go  away  with  the  feeling  that  he  has  been  muzzled." 


From  the  Pennsylvania  Medical  Journal,  these  thoughts  on  cost  of  government  reg- 
ulations and  the  continuing  reports  of  "savings"  by  regulatory  agencies:  "The 
inconvenience  of  the  physician,  hospital  administrator,  registered  nurse,  allied 
health  professionals,  and  especially  the  patients,  both  in  time  and  dollars,  seem 
never  to  be  figured  in  the  savings .. .Legislation  was  intended  to  aid  and  protect 
society  but  instead,  it  has  grown  into  a tangle  of  overlapping  and  conflicting 
rules.  The  tangle  snares  too  many  people,  and  the  worst  part  is,  we  pay  dearly 
for  the  privilege  of  being  caught." 


From  the  Wisconsin  Medical  Journal,  a proposal  to  extend  the  federal  quest  for 
"truth  in  labeling"  with  one  more  bureaucrat  - the  national  legislation  semanticist: 
"His  job  would  be  to  take  the  extraneous,  hopeful,  beguiling,  endearing  adjectives 
out  of  our  legislative  bills.  He  would  also  require  bills  to  state  more  correctly 
what  they  will  eventually  accomplish.  This  would  result  in... the  Petroleum  Excise 
Tax,  National  Sickness  Indemnity  Act,  the  Welfare  Redistribution  Act,  etc. 

These  bills  may  then  avoid  criticism  from  the  folks  in  charge  of  monitoring  de- 
ceptive labeling  but  may  not  be  able  to  pass  muster  for  their  efficacy." 


{j&e&t  cPPi&Ae&  a/  j\ ear  7/ear 


For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DS = 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tablet  b.i.d.f  or  10  to  14  days 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabitis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinii  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
( Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant”  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose — every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

V/z  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

/ \ Roche  Laboratories 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc 
\ / Nutley,  New  Jersey  07110 

Please  see  back  cover. 


Her  next  attack  of  cystitis  may  require 

||  the  Bactrim 
3-system  counterattac 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis- 
tant organisms.  Thus,  Bactrim  reduces  the  risk  of  introital 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginal  tract/lower  intestinal  tract 

Please  see  reverse  side  for  summary  of  product  information. 
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half-life 

Just  one  built-in  advantage 


Ensures  smooth  therapeutic  eftect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valium" (diazepam/Roche)  has  impor- 
tant clinical  and  pharmacological  implica- 
tions. Steady-state  levels  generally  are 
reached  within  5-7  days  with  no  further 
accumulation.  At  this  plateau,  the  patient 
benefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
half-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
lives  that  are  advantageous  not 
only  during  therapy  but  espe- 
cially when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly.* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping. 

♦Sellers  EM:  Drug  Metab  Rev  S(1]:5-11, 1978 


in  the  management  of 
5gmptoma  of  a nxietg 


2-mg.  5-mg,  10-mg  scored  tablets 


effective  therapg  through 

efficient  pharmacodgnamics 


Before  prescribing,  please  see  summary  of  producf  information  on  next  page 
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Valium 

diazapam/Rocha 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety,  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal,  adiunctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is.  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy,  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines.  narcotics  barbiturates.  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precautions  indicated  in 
patients  severely  depressed  or  with  latent  de- 
pression. or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria  taundice.  skin  rash, 
ataxia,  constipation  headache  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia, jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 
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premium  for  excess  Major  Medical  In- 
surance has  been  lowered. 


Talk  is  cheap.  . 

But  here  are  the  Facts! 

1.  Within  the  last  three  decades.  . .we 
have  more  than  doubled  the  number  of 
attractively  priced  Group  Insurance  Pro- 
grams available  to  MSMA  Members  and 
their  families. 

2.  Through  careful  planning  we  have  been 
successful  in  avoiding  enormous  rate 
increases.  . . by  utilizing  the  facilities 
of  some  of  the  Country’s  largest  in- 
surance companies. 

3.  Without  exception . . .the  limits  of 
coverage  under  each  MSMA  Group  In- 
surance Program  have  been  increased 
2,  3,  4,  5 times.  . .in  one  case  20 
times.  . .to  keep  our  protection  ade- 
quately in  line  with  our  chang- 
ing economy. 

4.  Due  to  favorable  loss  experience 

. . .we  have  enjoyed  a 22V2%  bonus 
increase  in  Life  Insurance  Protection 
without  an  increase  in  premium.  .Fur- 
ther, we  now  have  a basic  increase  in 
Benefits  without  an  increase 
in  premium. 


6.  Accidental  Death  and  Dismemberment 
rates  reduced  20%.  . .lower  Overhead 
Expense  Insurance  Rates.  . .Member 
and  Spouse  now  may  both  apply  for  up 
to  $100,000  Group  Term  Life. 

7.  Tothe  1980’s.  . .an  all  new  Cancer 
Detection  Insurance  Plan  will  be  made 
available  ter  all  MSMA  Members  the 
early  part  of  1980. 


888888888888888888 

m _ CERTIFICATION 

gw  For  your  protection  Thomas  Yates  & Co.  are 
Members  of  the  American  Institute  of  Pro- 
gjjj  fessional  Association  Group  Insurance  Ad- 
ministrators, Professional  Independent 
Mass-marketing  Administrators,  Indepen- 
dent Insurance  Agents  of  America,  In- 
dependent Insurance  Agents  of  Mississippi 
and  Jackson  Association  of  Insur- 
ance Agents. 

Education  is  the  foundation  for  Progress.  . 
Innovation  and  Ultimately  Your  Economical 
Protection. 
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Vermox:  the  only  anthelmintic 
highly  effective 
against  whipworm. 


Cure  Rate  Egg  Reduction 

VERMOX®  68%  * 93%** 

Mintezol1  35%  t 45%  ft 

Antiminth2  Not  Indicated 

Povan3  Not  Indicated 


Also  highly  effective  against 
roundworm  and  hookworm 

Since  whipworm,  roundworm  and  hookworm  are  all  soil-borne 
helminths,  mixed  infections  are  not  uncommon.  Only  one  anthelmintic 
exhibits  high  efficacy  rates  for  all  three  nematodes:  whipworm— 68%; 
roundworm— 98%;  hookworm— 96%. That  agent  is  VERMOX.® 

Please  see  following  page  for  Summary  of  Prescribing  Information. 


Broad-spectrum  coverage 
in  mixed  helminthic  infections 

Vermox 

(mebendazole) 


£ 

cSJ 


JANSSEN  PHARMACEUTICA  INC. 
New  Brunswick,  N.J.  08903 


Committed  to  research. . . 
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Broad-spectrum 
coverage  in  mixed 
helminthic  infections 

m M TABLETS 

Vermox 

(mebendazole) 

Contraindications  VERMOX  is  contraindicated  in 
pregnant  women  (see:  Pregnancy  Precautions)  and 
in  persons  who  have  shown  hypersensitivity  to 
the  drug. 

Precautions  PREGNANCY:  VERMOX  has  shown 
embryotoxic  and  teratogenic  activity  in  pregnant  rats 
at  single  oral  doses  as  low  as  1 0 mg/ kg.  Since 
VERMOX  may  have  a risk  of  producing  fetal  damage 
if  administered  during  pregnancy,  it  is 
contraindicated  in  pregnant  women. 

PEDIATRIC  USE : The  drug  has  not  been  extensively 
studied  in  children  under  two  years:  therefore,  in  the 
treatment  of  children  under  two  years  the  relative 
benefit/ risk  should  be  considered. 

Adverse  Reactions  Transient  symptoms  of 
abdominal  pain  and  diarrhea  have  occurred  in  cases 
of  massive  infection  and  expulsion  of  worms. 

Dosage  and  Administration  The  same  dosage 
schedule  applies  to  children  and  adults.  The  tablet 
may  be  chewed,  swallowed  or  crushed  and  mixed 
with  food  For  the  control  of  pinworm  (enterobiasis), 
a single  tablet  is  administered  orally,  one  time. 

For  the  control  of  roundworm  (ascariasis),  whipworm 
(trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and 
evening,  on  three  consecutive  days. 

If  the  patient  is  not  cured  three  weeks  after 
treatment,  a second  course  of  treatment  is  advised. 
No  special  procedures,  such  as  fasting  or  purging, 
are  required. 

* Mean  cure  rate  of  VERMOX®in  treating  whipworm; 
cure  rate  range  of  61-75%.  Data  on  file  at  Janssen 
Pharmaceutica  Inc. 

* Mean  egg  reduction  of  VERMOX®  in  treating 
whipworm;  egg  reduction  range  of  70-99%.  Data  on 
file  at  Janssen  Pharmaceutica  Inc. 

+ Rollo,  I M : Drugs  used  in  the  chemotherapy  of 
helminthiasis,  in  Goodman,  L.S.;  and  Gilman,  A 
(eds  ):  The  Pharmacological  Basis  of  Therapeutics, 
ed.  5.  New  York,  Macmillan,  1975,  p.  1034 

Miller,  M.J.;  Krupp,  I.M.;  Little,  M.D.;  Santos,  C.: 
Mebendazole  an  effective  anthelmintic  for 
trichuriasis  and  enterobiasis.  JAMA  230  (10):  1412- 
MI  4,  Dec.  9, 1974. 

1 . Registered  trademark  of  Merck  Sharp  and  Dohme. 

2.  Registered  trademark  of  Roerig. 

3.  Registered  trademark  of  Parke-Davis. 
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UMC  Schedules 
Neurology  Symposium 

The  University  of  Mississippi  Medical  Center’s 
third  annual  Neurology  Spring  Symposium  in  Jack- 
son  March  26-27  will  emphasize  neurological  infec- 
tions. 

All  sessions  will  be  at  the  Jackson  Holiday  Inn 
Medical  Center.  The  symposium  is  designed  for  the 
neurologist,  neurosurgeon,  internist,  pediatrician 
and  family  practitioner. 

The  seminar  will  include  diagnosis  and  treatment 
of  chronic  meningitis,  infectious  myositis  and  neuro- 
pathy, recent  advances  in  treatment  of  vascular 
headache,  advances  in  neonatal  and  childhood 
neurological  infections  and  advancement  in  the  treat- 
ment of  Parkinson's  Disease. 

Symposium  coordinator  is  Dr.  Shri  K.  Mishra. 
UMC  associate  professor  of  neurology  and  chief  of 
the  neurology  service  at  the  Veterans  Administration 
Medical  Center. 

Guest  faculty  are  Dr.  John  E.  Bennett,  chief  of  the 
clinical  Mycology  Section,  Laboratory  of  Clinical 
Investigation,  National  Institute  of  Allergy  and  In- 
fectious Diseases;  Dr.  Donald  B.  Caine,  clinical 
director.  National  Institute  of  Neurological  and 
Communicative  Disorders  and  Stroke,  National  In- 
stitutes of  Health;  Dr.  Kenneth  P.  Johnson,  chief  of 
neurology  research  at  the  Veterans  Administration 
Medical  Center,  in  San  Francisco  and  professor  of 
neurology  and  pathology,  the  University  of  Califor- 
nia-San  Francisco;  and  Dr.  Jay  P.  Sanford,  dean  of 
the  School  of  Medicine,  Uniformed  Services  Uni- 
versity of  Health  Sciences. 

Sponsors  are  the  UMC  School  of  Medicine  De- 
partment of  Neurology  and  Medicine,  the  Veterans 
Administration  Medical  Center  Neurology  Service 
and  Medicine  Service  and  the  Medical  Center  Divi- 
sion of  Continuing  Health  Professional  Education. 
Partial  support  is  provided  by  the  Jack  A.  Stokes 
Memorial  Fund,  Class  of  1960  and  the  General  Con- 
tinuing Medical  Education  Fund  of  the  Medical 
Alumni  Chapter,  University  of  Mississippi  Alumni 
Association. 

Course  fee  is  $150.  Advance  registration  is  re- 
quired. The  symposium  carries  13.7  hours  credit  in 
Category  I of  the  Physician's  Recognition  Award  of 
the  American  Medical  Association  and  the  American 
Academy  of  Family  Physicians. 

For  more  information,  contact  Continuing  Educa- 
tion, University  of  Mississippi  Medical  Center,  2500 
North  State  Street,  Jackson.  MS  39216.  Phone  (601 ) 
987-4912. 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indications  and  Usage:  Ceclor"  (cefaclor.  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae),  Haemophilus  influenzae,  andS 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 

Warnings:  in  penicillin-sensitive  patients. 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS.  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor,  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions:  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Linder 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor.  a false- 
positive reaction  for  glucose  ir^the  urine  may  occur 
This  has  been  observed  with  Benedict's  and  Fehling  s 
solutions  and  also  with  Clmitest*  tablets  but  not  with 
Tes-Tape*  (Glucose  Enzymatic  Test  Strip.  USP.  Lilly) 

Usage  in  Pregnancy— Although  no  teratogenic  or 
antifer tility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  1 2 times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy— Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Cefaclor 


Pulvules'.  250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor. v6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.* 1 2 3 4 5 6 7 8 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia  arthritis,  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain — Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic— Slight  elevations  in  SGOT.  SGPT.  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  [io3osor] 

* Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either  S 
pneumoniae  or  H influenzae  8 
Note  Ceclor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
References 
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Additional  information  available  to 
the  profession  on  request  from 
Eh  Lilly  and  Company. 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina  Puerto  Rico  00630 
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Dear  Doctor: 

Regulation  is  out  and  competition  is  in  as  far  as  health  care  is  concerned,  says 
the  editor  of  The  Internist.  In  an  article  entitled  "Competition  Comes  of  Age" 
he  explores  Americans'  motivations  in  making  decisions  regarding  their  health 
care.  In  another  article,  Duke  University  Professor  Clark  C.  Havighurst,  former 
FTC  consultant  and  author  on  health  care  regulation,  observes  that  one  cannot 
predict  reliably  what  changes  competition  will  bring  about. 

Havighurst  suggests  that  employers,  unions  and  physicians  could  help 
consumers  choose  an  appropriate  health  plan  and  remarked  that  regulators 
are  "ignorant  and  irrational  when  trying  to  decide  what  consumers  want." 

Other  writers  note  that  competition  is  not  new  to  American  health  care, 
but  its  effects  on  cost  and  quality  of  care  are  still  unknown. 

Physicians  are  urged  to  complete  the  AMA's  Census  of  Physicians'  Professional 
Activities  (PPA)  questionnaire.  Information  will  go  into  the  28th  edition  of  the 
American  Medical  Directory  and  the  Physician  Masterfile.  Established  in  1906, 
the  Masterfile  is  a source  of  data  for  medical  professional  organizations,  uni- 
versities and  medical  schools,  research  institutions,  government  agencies,  etc. 

Long-term  pain  relief  in  women  who  receive  coronary  bypass  surgery  is  not  as  good 
as  that  in  men,  an  Emory  University  study  shows.  Seventy  percent  of  the  males 
surveyed  at  late  followup  were  without  angina  pain  symptoms,  while  only  52  percent 
of  the  women  were  pain-free.  Although  total  pain  relief  was  not  as  good,  over 
90  percent  of  the  women  were  significantly  improved,  the  report  stated. 

Artificial  sweeteners  probably  will  figure  in  the  news  in  1981.  The  97th  Congress 
is  expected  to  deal  with  the  expiring  moratorium  against  the  ban  of  saccharin. 

Last  fall  the  FDA  denied  an  appeal  by  Abbott  Laboratories  for  reapproval  of  cy- 
clamate  and  heard  recommendations  against  the  approval  of  aspartame.  Action 
seeking  approval  of  the  sweeteners  will  likely  be  renewed. 

Plans  for  MSMA's  113th  Annual  Session  (April  26-30  in  Biloxi)  are  nearing  comple- 
tion. A special  highlight  will  be  the  presentation  of  the  First  Annual  James 
Grant  Thompson  Memorial  Lecture  by  Dr.  Gerald  Weissmann,  professor  of  medicine  at 
New  York  University  School  of  Medicine.  This  month  Journal  MSMA  begins  articles 
on  Annual  Session,  and  the  April  issue  will  contain  the  complete  program. 

Sincerely, 

/ 'fXbuJLAj 

Patsy  Silver 
Managing  Editor 
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Manage  your  patient  time  for  quality  care. 
Manage  your  practice  for  greater  efficiency. 


A medical  practice  is  communi- 
cations intensive.  Bell  - at  the 
forefront  of  communications 
knowledge  - offers  systems  and 
services  to  help  you  make  more 
and  better  use  of  your  doctor- 
patient  time.  And  increase  staff 
productivity  by  increasing  effi- 
ciency in  office  procedures. 


Eliminating  manual  information  handling 
reduces  clerical  work  so  your  staff  can 
focus  on  patient  care 

Streamline  communications. 

Numerous  practice  management 
problems  are  fundamentally 
related  to  communications. 

It  takes  an  average  of  75 
information  exchanges, 
verbal  and  on  paper,  in- 
volving doctors,  pa- 
tients, office  personnel, 
hospitals,  outside 
providers,  to  move  each 
patient  from  appoint- 
ment scheduling  through 
payment  processing. 

Bell  communications 
systems  can  help  you 
manage  these  exchanges 
more  effectively. 

Improve  patient  flow. 

And  cash  flow. 

Cut  down  or  cover  no  shows. 
Speed  collections.  Reclaim  bad 
debt  write-offs.  A Bell  Phone- 
Power  Program  can  teach  your 
staff  proven  techniques  for  han- 
dling these  problems  better. 

Reduce  patient  impatience. 

Decrease  waiting  time.  Elimi- 
nate conflicting  appointments. 
Level  out  peaks  and  valleys  in 
patient  load.  Bell  data  terminals 
that  access  automated  sched- 
uling systems  can  help  avoid 
clerical  errors  and  needless  dis- 
ruption of  the  doctor’s  schedule. 


Improve  staff  coordination. 

Eliminate  time-consuming  foot- 
work. Bell  communications  sys- 
tems can  provide  instant  inter- 
office consultation,  personnel 
tracking,  patient  location. 

Expedite  billing  and 
claims  processing. 

Recapture  lost-to-error  billings. 
Reduce  turn-around  time  on 
third  party  reimbursements. 
Relieve  the  paperwork  burden. 
Bell  data  terminals  such  as  the 
Dataspeed®  40  will  access  a 
computer  or  service  bureau  to 
provide  quick  and  accurate 
recording  and  retrieval  of  billing 
and  claims  information. 

Earn  CME  credit. 

Bell  offers  medical-oriented 
seminars  to  show  you  how  the 
latest  communications  tech- 
nology and  techniques  can  im- 
prove your  practice  management 
procedures.  In  one  short,  enlight- 
ening forum,  you’ll  gain  valuable 
information  to  help  you  improve 
practice  profitability.  And  you’ll 
earn  Category  2 CME  credit. 


clinics,  a sophisticated  Horizon® 
system  or  a totally  electronic 
Dimension®  PBX  offers  the  flexi- 
bility large  practices  demand  for 
unique  communications  needs. 

Call  on  the  specialists. 

South  Central  Bell  has  account 
executives  trained  to  solve  the 


Gain  from  advanced 
technology. 

Whether  your  practice  is  solo  or 
group,  a Bell  communications 
system  with  features  for  the  fu- 
ture can  help  you  manage  better 
today.  The  ComKey®  family  of 
systems  offers  intercoms  with 
one-button  signaling  and  hands- 
free answering,  multi-line  con- 
ferencing for  discussions  with 
several  colleagues  at  once,  and 
other  features  for  speed  and 
efficiency.  For  large  groups  and 


Advanced  ComKey  ’ systems  with 
hands-free  intercom  keep  recep- 
I tionists,  nurses,  technicians  within 
' ms,ant  reach. 

^•^unique  communications  prob- 
lems of  medical  practices,  solo 
and  group.  Put  our  knowledge 
to  work  for  you.  Call  toll  free, 
1-800-633-6272,  Ext.  100  (in 
Alabama,  1-800-272-8484).  Or 
complete  and  mail  the  coupon 
below.  South  Central  Bell. 

The  knowledge  business 


South  Central  BeU 

Suite  100,  P.0.  Box  336 
Birmingham,  Alabama  35201 

□ Yes,  we  want  to  improve  our  practice  man- 
agement procedures.  Ttell  me  more  about: 

□ Phone-Power  for  medical  practices 

□ Billing/claims  processing 

□ Automated  scheduling 

□ ComKey  " systems  □ Data  terminals 

□ Electronic  communications  systems 
for  groups/clinics 

□ Bell’s  medical-oriented  seminars  that 
earn  CME  credit. 

Name 

Practice  Name 

□ Solo  □ Group/No.  Physicians 

Address — 


City /State/Zip 

Telephone  ( ) 

Call  ton  free:  1-800-633-6272 

Ask  for  Extension  100. 

( In  Alabama,  dial  1-800-272-8484 ) 


Pioneers  in  Medicine 
For  the  Family 

BOOTS  PHARMACEUTICALS,  INC. 

Operating  in  the  U.S.  since  1977,  Boots  is  a world-wide  leader  in 
pharmaceutical  research  and  manufacture.  Boots  has  directed  its  efforts 
toward  providing  products  useful  in  the  practice  of  family  medicine. 
Some  of  our  better  known  products  are  Lopurin™  , Ru-Tuss®  and 
Ru-Vert® . This  advertisement  highlights  four  other  products  particularly 
useful  for  the  family. 

F-E-P  CREME  ♦SU-TON  ♦ TW1N-K  ♦TWIN-K-CI 


For  the  Majority  of 
Steroid-Responsive  Dermatoses* 

Seen  in  Family  Practice 

-p  qp 

(lodochlorhydroxyquin-  Pramoxine  HCI  — Hydrocortisone) 

The  4 in  1 Corticosteroid  Cream 

Anti-inflammatory,  antifungal,  antibacterial  actions, 
and,  uniquely,  a topical  anesthetic  for  immediate 
relief  of  the  itching  or  burning  that  frequently 
accompanies  skin  problems.  One  size  04  ounce), 
one  strength  for  ease  of  prescription. 

’This  drug  has  been  evaluated  as  possibly  effective  for  these  indications. 

See  prescribing  information  on  last  page  of  this  advertisement. 


For  the  Geriatric  Patient 

SU-TON* 

Liquid  Tonic 

A pleasant  tasting  prescription  tonic  containing 
iron,  vitamins,  minerals,  an  analeptic  and  18% 
alcohol.  Ideal  for  those  who  may  benefit  from 
vitamin  deficiency  prevention.  Just  one  table- 
spoon before  each  meal. 


Each  45  ml  (3  tablespoonfuls)  contains: 

Pentylenetetrazol 

Niacin 

Vitamin  B-1 

Vitamin  B-2  

Vitamin  B-6 

Vitamin  B-12 

Choline 

Inositol 

Manganese  (as  Manganese  Sulfate) 

Magnesium  (as  Magnesium  Sulfate) 

Zinc  (as  Zinc  Sulfate) 

Iron  (as  Ferric  Pyrophosphate,  Soluble).  

Alcohol . 

See  prescribing  information  on  last  page  of  this  advertisement 


30  mg 
50  mg 
10  mg 
5 mg 
. 1 mg 
3 meg 
. . . . 100  mg 
50  mg 
. ...  1 mg 
2 mg 
1 mg 
22  mg 
18% 


For  Potassium  Supplementation 
Improved  Compliance... 


In  Cases  with 
Chloride  Deficiency... 


TWIN-K-CI 


Each  15  ml  supplies  20  mEq  of  potassium  ions  as  a combination  of  potassium 
gluconate  and  potassium  citrate  in  a sorbitol  and  saccharin  solution. 

The  good  tasting  potassium  supplement 

• Designed  for  prophylactic  and  therapeutic  use 
with  diuretics  and  adrenocorticoids. 

• Pleasant  taste  and  convenient  dosage  aid 
patient  compliance. 

The  organic  salt  of  potassium  can  be  given  as  a 
liquid  without  producing  significant  gastric 
symptoms  and  without  an  untoward  effect  on 
the  mucosa  of  the  small  intestine.1 

1 Beeson-McDermott,  Textbook  of  Medicine,  15th  Ed  1979,  WB  Saunders  Co., 
Philadelphia,  page  1959 


Each  15  ml  supplies  15  mEq  of  potassium  Ions  and  4 mEq  of  chloride  ions  as  a 
combination  of  potassium  gluconate,  potassium  citrate,  and  ammonium  chloride  in  a 
sorbitol  and  saccharin  solution. 

The  good  tasting  potassium  supplement  with 
chloride 

• In  hypokalemic  hypochloremic  alkalosis, 
chloride  ions  are  required.  Twin-K-CI  is  specially 
formulated  to  be  a good  tasting  chloride 
containing  potassium  supplement. 

• Contains  no  potassium  chloride.  Twin-K-CI  is  a 
carefully  balanced  combination  of  organic 
potassium  salts  plus  ammonium  chloride. 

• In  hypochloremic  patients,  potassium  should 
be  provided  as  the  chloride  salt,  or  chloride 
ion  must  be  made  available  in  some  other 
form,  such  as  ammonium  chloride  or  sodium 
chloride.1 

See  prescribing  information  on  last  page  of  this  advertisement 


F-E-P  CREME® 


DESCRIPTION 

F-E-P  Creme  is  a topical  water  soluble  anti-inflammatory,  anesthetic 
preparation  intended  for  treatment  of  various  inflammatory  skin 
disorders  The  drus  contains  the  following  active  ingredients 
lodochlorhydroxyquin  3.0% 

Pramoxme  Hydrochloride  0 3% 

Hydrocortisone  1 0% 

INDICATIONS  AND  USAGE  

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows  "Possibly"  effec- 
tive Contact  or  atopic  dermatitis,  impetigimzed  eczema, 
nummular  eczema,  infantile  eczema,  endogenous  chronic 
infectious  dermatitis,  stasis  dermatitis,  pyoderma,  nuchal 
eczema  and  chronic  eczematoid  otitis  externa,  acne  urticata; 
localized  or  disseminated  neurodermatitis,  lichen  simplex 
chronicus,  anogenital  pruritus  (vulvae,  scroti,  anO,  folliculitis, 
bacterial  dermatoses,  mycotic  dermatoses  such  as  tinea 
(capitis,  cruris  corporis,  pedis),  moniliasis,  intertrigo  Final 
classification  of  the  less-than-effectrve  indications  requires 
further  investigation 

Pramoxme  Hydrochloride  promptly  relieves  pain  and  itch  This 
compound  may  be  used  safely  on  the  skin  of  those  patients 
sensitive  to  the  "came"  type  local  anesthetics 

CONTRAINDICATIONS 

Hypersensitivity  to  F-E-P  Creme,  or  any  of  its  ingredients  or 
related  compounds,  lesions  of  the  eye,  tuberculosis  of  the  skin, 
most  viral  skin  lesions  (including  herpes  simplex,  vaccinia  and 
varicella) 

WARNINGS 

This  product  is  not  for  ophthalmic  use 

In  the  presence  of  systemic  infections,  appropriate  antibiotics 
should  be  used 

USE  IN  PREGNANCY 

Topical  steroids  have  not  been  reported  to  have  an  adverse 
effect  on  pregnancy  However,  fetal  abnormalities  have  been 
produced  in  pregnant  laboratory  animals  that  have  been  exposed 
to  large  doses  of  topical  corticosteroids  Drugs  of  this  class 
should  not  be  used  extensively  during  pregnancy 
PRECAUTIONS 

F-E-P  Creme  may  be  irritating  to  the  skin  in  some  patients  If 
irritation  occurs  discontinue  therapy  Staining  of  clothes  or  hair  may 
also  occur  with  use  of  this  preparation  Although  systemic  toxicity 
has  not  been  reported  with  this  drug,  adrenal  pituitary  suppression 
is  possible,  especially  when  the  drug  is  used  extensively  or  kept 
under  an  occlusive  dressing  for  a prolonged  period 
lodochlorhydroxyquin  can  be  absorbed  through  the  skin  and 
interfere  with  thyroid  function  tests  Therapy  with  this  preparation 
should  stop  at  least  a month  before  performance  of  these  tests. 
The  feme  chloride  test  for  phenylketonuria  (PKU)  can  be  positive 
if  F-E-P  Creme  is  on  the  diaper  or  in  the  urine 
Prolonged  use  of  this  drug  may  result  in  an  overgrowth  of  non- 
susceptible  organisms  requiring  appropriate  therapy 
ADVERSE  REACTIONS 

Skin  rash  or  hypersensitivity  may  occur  following  topical  applica- 
tion 

The  following  local  adverse  reactions  have  been  reported  with 
topical  corticosteroids,  especially  under  occlusive  dressings, 
burning,  itching,  irritation,  dryness,  folliculitis,  hypertrichosis,  acnei- 
form  eruptions,  hypopigmentation,  perioral  dermatitis,  allergic 
contact  dermatitis,  maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  miliaria  Discontinue  therapy  if  untoward 


reactions  occur 

DOSAGE  AND  ADMINISTRATION 

Apply  a thin  layer  of  the  drug  to  affected  parts  3-4  times  daily 

Note: 

1 F-E-P  Creme  is  distributed  with  3 0%  lodochlorhydroxyquin 
for  use  when  antibacterial/antifungal  activity  is  desired 

2 F-E-P  Creme  (Plain)  is  the  regular  formulation,  but  without 
lodochlorhydroxyquin 

Both  of  these  preparations  contain  pramoxme  hydrochloride, 
which  has  topical  anesthetic  properties  Pramoxme  is  not  chem- 
ically related  to  benzoic  acid  or  amide  type  topical  anesthetics 
Patients  can  tolerate  pramoxme  although  they  may  be  sensitive  to 
other  "caine"  type  of  topical  or  local  anesthetics 
HOW  SUPPLIED 

F-E-P  Creme  H ounce  (15  gm)  tubes  NDC  0524-0026-51 
F E-P Creme  Plain  jounce  (15  gm) tubes  NDC  0524-0025-51 
Federal  law  prohibits  dispensing  without  a prescription 
July  1980 


SU-TON® 

DESCRIPTION 

Forty-five  milliliters  of  SU-TON  contain  the  following  ingredients 


Pentylenetetrazol  30  mg 

Niacin  30  mg 

Vitamin  B-1  10  mg 

Vitamin  B-2  3 mg 

Vitamin  B-6  ' m9 

Vitamin  B-12  3 meg 

Choline  '00  m9 

Inositol  30  mg 

Manganese  (as  Manganese  Sulfate)  1 mg 

Magnesium  (as  Magnesium  Sulfate)  2 mg 

Zinc  (as  Zinc  Sulfate)  1 mS 

Iron  (as  Ferric  Pyrophosphate,  Soluble)  22  mg 

Alcohol  '0% 

INDICATIONS  AND  USAGE 


SU  TON  contains  pentylenetetrazol  which  may  be  helpful  in  the 
older  patient  as  an  analeptic  agent  when  mental  confusion  and 
memory  defects  are  present  SU-TON  also  contains  vitamins, 
trace  minerals,  and  iron, -for  those  patients  who  may  benefit  by 
preventing  the  development  of  a deficiency 
CONTRAINDICATIONS 

Epilepsy,  convulsive  disorders  or  known  history  of  sensitivity  to 
any  of  the  listed  active  ingredients 

WARNINGS 

The  safety  of  this  preparation  during  pregnancy  and  lactation  has 
not  been  established  Use  of  this  drug  requires  that  the  physician 
evaluate  the  potential  benefits  of  the  drug  against  any  possible 
hazard  to  the  mother  and  child 


PRECAUTIONS 

Although  there  are  no  absolute  contraindications  to  pentyl- 
enetetrazol, it  should  be  used  with  caution  in  epileptic  patients 
or  those  known  to  have  a low  convulsive  threshold  or  a focal 
brain  lesion  Caution  should  be  exercised  when  treating  patients 
with  high  doses  of  SU-TON  who  have  heart  disease  While 
pentylenetetrazol  does  not  act  directly  on  the  myocardium,  the 
results  from  central  vagal  stimulation  could  cause  bradycardia 
ADVERSE  REACTIONS 

Pentylenetetrazol  in  high  doses  may  produce  toxic  symptoms 
typical  of  central  nervous  system  stimulants,  which  act  on  the 
higher  motor  centers  and  the  spinal  cord  Convulsions  resulting 
from  this  drug  are  spontaneous  and  are  not  induced  by  external 
stimuli  They  usually  last  for  several  minutes  and  are  followed  by 
profound  depression  and  respiratory  paralysis  Death  has  been 
reported  from  the  ingestion  of  10  grams  of  pentylenetetrazol 
DRUG  ABUSE 

Drug  dependence  has  not  been  reported  with  SU-TON 

OVERDOSAGE 

Signs  and  symptoms  of  acute  overdose  may  be  due  principally 
from  overstimulation  of  the  central  nervous  system  and  from 
excessive  vasodilatation  with  resulting  autonomic  nervous  sys- 
tem imbalance  The  symptoms  may  include  the  following 
vomiting,  agitation,  tremors,  hyperreflexia,  sweating,  confusion, 
hallucinations,  headache,  hyperpyrexia,  tachycardia  Treatment 
consists  of  appropriate  supportive  measures  If  signs  and  symp- 
toms are  not  too  severe  and  the  patient  is  conscious,  gastric 
evacuation  may  be  accomplished  by  induction  of  emesis  or 
gastric  lavage 

Intensive  care  must  be  provided  to  maintain  adequate  circulation 
and  respiratory  exchange 

DOSAGE  AND  ADMINISTRATION 

One  tablespoonful  (15  ml)  3 times  a day  2030  minutes  before 
meals  This  drug  is  not  for  use  in  children  under  12  years  of  age 

HOW  SUPPLIED 

Bottles  of  473  ml  (16  fl  oz)  NDC  0524-0015-16 

Federal  law  prohibits  dispensing  without  prescription 
February  1980 

TWIN-K® 

DESCRIPTION 

Each  15  milliliter  (one  tablespoonful)  supplies  20  mEq  of 
potassium  ions  as  a combination  of  potassium  gluconate  and 
potassium  citrate  in  a sorbitol  and  saccharin  solution 

INDICATIONS  AND  USAGE 

For  use  as  oral  potassium  therapy  in  the  prevention  or  treatment 
of  hypokalemia  which  may  occur  secondary  to  diuretic  or 
corticosteroid  administration  It  may  be  used  in  the  treatment  of 
cardiac  arrhythmias  due  to  digitalis  intoxication. 

CONTRAINDICATIONS 

Severe  renal  impairment  with  oliguria  or  azotemia,  untreated 
Addison's  disease,  adynamia  episodica  hereditaria,  acute  dehy- 
dration, heat  cramps  and  hyperkalemia  from  any  cause  This 
product  should  not  be  used  in  patients  receiving  aldosterone 
antagonists  or  triamterene 
WARNINGS 

TWIN-K  (potassium  gluconate  and  potassium  citrate)  is  a palatable 
form  of  oral  potassium  rep'acement  It  appears  that  little  if  any 
potassium  gluconate-citrate  penetrates  as  far  as  the  jejunum  or 
ileum  where  enteric  coated  potassium  chloride  lesions  have  been 
noted.  Excessive,  undiluted  doses  of  TWIN-K  may  cause  a saline 
laxative  effect. 

To  minimize  gastrointestinal  irritation,  it  is  recommended  that 
TWIN-K  be  taken  with  meals  or  diluted  with  water  or  fruit  juice 
A tablespoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic  More  than  a single  tablespoonful  should  not  be  taken 
without  prior  dilution 
PRECAUTIONS 

Potassium  is  a major  intracellular  cation  which  plays  a significant 
role  in  body  physiology  The  serum  level  of  potassium  is  normally 
3 8-5  0 mEq/liter  While  the  serum  or  plasma  level  is  a poor 
indicator  of  total  body  stores,  a plasma  or  serum  level  below 
3.5  mEq/liter  is  considered  to  be  indicative  of  hypokalemia 
The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine.  However,  hypokalemia  can  also  occur  with 
vomiting,  gastric  drainage  and  diarrhea 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements  With  normal  kidney  function, 
it  is  difficult  to  produce  potassium  intoxication  by  oral 
administration  However,  potassium  supplements  must  be  admin- 
istered with  caution  since,  usually,  the  exact  amount  of  the 
deficiency  is  not  accurately  known  Checks  on  the  patients 
clinical  status  and  periodic  EKG  and/or  serum  potassium  levels 
should  be  made  High  serum  potassium  levels  may  cause  death 
by  cardiac  depression,  arrhythmias  or  arrest 
In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions  TWIN-K  is  not  recom- 
mended for  use  in  these  patients 
ADVERSE  REACTIONS 

Symptoms  of  potassium  intoxication  include  paresthesias  of  the 
extremities,  flaccid  paralysis,  listlessness,  mental  confusion,  weak- 
ness and  heaviness  of  the  legs,  fall  in  blood  pressure,  cardiac 
arrhythmias  and  heart  block  Hyperkalemia  may  exhibit  the  follow- 
ing electrocardiographic  abnormalities  disappearance  of  the 
P wave,  widening  and  slurring  of  the  QRS  complex,  changes  of  the 
ST  segment  and  tall  peaked  T waves 

TWIN-K  taken  on  an  empty  stomach  in  undiluted  doses  larger  than 
30  ml  can  produce  gastric  irritation  with  nausea,  vomiting,  diarrhea, 
and  abdominal  discomfort 

OVERDOSAGE 

The  administration  of  oral  potassium  supplements  to  persons 
with  normal  kidney  function  rarely  causes  serious  hyperkalemia 
However,  if  the  renal  excretory  function  is  impaired,  potentially 
fatal  hyperkalemia  can  result  It  is  important  to  note  that  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by 
an  increased  serum  potassium  concentration  with  or  without 
EKG  changes  Treatment  measures  include 

1 Elimination  of  potassium  containing  drugs  or  foods 

2 Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10-20  units  of  crystalline  insulin 
per  1000  milliliters 

3 Correction  of  acidosis 

4 Use  of  exchange  resins  or  peritoneal  dialysis 


In  treating  hyperkalemia,  it  should  be  noted  that  patients  stabilized 
on  digitalis  can  develop  digitalis  toxicity  when  the  serum  potas-  J 

sium  concentration  is  changed  too  rapidly 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  is  one  tablespoonful  (15  ml)  in  6-8  fluid 
ounces  of  water  or  fruit  juice,  two  to  four  times  a day.  This  will 
supply  40  to  80  mEq  of  potassium  ions.  The  usual  preventative 
dose  of  potassium  is  20  mEq  per  day  while  therapeutic  doses 
range  from  30  mEq  to  100  mEq  per  day  Because  of  the  potential 
for  gastrointestinal  irritation,  undiluted  large  single  doses  (30  ml  or 
more)  of  TWIN-K  are  to  be  avoided 

Deviations  from  this  schedule  may  be  indicated,  since  no  average 
total  daily  dose  can  be  defined,  but  must  be  governed  by  close 
observation  for  clinical  effects  | 

HOW  SUPPLIED 

Bottles  of  1 pint  (16  fl  oz  ) NDC  0524-0021-16 

CAUTION 

Federal  law  prohibits  dispensing  without  prescription. 

July  1980 

TWIN-K-CP  I 

DESCRIPTION 

Each  15  ml  (one  tablespoonful)  supplies  15  mEq  of  potassium  I 

ions  and  4 mEq  of  chloride  ions  as  a combination  of  potassium  1 

gluconate,  potassium  citrate,  and  ammonium  chloride,  inasorbital  I 

and  saccharin  solution.  i- 

INDICATIONS 

For  use  as  oral  potassium  therapy  in  the  prevention  or  treatment 
of  hypokalemia  which  may  occur  secondary  to  diuretic  or 
corticosteroid  administration.  It  may  be  used  in  the  treatment  of 
cardiac  arrhythmias  due  to  digitalis  intoxication 
Potassium  and  chloride  are  usually  the  salts  of  choice  in  the  treat- 
ment of  hypokalemia  since  chloride  and  potassium  deficiencies 
are  likely  to  be  associated  with  each  other 
CONTRAINDICATIONS 

Severe  renal  impairment  with  oliguria  or  azotemia,  untreated 
Addison's  disease,  adynamia  episodica  hereditaria,  acute  dehy- 
dration, heat  cramps  and  hyperkalemia  from  any  cause  This 
product  should  not  be  used  in  patients  receiving  aldosterone 
antagonists  or  triamterene 
WARNINGS 

TWIN-K-CI  is  a palatable  form  of  oral  potassium  replacement. 
Excessive,  undiluted  doses  of  TWIN-K-CI  may  cause  a saline 
laxative  effect 

To  minimize  gastrointestinal  irritation,  it  is  recommended  that 
TWIN  K-G  be  taken  with  meals  or  diluted  with  water  or  fruit  juice. 

A tablespoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic  More  than  a single  tableSFXxanful  should  not  be  taken 
without  prior  dilution 
PRECAUTIONS 

Potassium  is  a major  intracellular  cation  which  plays  a significant 
role  in  body  physiology  The  serum  level  of  potassium  is  normally 
3.8-50  mEq/liter  While  the  serum  or  plasma  level  is  a poor 
indicator  of  total  body  stores,  a plasma  or  serum  level  below 
3 5 mEq/liter  is  considered  to  be  indicative  of  hypokalemia 
The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine  However,  hypokalemia  can  also  occur  with 
vomiting,  gastric  drainage  and  diarrhea 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements.  With  normal  kidney  function,  it  is 
difficult  to  produce  potassium  intoxication  by  oral  administration. 
However,  potassium  supplements  must  be  administered  with 
caution  since,  usually,  the  exact  amount  of  the  deficiency  is  not 
accurately  known  Checks  on  the  patient  s clinical  status  and 
periodic  EKG  and/or  serum  potassium  levels  should  be  made 
High  serum  potassium  levels  may  cause  death  by  cardiac  depres- 
sion, arrhythmias  or  arrest 

In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions  TWIN  K-CI  is  recom- 
mended for  use  in  these  patients 

ADVERSE  REACTIONS 

Symptoms  of  potassium  intoxication  include  paresthesias  of  the 
extremities,  flaccid  paralysis,  listlessness,  mental  confusion,  weak- 
ness and  heaviness  of  the  legs,  fall  in  blood  pressure,  cardiac 
arrhythmias  and  heart  block  Hyperkalemia  may  exhibit  the  follow- 
ing electrocardiograph  abnormalities-  disappearance  of  the  P 
wave,  widening  and  slurring  of  the  QRS  complex,  changes  of  the 
ST  segment  and  tall  peaked  T waves 

TWIN-K-CI  taken  on  an  empty  stomach  in  undiluted  doses  larger 
than  30  ml  can  produce  gastric  irritation  with  nausea,  vomiting, 
diarrhea  and  abdominal  discomfort 

OVERDOSAGE 

The  administration  of  oral  potassium  supplements  to  persons  with 
normal  kidney  function  rarely  causes  serious  hyperkalemia  How- 
ever, if  the  renal  excretory  function  is  impaired,  potentially  fatal 
hyperkalemia  can  result  It  is  important  to  note  that  hyperkalemia 
is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  with  or  without  EKG 
changes 

Treatment  measures  include; 

1 Elimination  of  potassium  containing  drugs  or  foods 

2 Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10-20  units  of  crystalline  insulin 
per  1000  milliliters 

3 Correction  of  acidosis 

4 Use  of  exchange  resins  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  noted  that  patients  stabilized 
on  digitalis  can  develop  digitalis  toxicity  when  the  serum  potas- 
sium concentration  is  changed  too  rapidly 
DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  is  one  tablespoonful  (15  ml)  in  6-8 
fluid  ounces  of  water  or  fruit  juice,  two  to  four  times  a day 
This  will  supply  30  to  60  mEq  of  potassium  ions  and  8 to  16  mEq 
of  chloride  ions  The  usual  preventative  dose  of  potassium  is 
20  mEq  per  day  while  therapeutic  doses  range  from  30  mEq 
to  100  mEq  per  day  Because  of  the  potential  for  gastrointestinal 
irritation,  undiluted  large  single  doses  (30  ml  or  more)  of 
TWIN-K-CI  are  to  be  avoided 

Deviations  from  this  schedule  may  be  indicated,  since  no  average 
total  daily  dose  can  be  defined,  but  must  be  governed  by  close 
observation  for  clinical  effects 
HOW  SUPPLIED  Bottles  of  1 pint  (16  fl  oz) 

NDC  0524-0022-16 


MANUFACTURED  & DISTRIBUTED  BY 

Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 

Pioneers  in  Medicine  For  the  Family 


More 

physicians 

are  coming  to 
MMFES 


because  MMFES  does 
more  for  physicians. 


The  active  and  involved  physician  has  to 
rely  on  comprehensive  insurance  pro- 
grams tailored  to  fit  the  day-to-day  special 
needs  of  his  profession. 

One  of  these  special  needs  is  mal- 
practice insurance.  MMFES  is  a non-profit 
Mississippi  Corporation  sponsored  by  the 
Mississippi  State  Medical  Association  and 


directed  by  Mississippi  physicians. 
MMFES  offers  comprehensive  coverage  on 
three  types  of  malpractice  insurance 
policies  and  it  11  probably  cost  you  less 
than  other  plans. 

Mike  Houpt  is  aware  of  your  special 
need.  Give  him  a call  toll  free  at  1- 
800-682-6415  or  944-0072. 


"The  people  to  see  for  Malpractice  Insurance 
MISSISSIPPI  MEDICAL  FRATERNAL  AND  EDUCATIONAL  SOCIETY 

735  Riverside  Dr.  • Box  4625  • Jackson,  Ms.  39216  • 944-0072 


FROM  DIETARY  COMPLAINTS 


I 


Now,  New  Age— a cheese  substitute  made  with 
vegetable  oil— provides  the  good  taste  of 
process  cheese  without  its  restrictively  high 
cholesterol  content. 

New  Age  has  90%  less  cholesterol,  75%  less 
saturated  fat,  yet  provides  all  the  protein, 
vitamins  and  minerals  of  process  cheese. . . 
good  news  for  all  health-conscious  patients! 


AMERICAN 
SWISS 
SMOKEY 
HOT  PEPPER 


“Only 

Cottage  Cheese?’ 


“Daddy’s 
Dull  Diet’ 


mm 


“Too  Bland”  “Tasteless” 

TO  COMPLIANCE 


“No  Variety” 


“Hard  To  Cook” 


. 


© 1980  Anderson,  Clayton  & Co  Complete  nutritional  information  is  available  from  Anderson  Cl 


/ JVe»/'JA^e  \ 

f is  consistent  with  ) 
the  cholesterol-control, 
low-fat  recommendations 
of  the  third  edition  of 

The  American 
V Heart  Association  J 
\.  Cookbook.  y 


INTRODUCING 

JVevrifae 

SANDWICH  SLICES 

• 90%  less  cholesterol 


•75%  less  saturated  fat 


"Health  Care"  Jackson,  MS  - Such  topics  as  health  care  costs,  physical 

On  the  Air  fitness,  abortion,  alcoholism,  childhood  diseases,  birth 

control,  eye  disorders,  kidney  stones,  and  high  blood 
pressure  are  among  subjects  which  will  be  discussed  during  upcoming  segments  of 
"Health  Care,"  the  Burroughs-Wellcome/MSMA-sponsored  radio  interview  shows.  Local 
physicians  are  featured  on  the  programs,  which  are  presented  each  Sunday  at 
9:20  p.m.  on  Jackson  radio  station  WSLI. 


Mental  Health  Task  Jackson,  MS  - During  the  recent  MSMA  Jail  Health  Care 

Force  Created  Project  workshop  on  mental  health  in  jails,  a task  force 

of  mental  health  practitioners  and  jail  representatives 
from  around  the  state  was  formed.  Their  goal  is  to  assess  problems  and  propose 
solutions  regarding  the  provision  of  adequate  mental  health  care  for  jail  in- 
mates. The  task  force  has  completed  an  initial  planning  proposal  and  is  cur- 
rently developing  a survey  instrument  for  data  collection. 


Dangerous  Street  Jackson,  MS  - A drug  developed  in  1972  in  a University 

Drug  Surfaces  of  Mississippi  laboratory  has  been  blamed  for  at  least 

12  deaths  in  California.  The  drug,  considered  80  times 
more  potent  than  morphine,  is  a methyl  analog  of  the  synthetic  painkiller  fenta- 
nyl.  The  drug  is  not  manufactured  by  pharmaceutical  companies,  but  apparently 
is  being  produced  illicitly  by  chemists  who  read  the  UM  professor’s  animal  test 
findings,  which  were  published  in  a scientific  journal  in  1973. 


SBH  Predicts  Jackson,  MS  - The  State  Board  of  Health's  Bureau  of 

Heavy  Flu  Season  Disease  Control  has  predicted  a heavier  than  usual  flu 

season.  First  estimates  that  some  15,000  Mississippians 
would  suffer  from  flu  have  been  revised,  and  now  it  is  expected  that  as  many  as 
25,000  cases  could  occur.  The  last  major  outbreak  of  flu  in  the  state  was  in 
1969.  The  State  Board  of  Health  has  urged  the  elderly  and  chronically  ill  to 
check  with  their  physicians  about  receiving  the  flu  vaccine. 


Parent  Education  Columbus,  MS  - To  combat  an  increasing  drug  problem  in 

Combats  Drugs  the  youth  of  this  area,  several  community  groups  con- 

ducted a Drug  Education  Week  last  October  which  focused 
on  parent  education  and  awareness.  Special  guest  was  Dr.  Thomas  Gleaton  of 
Atlanta,  who  discussed  drug  abuse  in  adolescents  during  a Town  Meeting  and 
described  the  success  of  a Parent  Peer  Group  which  he  formed  to  battle  a mari- 
juana scene  involving  70%  of  the  students  at  one  Atlanta  junior  high  school. 


When  painful  spasm 
is  the  presenting 
symptom . . . 
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. . . in  the  functional  bowel/irritable  bowel 
syndrome + 

be  sure  to  specify 


Bentyl 

(dicyclomine 
hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg./ml.  injectable 


T?/4 . IjO'DiyoestAz  a&  urttifov 

because: 


Bentyl  passes  these  tests  for  product  integrity. 


The  Bentyl  molecule  is  a product  of  original  Merrell  research. 


At  Merrell,  Bentyl  must  go  through  140  checkpoints/tests  from  its  synthesis 
through  the  packaging  of  the  final  product. 


Bentyl  bioavailability  of  tablets,  capsules,  syrup  and  injectable. 

The  bioequivalence  of  the  oral  dosage  forms  permits  a choice  of  tablets, 
capsules,  or  syrup  that  satisfies  patient’s  dosage  preferences. 

Pharmacologic  effect  in  the  distal  colon  compared  to  placebo™ 
shows  how  Bentyl  affects  abnormal  motor  activity 
in  the  irritable  colon  patient.t 


tThis  drug  has  been  classified  "probably”  effective  for  this  indication. 


tt  In  the  experiments  that  showed  significant  pharmacologic  effect,  the  dose  of  Bentyl  used  was 
50  mg.  I.M.,  which  is  higher  than  that  permitted  in  the  labeling.  This  dose  was  deemed  justified 
since  the  recommended  daily  dose  of  injectable  Bentyl  is  20  mg.  (2  ml.)  every  4 to  6 hours.  Thus, 
in  8 hours,  a patient  could  receive  a total  of  60  mg.  I.M.  and  at  that  time,  as  a result  of  the 
sustained  plasma  levels  from  the  20  mg.  injections  at  0 and  4 hours,  might  show  an  even  higher 
plasma  level  that  occurs  after  a single  50  mg.  I.M.  dose.  Presumably,  the  same  pharmacologic 
effect  would  follow.  These  observations  do  not  constitute  evidence  of  efficacy. 


Bentyl® 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences — National  Research  Council  and/or  other  infor- 
mation, FDA  has  classified  the  following  indications  as 
" probably ''  effective: 

For  the  treatment  of  functional  bowel/irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RELIEVED 
BY  VARYING  COMBINATIONS  OF  SEDATIVE,  REASSUR- 
ANCE, PHYSICIAN  INTEREST,  AMELIORATION  OF  EN- 
VIRONMENTAL FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal 
stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly  or  debili- 
tated patient;  unstable  cardiovascular  status  in  acute  hemorrhage; 
severe  ulcerative  colitis;  toxic  megacolon  complicating  ulcerative 
colitis;  myasthenia  gravis 

WARNINGS:  In  the  presence  of  a high  environmental  temperature, 
heat  prostration  can  occur  with  drug  use  (fever  and  heat  stroke  due 
to  decreased  sweating).  Diarrhea  may  be  an  early  symptom  of 
incomplete  intestinal  obstruction,  especially  in  patients  with  ileos- 
tomy or  colostomy.  In  this  instance  treatment  with  this  drug  would 
be  inappropriate  and  possibly  harmful.  Bentyl  may  produce  drow- 
siness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazardous 
work  while  taking  this  drug.  There  are  rare  reports  of  infants,  6 
weeks  of  age  ana  under,  administered  dicyclomine  hydrochloride 
syrup,  who  have  evidenced  respiratory  symptoms  (breathing  diffi- 
culty, shortness  of  breath,  breathlessness,  respiratory  collapse, 
apnea),  as  well  as  seizures,  syncope,  asphyxia,  pulse  rate  fluctua- 
tions, muscular  hypotonia,  and  coma  The  above  symptoms  have 
occurred  within  minutes  of  ingestion  and  lasted  20  to  30  minutes. 
The  timing  and  nature  of  the  reactions  suggest  that  they  were  a 
consequence  of  local  irritation  and/or  aspiration  rather  than  a direct 
pharmacologic  effect.  No  known  deaths  or  permanent  adverse 
effects  have  been  reported.  Bentyl  syrup  should  be  used  with 
caution  in  this  age  group 

PRECAUTIONS:  Although  studies  have  failed  to  demonstrate  ad- 
verse effects  of  dicyclomine  hydrochloride  in  glaucoma  or  in 
patients  with  prostatic  hypertrophy,  it  should  be  prescribed  with 
caution  in  patients  known  to  have  or  suspected  of  having  glaucoma 
or  prostatic  hypertrophy 
Use  with  caution  in  patients  with 
Autonomic  neuropathy.  Hepatic  or  renal  disease.  Ulcerative  coli- 
tis. Large  doses  may  suppress  intestinal  motility  to  the  point 
of  producing  a paralytic  ileus  and  the  use  of  this  drug  may 
precipitate  or  aggravate  the  serious  complication  of  toxic 
megacolon 

Hyperthyroidism,  coronary  heart  disease,  congestive  heart  fail- 
ure, cardiac  arrhythmias,  and  hypertension. 

Hiatal  hernia  associated  with  reflux  esophagitis  since  anti- 
cholinergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics/  antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness; 
insomnia;  nausea;  vomiting;  impotence;  suppression  of  lactation; 
constipation;  bloated  feeling,  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons,  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of  light- 
headedness and  occasionally  local  irritation 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  adjusted  to  indi- 
vidual patient's  needs 
Usual  Dosage 

Bentyl  10  mg  capsule  and  syrup  Adults  1 or  2 capsules  or  tea- 
spoonfuls syrup  three  or  four  times  daily  Children  1 capsule  or 
teaspoonful  syrup  three  or  four  times  daily  Infants  Vi  teaspoon- 
ful syrup  three  or  four  times  daily.  (Dilute  with  equal  volume 
of  water.) 

Bentyl  20  mg  Adults  1 tablet  three  or  four  times  daily. 

Bentyl  Injection  Adults  2 ml  (20  mg.)  every  four  to  six  hours 
intramuscularly  only. 

NOT  FOR  INTRAVENOUS  USE 

MANAGEMENT  OF  OVERDOSE:  The  signs  and  symptoms  of  over- 
dose are  headache,  nausea,  vomiting,  blurred  vision,  dilated 
pupils,  hot.  dry  skin,  dizziness,  dryness  of  the  mouth,  difficulty  in 
swallowing.  CNS  stimulation  Treatment  should  consist  of  gastric 
lavage,  emetics,  and  activated  charcoal.  Barbiturates  may  be  used 
either  orally  or  intramuscularly  for  sedation  but  they  should  not  be 
used  if  Bentyl  with  Phenobarbital  has  been  ingested  If  indicated, 
parenteral  cholinergic  agents  such  as  Urecholine*  (bethanecol 
chloride  USP)  should  be  used. 

Product  Information  as  of  July.  1980 


Injectable  dosage  forms  manufactured  by 
CONNAUGHT  LABORATORIES,  INC 
Swiftwater,  Pennsylvania  18370  or 
TAYLOR  PHARMACAL  COMPANY 
Decatur,  Illinois  62525  for 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 
Cincinnati.  Ohio  45215.  U S A 


Merrell 


0-6546  (Y115C)  M NQ  442 


Tupelo  Will  Host 
Hypertension  Seminar 

The  North  Mississippi  Medical  Center  is  sponsor- 
ing a seminar  on  hypertension  to  be  held  Feb.  18  at 
the  Ramada  Inn  Convention  Center  in  Tupelo. 

The  seminar  is  accredited  for  7 hours  Category  I 
Credit.  Registration  fee  is  $25.00. 

For  more  information,  contact  Dr.  Tom  Wool- 
dridge, seminar  coordinator,  at  North  Mississippi 
Medical  Center,  830  South  Gloster  St. , Tupelo,  MS 
38801. 


UMC  Adds  to  Faculty 

An  assistant  professor  and  an  instructor  have 
joined  the  School  of  Medicine  faculty  at  the  Uni- 
versity of  Mississippi  Medical  Center. 

Dr.  Ellie  T.  Sturgis  was  named  an  assistant  pro- 
fessor of  psychiatry  and  human  behavior  and  Dr. 
Chong  Hee  Park  was  named  an  instructor  in  anesthe- 
siology. 

UMC  Vice  Chancellor  Dr.  Norman  C.  Nelson 
announced  their  appointments  following  approval  by 
the  Board  of  Trustees,  State  Institutions  of  Higher 
Learning. 

Dr.  Sturgis  earned  the  B.A.  degree  at  Furman 
University  in  South  Carolina  and  the  M.S.  and  Ph.D. 
degrees  at  the  University  of  Georgia.  She  interned  at 
the  Medical  University  of  South  Carolina,  the  VA 
Hospital  in  Charleston,  SC,  and  at  Middlesex  Hos- 
pital Medical  School  in  London. 

Dr.  Park,  former  staff  physician  at  the  Medgar 
Evers  Health  Care  Center  in  Fayette,  holds  the  M.D. 
degree  from  Korea’s  Chonnam  National  Medical 
School.  He  took  residency  training  in  rehabilitation 
medicine  at  New  York  University  Medical  Center 
and  in  anesthesia  at  Beth  Israel  Medical  Center.  He 
interned  at  Mount  Vernon  Hospital. 


113th  Annual  Session 
April  26-30,  1981 
Biloxi  Hilton 

Mark  Your  Calendars  Now 
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Riverside. 


Mississippi’s  Unique  Psychiatric 
Hospital. 


Riverside  Hospital  is  unique  in 
Mississippi. 

As  a privately  owned  56-bed  short 
term  care  facility  for  treating  patients 
with  psychiatric  illness,  emotional 
problems,  or  substance  abuse,  it  is  the 
only  hospital  of  its  kind  in  the  state. 

Architecturally  designed  to  create 
an  attractive  open  environment, 
Riverside’s  “non-institutional” 
atmosphere  helps  prepare  the  patient 
for  specific  therapy,  healthy 
entertainment  and  physical  recreation. 

The  clinical  program  incorporates 
a wide  range  of  modern  psychiatric 
ideas.  Emphasis  is  placed  on 
interpersonal  relationships,  small 
group  functions,  and  professional 
individualized  care. 

The  Medical  Staff  includes  a 
large  number  of  physicians  in  private 
practice  in  the  Jackson  area.  All  are 
qualified  and  limit  their  practice  to 
psychiatry. 

Riverside  is  licensed  by  the 
Mississippi  Commission  on  Hospital 
Care,  and  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of 
Hospitals. 

Physicians  who  have  patients  that 
would  benefit  from  this  type  of 
treatment  approach  may  obtain  referral 
information  by  contacting  the 
Admitting  Office. 

Riverside 

Hospital 

P.O.  Box  4297,  Jackson,  MS  39216 

Telephone:  (601)939-9030 
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MULTIDISCIPLINARY 
MICROSURGERY 
AT  THE 
MARDIGRAS 

NEW  ORLEANS,  LOUISIANA 

AN  IN-DEPTH  CONFERENCE 
IN  MULTIDISCIPLINARY 
PROBLEM  SOLVING 
UTILIZING  MICROSURGICAL 
TECHNIQUE 


Seminar  I 

February  25  — March  2,  1981 
Seminar  II 

February  27  — March  2,  1981 
Mardi  Gras  Day 
March  3,  1981 
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Ultrastructure  of  an 
Undifferentiated  Neoplasm 


JILL  M.  WOODLIFF,  M.D. 

Jackson,  Mississippi 

A common  problem  confronting  pathologists  is  the 
classification  of  malignancies  which  are  undif- 
ferentiated or  very  poorly  differentiated  by  light  mi- 
croscopy. The  classification  of  tumors  is  becoming 
increasingly  important  as  therapeutic  protocols  be- 
come more  sophisticated.  Various  special  tech- 
niques, e.g.  immunochemistry  and  ultrastructural 
studies,  have  been  found  helpful  when  correlated 
with  the  clinical  setting  and  light  microscopic 
appearance.  This  article  will  show  how  electron  mic- 
roscopy was  helpful  in  elucidating  the  nature  of  such 
a neoplasm. 

Case  Report 

The  patient  is  a 56-year-old  white  male  who  com- 
plained of  a “knot”  in  the  calf  of  his  right  leg  that 
had  been  present  and  increasing  in  size  for  seven 
months.  Physical  examination  revealed  a 4 x 6 cm 
movable,  indurated  soft  tissue  mass  at  the  junction  of 
the  middle  third  and  distal  third  of  the  calf.  Right 
inguinal  lymphadenopathy  was  evident.  Excision  of 
the  mass  and  a right  inguinal  lymph  node  biopsy 
were  performed. 

The  tumor  involved  the  skeletal  muscle  and  sub- 
cutaneous tissue,  infiltrating  within  2 mm  of  the 
overlying  epithelium.  By  light  microscopy,  it  was 
composed  of  compact  sheets  of  large  monotonous 
cells,  approximately  15-20  microns  in  diameter.  The 
nuclear  to  cytoplasmic  ratio  was  high,  and  the  cyto- 
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plasm  was  scanty  due  to  the  compact  nature  of  the 
tumor  (see  Figures  1 and  2).  Nuclei  were  vesicular 


Figure  1 . This  paraffin  embedded  6 micron  hematoxy- 
lin and  eosin  section  shows  the  monotonous  nature  of  the 
tumor  (X  500  magnification). 
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Figure  2.  This  epoxy  resin  embedded  1 micron 
polychrome  section  of  the  same  tumor  reveals  consider- 
able cytologic  detail  and  clarity  (X  500  magnification). 


with  frequent  small  nucleoli.  Mitotic  figures  were 
numerous.  The  inguinal  lymph  node  showed  com- 
plete replacement  and  invasion  of  the  capsule  by  the 
same  tumor.  The  preliminary  diagnosis  was  malig- 
nant lymphoma,  histiocytic  type  (reticulum  cell  sar- 
coma). 

Selected  pieces  of  tumor  were  minced  in  1 mm 
cubes,  fixed  in  phosphate  buffered  formalin,  and 
then  washed  in  phosphate  buffer  (pH  7.2).  This  was 
followed  by  post-fixation  of  the  tissue  in  phosphate 
buffered  1%  osmium  tetroxide,  dehydration  in 
graded  concentrations  of  ethanol,  and  embedment  in 
epoxide  resin.  Ultra-thin  sections  were  cut  with  a 
diamond  knife,  stained  with  uranyl  acetate  and  lead 
citrate,  and  examined. 

The  distinguishing  feature  on  ultrastructural  stud- 
ies (see  Figure  3)  was  the  presence  of  bundles  of 
cytoplasmic  filaments  that  appeared  to  be  of  the 
myosin  “thick”  type  (1501 A in  diameter).  No  actin 
“thin”  filaments  (60-80  A in  diameter),  Z bands,  or 
striations  were  found.  Occasional  complex  cell  junc- 


Figure  3.  An  electron  micrograph  illustrates  a charac- 
teristic bundle  of  thick  filaments  (F)  and  several  complex 
cell  junctions  (arrows).  Nucleus  (N).  Golgi  complex  (G). 
(X  4,240  magnification). 


tions  were  found.  The  other  ultrastructural  features 
were  nonspecific  and  might  be  found  in  any  undif- 
ferentiated tumor. 

Discussion 

The  scantiness  of  cytoplasmic  organelles  by  elec- 
tron microscopy  confirmed  the  primitive  nature  of 
this  neoplasm.  However,  conspicuous  cytoplasmic 
filaments  are  characteristic  of  mesenchymal 
differentiation.1'  2 Cytoplasmic  filaments  are  of  di- 
agnostic value  only  if  a particular  configuration,  a 
relationship  to  other  structures  or  association  with 
other  celular  features  is  evident.  For  example, 
smooth  muscle  tumors  display  numerous  longitudi- 
nal cytoplasmic  actin  (thin)  filaments  with  electron 
dense  attachments  along  the  cell  membranes;  these 
filaments  are  associated  with  pinocytotic  vesicles 
beneath  the  cell  membrane.  Fibrous  tissue  tumors 
show  fine  microfilaments  randomly  dispersed 
throughout  the  cytoplasm.  In  skeletal  muscle 
tumors.  Morales  et  al  maintain  that  the  recognition  of 
cytoplasmic  filaments  as  the  myofilaments  of  rhab- 
domyoblasts  is  based  on  the  presence  of  both  thick 
and  thin  filaments  alternately  arranged.2  Abortive  Z 
bands  and  cross-striations  are  further  evidence  of 
derivation  from  striated  muscle.  In  this  case,  the 
presence  of  thick  filament  bundles  alone  is  therefore 
not  sufficiently  strong  evidence  for  the  diagnosis  of 
rhabdomyosarcoma,  although  the  clinical  presenta- 
tion of  a mass  of  an  extremity  is  suggestive. 

One  other  feature  that  is  more  supportive  of  a 
diagnosis  of  a mesenchymal  tumor  rather  than  lym- 
phoma is  the  presence  of  desmosomes  (complex  cell 
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junctions).3  Levine  and  Dorfman  in  their  ultra- 
structural  study  of  16  cases  of  nodular  lymphoma 
and  seven  cases  of  diffuse  lymphoma  described  com- 
plex cell  junctions  only  in  association  with  dendritic 
cells  of  the  germinal  centers  and  not  with  lymphoid 
cells.4  The  presence  of  complex  cell  junctions  is 
strong  evidence  against  the  diagnosis  of  a lympho- 
ma. 

In  conclusion,  the  ultrastructural  evidence  of  com- 
plex cell  junctions  and  bundles  of  thick  cytoplasmic 
filaments,  in  conjunction  with  the  clinical  presenta- 
tion of  a leg  mass,  was  interpreted  as  evidence  of 
mesenchymal  derivation  in  a malignancy  that  is  un- 
differentiated by  light  microscopy.  The  final  patho- 
logic diagnosis  was  malignant  mesenchymal  tumor 


with  some  features  of  a rhabdomyosarcoma.  The 

diagnosis  of  lymphoma  was  excluded.  ★ ★★ 

2500  North  State  Street  (39216) 
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Acquired  Tracheo-Esophageal  Fistula 
Resulting  From  Blunt  Trauma 

W.  WILSON  DEFORE,  JR.,  M.D.  and  RUSH  E.  NETTERVILLE,  M.D. 

Jackson,  Mississippi 


The  initial  reports  of  acquired  fistulization  be- 
tween the  tracheobronchial  tree  and  the  esophagus 
were  post  mortem,  the  majority  resulting  from  neo- 
plastic disease.  Rarely  has  the  instance  of  tracheo- 
esophageal fistula  resulting  from  blunt  trauma  to  the 
chest  been  described.  However,  fistulization  be- 
tween the  tracheo-bronchial  tree  and  the  esophagus 
is  well  known  as  a result  of  esophageal  carcinoma, 
mediastinal  infection,  radiation  therapy,  and  intuba- 
tion injuries.  The  trachea  and  esophagus  share  an 
intimate  anatomic  proximity  which  lends  itself  to  the 
pathologic  involvement  of  both  structures  with  in- 
jury. Symptoms  of  acquired  fistulization  with 
traumatic  injury  include  dysphagia  and  recurrent 
pulmonary  infection.  The  diagnosis  usually  can  be 
easily  established  by  the  ingestion  of  radiopaque 
contrast  media  and  supplemented  by  bronchoscopy 
and  esophagoscopy.  The  following  is  a case  report 
emphasizing  the  clinical  presentation,  diagnosis  and 
management  of  this  interesting  condition. 

Case  Report 

The  patient,  L.  B.,  a 33-year-old  black  male,  was 
admitted  to  the  hospital  following  a motor  vehicle 
accident  during  which  he  sustained  blunt  trauma  to 
the  chest. 

On  admission  he  complained  of  mild  chest  dis- 
comfort, but  had  experienced  no  dyspnea  or  hemop- 
tysis. Physical  examination  at  this  time  revealed 
scattered  basilar  rales  in  the  lungs.  The  chest  film 
showed  scattered  areas  of  atelectasis.  Approximate- 
ly five  days  later  he  experienced  hemoptysis  and 
difficulty  swallowing  liquids.  Physical  examination 
was  unchanged  at  this  time.  A chest  x-ray  showed  a 
mild  upper  lobe  atelectasis.  He  continued  to  experi- 
ence intermittent  coughing,  difficulty  in  swallowing 


Dr.  Defore  and  Dr.  Netterville  are  engaged  in  the  private  prac- 
tice of  surgery  in  Jackson,  MS. 


liquids,  and  production  of  a bloody  sputum  along 
with  a low-grade  temperature. 

An  esophagogram  revealed  a fistula  between  the 
esophagus  and  the  trachea  approximately  four  centi- 
meters above  the  level  of  the  carina.  Bronchoscopy 
and  esophagoscopy  confirmed  the  radiologic  find- 
ings. 

The  patient  was  taken  to  surgery  and  underwent  a 
right  thoracotomy.  A fistula  between  the  anterior 
wall  of  the  esophagus  communicating  with  the  pos- 
terior membranous  portion  of  the  trachea  four  centi- 
meters above  the  carina  was  discovered.  There  was 
considerable  inflammation,  fibrosis,  and  edema  of 
the  surrounding  tissues.  The  fistula  was  dissected 
from  the  surrounding  tissues,  isolated  and  divided, 
and  both  ends  oversewn  with  non-absorbable  su- 
tures. Postoperatively  the  patient  was  able  to  resume 
oral  alimentation  in  ten  days  and  experienced  no 
further  symptoms. 

Discussion 

Blunt  trauma  to  the  chest  is  an  unusual  cause  of 
acquired  fistulization  between  the  tracheobronchial 
tree  and  the  esophagus.  2-  3i  4 The  first  case  report 
of  an  esophageal  fistula  due  to  closed  chest  trauma  is 
attributed  to  Vinson  in  1 936. 5 

Various  etiologies  have  been  reported  as  the  pri- 
mary factor  in  traumatic  fistulization.  These  include 
fractures  of  the  first  rib,6  blast  injuries,7  and  steering 
wheel  trauma. * A review  of  the  pathophysiology 
associated  with  acquired  fistulization  reveals  that  the 
fistula  usually  presents  immediately  above  the 
tracheal  carina,  and  rarely  communicates  with  the 
right  or  left  main  stem  bronchus.  The  tear  is  usually 
linear  in  the  vertical  plane  of  the  esophagus  and 
trachea,  and  at  the  same  anatomic  level.  The  injury  is 
most  likely  secondary  to  a direct  compression  force 
of  the  trachea  and  esophagus  between  the  sternum 
and  vertebral  bodies.  The  membranous  portion  of  the 
trachea  is  torn  from  the  supporting  cartilagenous 
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framework  and  there  is  a concomitant  injury  to  the 
wall  of  the  esophagus. 

The  injury  is  most  frequent  in  the  young  male  and 
is  often  associated  with  severe  intrathoracic  injuries. 
Symptom^  usually  become  manifest  three  to  five 
days  following  injury,  and  at  this  time  there  often  is 
coughing,  hemoptysis  and  dysphagia,  especially 
with  the  ingestion  of  liquids.  The  delay  in  symp- 
tomatology is  due  to  the  interval  of  time  necessary 
for  the  ischemic  line  of  compression  to  develop  with 
subsequent  fistula  formation. 

Physical  examination  may  reveal  subcutaneous 
empysema  of  the  chest  wall  or  neck,  rales  and 
wheezes  in  the  lungs,  a mediastinal  crunch  sound, 
and  decreased  breath  sounds  secondary  to  an  associ- 
ated hemopneumothorax. 

The  diagnosis  can  be  easily  established  in  most 
cases  with  an  esophagogram.  As  with  most  sus- 
pected esophageal  perforations,  a water  soluble  con- 
trast media  is  preferred  over  barium  to  prevent  soil- 
age  of  the  mediastinum.  Bronchoscopy  and  esopha- 
goscopy  may  serve  as  ancillary  aids  to  confirm  the 
diagnosis  and  the  site  of  the  fistula.  Chest  films  may 
reveal  the  presence  of  subcutaneous  emphysema,  rib 
fractures,  atelectasis,  pneumonitis  or  a hemop- 
neumothorax. 

Surgical  closure  of  the  tracheo-esophageal  fistula 
should  be  performed  when  the  diagnosis  is  made  and 
the  patient's  condition  is  satisfactory.  Preoperative- 
ly,  accurate  fluid  and  electrolyte  balance,  as  well  as 
antibiotic  coverage  should  be  ascertained.  Poncetg 
established  the  feasibility  of  direct  surgical  repair  of 
a traumatic  tracheo-esophageal  fistula  in  1896.  A 
tracheoesophageal  fistula  above  the  clavicular  area 
can  usually  be  repaired  through  a cervical  approach. 
Intrathoracic  tracheo-esophageal  fistulae  are  man- 
aged through  a right  thoracotomy.  The  fistula  should 
be  identified,  isolated,  and  divided  with  suture  clo- 
sure of  the  tracheal  and  esophageal  defects  with 
nonabsorbable  suture.  Pleural  flaps  or  intercostal 
muscle  bundles  may  be  interposed  between  the 
tracheal  and  esophageal  repair  to  help  prevent  recur- 
rence. If  infection  is  present  in  the  mediastinal  area, 
an  esophageal  exclusion  and  diversion  procedure 
with  chest  drainage  as  proposed  by  Urschell1  must 
also  be  considered.  If  there  is  severe  associated  tho- 
racic trauma,  a tracheostomy  may  be  performed  for 


ventilatory  assistance  and  postoperative  pulmonary 
management.  Following  surgery,  antibiotic  therapy 
is  continued  along  with  nasogastric  suction  and  chest 
tube  drainage.  A repeat  of  the  esophagogram  is  per- 
formed on  the  seventh  to  tenth  postoperative  day, 
and  if  the  integrity  of  the  esophagus  is  intact,  oral 
alimentation  may  be  instituted. 

Summary 

Acquired  tracheo-esophageal  fistulization  due  to 
blunt  chest  trauma  is  a rare  condition.  The  fistula  is 
secondary  to  indirect  thoracic  trauma  with  ischemic 
compression  of  the  contiguous  walls  of  the  trachea 
and  the  esophagus,  usually  near  the  level  of  the 
carina.  The  fistula  usually  becomes  manifest  in  three 
to  five  days  following  injury,  with  episodes  of 
coughing,  hemoptysis,  and  dysphagia  from  swal- 
lowing liquids.  Endoscopy  and  radiopaque  contrast 
studies  of  the  esophagus  with  water  soluble  media 
are  indicated  at  this  time  and  are  usually  diagnostic. 
Once  the  diagnosis  is  established,  surgical  therapy 
should  be  undertaken  immediately  and  the  results 
should  produce  a permanent  cure.  ★★★ 

5 14- A East  Woodrow  Wilson  (39216) 
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works  well  in  your  office . . . 

NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base):  special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It’s  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started. 

• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 

• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN’  Ointment— for  the  office,  for  the  home. 

(polymyxin  B-bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base):  special  white 
petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  ex  tensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti 
biotics  concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching:  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long  term  use  of  neomycin 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica 
tion  Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara 
tions.  prolonged  use  may  result  in  overgrowth  of  non 
susceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs 
ADVERSE  REACTIONS:  Neomycin  is  a not  un 
common  cutaneous  sensitizer.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 

/ Burroughs  Wellcome  Co. 

'rA  / Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


AN  EXCEPTIONALLY  FAVORABLE 


You  can  expect 
rapid  relief  of  a 
broad  range  of 
symptoms 

With  Limbitrol,  patients  often 
improve  within  a week.  Not  only 
is  insomnia  relieved,  but  you  will 
often  see  early  relief  of  agitation, 
psychic  and  somatic  anxiety, 
anorexia  and  feelings  of  guilf 
or  worthlessness.  This  early 
response  encourages  patients 
to  stay  in  therapy. 


You  can  minimize 

phenothiazine 

drawbacks 

When  you  choose  Limbitrol  over 
a phenothiazine-containing 
product,  you  minimize  thejisk 
of  tardive  dyskinesia  - now 
associated  even  with  low  dose, 
short-term  phenothiazine 
therapy.1'2  You  also  reduce  the 
possibility  of  ofher  extrapyra- 
midal  side  effects,  which  occur 
in  approximately  30%  of  patients 
receiving  phenothiazines.3-5ln 
contrast,  the  reported  incidence 
of  these  disturbing  reactions  with 
Limbitrol  or  either  of  its  compo- 


nents alone  is  rare.  (For  a 
complete  list  of  side  effects 
reported  with  Limbitrol,  please 
consult  full  disclosure.) 
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Antipsychotic  medications  and  the  treatment  of 
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SAFETY/BENEFIT  RATIO 


What 

better  reason 
o choose 
Jmbitrol 
for  your 
patients  with 


moderate  depression  and  anxiety? 


tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Efficacy  without  a phenothiazine 


Please  see  summary  of  product  information  on  following  page. 


faur  guide  to  patient  management... 
when  you  decide  medication  is  needed 


LIMBITROL " TABLETS  Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Indications:  Relief  of  moderate  fo  severe  depression  associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  1 4 days  following  discontinuation  ot  MAO 
inhibitors  since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concom- 
itant use,  then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved 
Contraindicated  during  acute  recovery  phase  following  myocardial  infarction 
Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle-closure 
glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and 
anticholinergic-type  drugs.  Closely  supervise  cardiovascular  patients  (Arrhythmias,  sinus 
tachycardia  and  prolongation  of  conduction  time  reported  with  use  of  tricyclic  antidepressants, 
especially  high  doses  Myocardial  infarction  and  stroke  repoded  with  use  of  this  class  of  drugs  ) 
Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and 
against  hazardous  occupations  requiring  complete  mental  aledness  (e_g  , operating 
machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk  of  congenital  malformations  as  suggested 
in  several  studies.  Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychologicdl  dependence  to  chlordiazepoxide  have  been  reported  rarely, 
use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might 
increase  dosage,  withdrawal  symptoms  following  discontinuation  ot  either  component  alone 
have  been  repoded  (nausea,  headache  and  malaise  for  amitriptyline,  symptoms  | including 
convulsionsl  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients  or 
those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  function  Because  of 
the  possibility  ot  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in 
these  patients  Periodic  liver  function  tests  and  blood  counts  are  recommended  during 
prolonged  treatment  Amitriptyline  component  may  block  action  of  guanethidine  or  similar 
antihypedensives  Concomitant  use  with  other  psychotropic  drugs  has  not  been  evaluated 
sedative  effects 
may  be  additive 
Discontinue  sev- 
eral days  before 
surgery  Limit 
concomitant 
administration 
of  ECT  to  essen- 
tial treatment  See 
Warnings  for  pre- 
cautions about 
pregnancy 

Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended  in  children  under  12 
In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently 
occurring  reactions  include  vivid  dreams,  impotence,  tremor,  contusion  and  nasal  congestion 
Many  depressive  symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline  Granulocytopenia 
jaundice  and  hepatic  dysfunction  have  been  observed  rarely. 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  considera- 
tion because  they  have  been  repoded  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypedension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  head  block,  stroke 

Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomama  and  increased  or  decreased  libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities, 
extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic:  Disturbance  ot  accommodation,  paralytic  ileus,  urinary  retention,  dilatation 
of  urinary  tract 

Allergic:  Skin  rash,  udicaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosmophiha,  purpuro, 
thrombocytopenia 

Gastrointeslinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste, 
diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea 
and  minor  menstrual  irregularities  in  the  female  and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis, 
jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose.  Treatment 
is  symptomatic  and  supportive  I V administration  of  1 to  3 mg  physostigmine  salicylate  has 
been  repoded  to  reverse  the  symptoms  of  amitriptyline  poisoning  See  complete  product 
information  for  manifestation  and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smallest 
effective  dosage  when  satisfactory  response  is  obtained  Larger  podion  of  daily  dose  may  be 
taken  at  bedtime  Single  h_s  dose  may  suffice  for  some  patients  Lower  dosages  are 
recommended  for  the  elderly 

Limbitrol  10-25,  Initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  increased  up  to  six 
tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  5-12  5,  initial  dosage  of  three  to 
four  tablets  daily  in  divided  doses,  tor  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  White,  film-coaled  tablets,  each  containing  10  mg  chlordiazepoxide  and  25  mg 
amitriptyline  (as  the  hydrochloride  salt)  and  blue,  film-coated  tablets,  each  containing  5 mg 
chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt)  bottles  of  100  and 
500,  Tel-E-Dose®  packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25,  and 
in  boxes  containing  10  strips  ot  10,  Prescription  Paks  of  50 


How  to  initiate  and 
maintain  therapy 

Select  dosage  strength  appropriate  for  each  patient 

: ; Limbitrol  5-12  5 is  recommended  to  minimize  drows- 
iness and  for  elderly  patients 

□ Limbitrol  10-25  may  be  indicated  for  patients  who 
tolerate  medication  without  undue  side  effects 

Specify  daily  dosage  based  on  symptom  severity 

□ An  initial  dosage  of  three  tablets  is  recommended 

□ Dosage  may  be  increased  to  six  tablets  or  decreased 
to  two  tablets  daily  as  necessary 

□ Once  a satisfactory  response  is  obtained,  patients 
should  be  continued  on  the  smallest  dose  required  to 
maintain  the  desired  effect 

Utilize  dosage  options  to  best  accommodate  indi- 
vidual patient  needs 

□ T I D or  Q I D , familiar  regimens  most  suited  for 
patients  who  tolerate  medication  without  undue  drowsi- 
ness 

D Two  tablets  one  hour  before  bedtime  and  one  tablet 
midday  may  minimize  daytime  drowsiness  and  help 
relieve  a common  target  symptom  - insomnia 

□ Entire  dosage  h_s_  to  take  maximum  advantage  of 
the  sedative  effect 


How  to  make  each  patient  an 
informed  patient 

1 Discuss  with  patients  the  probability  that  they  will 
experience  drowsiness,  especially  during  the  first  week 

2 Reassure  your  patients  that  drowsiness  is  one  indica- 
tion that  the  medication  is  working  and  that  it  may  help 
alleviate  their  insomnia 

3 Encourage  patients  to  report  if  drowsiness  becomes 
troublesome  so  that,  if  necessary,  dosage  schedule  can 
be  adjusted 

4 Caution  patients  about  the  combined  effects  with 
alcohol  or  other  CNS  depressants  Let  them  know  that 
the  additive  effects  may  produce  a harmful  level  of  seda- 
tion and  CNS  depression 

5 Caution  patients  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery  or  driv- 
ing a car 

6 Warn  pregnant  patients  and  patients  of  childbearing 
age  that  the  safety  of  Limbitrol  in  pregnancy  has  not  yet 
been  established 

Please  see  complete  product  disclosure  for  other  pertinent  information. 

Limbitrol  should  not  be  used  under  the 
following  circumstances: 

1 Hypersensitivity  to  benzodiazepines 
or  tricyclic  antidepressants. 

2.  Concomitantly  with  an  MAO 
inhibitor.  To  replace  an  MAO  in- 
hibitor with  Limbitrol,  discontinue 
MAO  inhibitor  for  a minimum  of  14 
days  before  cautiously  initiating 
Limbitrol  therapy. 

3 During  the  acute  recovery 
phase  following  myocardial 
infarction 
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Radiologic  Seminar  CCXI: 
CT  in  Tail  of  Pancreas 
Pseudotumor  Evaluation 

PHILIP  E.  CRANSTON,  M.D. 

Jackson,  Mississippi 


Pseudotumor  means  phantom  tumor,  and  radiolo- 
gists have  used  this  term  for  years  to  describe  densi- 
ties on  images  appearing  to  represent  abnormal  mass 
lesions.  These  “tumors”  turn  out  to  be  normal  struc- 
tures, anatomical  variants,  or  abnormalities  other 
than  tumor  change.  Pseudotumor  cerebri  refers  to 
symptoms  and  physiological  change  suggesting  an 
intra-cranial  tumor.  There  is  an  inflammatory  retro- 
orbital  mass  lesion  of  unknown  etiology  called  orbit- 
al pseudotumor.  The  Frimann-Dahl  pseudotumor 
was  described  for  closed  loop  bowel  obstruction 
appearing  as  a mass  on  conventional  abdomen  x- 
rays.  On  pyelograms,  radiologists  almost  daily  see 
so-called  normal  variant  “pseudotumors  of  the  kid- 
neys.” 

A notorious  area  for  pseudotumor  change  on  con- 
ventional abdomen  x-rays  is  the  left  upper  quadrant, 
where  the  tail  of  the  pancreas  lies.  The  fundus  of  the 
stomach  and  accessory  spleens  may  look  like  masses 
at  the  pancreatic  tail.  On  regular  abdominal  x-ray 
films,  bowel  loops  are  not  known  for  pseudotumor 
change  at  the  left  upper  quadrant;  however,  after 
splenectomy  the  patient’s  bowel  loops  can  drop  into 
the  splenic  bed  and  resemble  abnormal  mass  effects, 
producing  confusion,  particularly  at  the  time  of 
ultrasound  examination. 1 This  case  is  an  example  of 
pseudotumor  at  the  tail  of  the  pancreas  produced  by 
small  bowel  loops  at  the  time  of  ultrasound  examina- 
tion in  a non-splenectomized  patient. 

Case  Report 

This  was  the  first  University  Medical  Center 
admission  for  this  46-year-old  white  female  with 
aortic  valve  disease  and  increasing  congestive  heart 
failure.  There  was  a history  of  alcohol  abuse,  and  the 
patient  was  diabetic.  She  was  experiencing  right 
upper  quadrant  pain  and  her  alkaline  phosphatase 
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was  elevated.  A gallbladder  series  examination  dem- 
onstrated gallstones.  The  ultrasound  examination 
demonstrated  a distended  gallbladder  with  no  stones 
noted,  prominent  hepatic  veins,  and  possible  neo- 
plasm at  the  tail  of  the  pancreas  with  possible  pres- 
sure effect  on  the  adjacent  left  kidney  (see  Figure  1 ). 
The  non-contrast  CT  scan  showed  a small  pancreas 
with  calcifications  indicating  chronic  pancreatitis 
(see  Figure  2).  Gallstone  formation  was  noted.  No 
mass  was  present  in  the  tail  of  the  pancreas,  and  it 
was  felt  that  the  demonstrated  contrast-filled  loops  of 
small  bowel  projecting  next  to  the  left  kidney  pro- 
duced the  pseudotumor  change  at  the  tail  of  the 
pancreas  (see  Figure  3).  The  patient  expired  at  car- 
diac surgery,  and  CT  findings  were  confirmed  at 
autopsy.  Gallstones  were  found  and  the  pancreas 
showed  marked  atrophy,  fibrosis,  and  severe  pan- 
creatitis. Multiple  small  stones  were  noted  in  the 
pancreatic  ducts  and  no  mass  lesion  was  found  in  the 
pancreas. 


Figure  1 . Ultrasound  showing  possible  neoplasm  at  the 
tail  of  the  pancreas  with  possible  pressure  effect  on  the 
adjacent  left  kidney  (k).  The  pseudotumor  is  indicated  by 
the  open  arrow. 
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PSEUDOTUMOR  / Cranston 


Figure  2.  CT  demonstrating  chronic  pancreatitis.  The 
poorly  defined  pancreas  is  atrophied  and  projects  be- 
tween the  duodenum  (D)  and  small  bowel  (SB).  Two 
calcific  foci  are  noted  at  the  head  area.  No  mass  is 
demonstrated  at  the  tail.  Aorta  (A).  Inferior  vena  cava 
(C). 


Figure  3 . Small  bowel  loops  filled  with  contrast  media 
here  had  projected  next  to  the  kidney  and  produced  the 
pseudotumor  change  (PS)  at  the  tail  of  the  pancreas 
region  noted  on  ultrasound.  Kidney  (K). 


Discussion 

CT  is  now  recognized  as  an  excellent  modality  for 
the  evaluation  of  pancreatic  disease.2-  3 Ultrasound, 
which  is  less  expensive,  can  provide  a definitive 
answer  in  many  cases  of  pancreatic  pathology.2  In 
particular  circumstances,  ultrasound  has  definite 
limitations.  Gas  can  cause  considerable  interference 
and  evaluation  may  be  incomplete  or  totally 
inadequate.4  Gas  is  only  a minor  problem  in  CT 
scanning,  and  the  pancreas  is  almost  always  seen  in 
its  entirety.3  There  is  specific  difficulty  in  evaluating 
the  tail  of  the  pancreas  with  ultrasound,  and  it  is 
generally  felt  that  CT  can  evaluate  this  aspect  of  the 
pancreas  better.6 

In  both  ultrasound  and  CT  scanning,  loops  of 
bowel  can  simulate  abnormal  masses.1,  2’  3 With 
CT,  oral  contrast  medium  is  routinely  given  to  pre- 
vent this  problem,  and  bowel  loops  can  be  identified 
as  such.7  This  case  demonstrates  the  necessity  of 
using  ultrasound  and  CT  body  scanning  in  a com- 
plementary fashion.2,  3 ★★★ 

2500  North  State  Street  (39216) 
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Call  or  write  if  you  have  not  received  a census  form 
Division  of  Survey  & Data  Resources 
Medical  Association 
North  Dearborn  Street 
Illinois  60610 
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MAKE  YOUR  MARK 
AND  BE  COUNTED.. 

If  you  haven’t  already,  now  is  the  time  to  complete  the  1981 
Census  of  Physicians’  Professional  Activities. 

Doing  so  will  assure: 

• that  your  official  record  is  updated 

• that  you  are  accurately  represented  in  the  28th  Edition  of 
the  American  Medical  Directory 

• that  you  continue  to  receive  the  educational  and  scientific 
materials  relevant  to  your  professional  interests 
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The  President  Speaking 


Come  to  the  Coast! 


PAUL  H.  MOORE,  M.D. 
Pascagoula,  Mississippi 


The  Mississippi  Gulf  Coast  may  not  be  the  garden  spot  of  the 
world,  but  for  us  who  live  here,  it  is  pretty  great.  There  are  many 
reasons  I could  give  why  you  should  visit  the  Coast,  but  the  one 
that  I would  like  to  emphasize  at  the  present  time  is  the  113th 
Annual  Session  of  the  MSMA,  which  will  be  at  the  Biloxi  Hilton 
April  26-30.  You  should  note  that  this  is  slightly  earlier  than  in 
previous  years. 

The  Annual  Meeting  on  the  Coast  has  always  been  important  to 
me,  but  as  your  President,  it  has  added  interest  to  me  for  the 
coming  session.  All  of  us  like  to  feed  our  ego,  so  needless  to  say,  a 
large  turnout  would  give  me  bragging  rights.  I thought  I may  as 
well  mention  this,  for  I know  some  of  my  “real  buddies"  would 
remind  me  of  my  motive. 

This  should  be  an  ideal  time  for  a visit  to  the  Coast.  You  owe  a 
week  of  fun,  frolic,  politics,  and  education  to  yourself  and  family. 
After  all,  you  will  have  just  completed  a hard  winter's  work.  If  you 
have  never  attended  an  Annual  Session,  I would  doubly  urge  you 
to  attend.  See  for  yourself  firsthand  the  workings  of  your  state 
organization.  Attend  the  Reference  Committee  meetings  and  put  in 
your  two  dollars'  worth  (inflation).  You  do  not  have  to  be  a 
delegate  to  do  this.  You  may  even  get  permission  on  the  floor  of  the 
House  of  Delegates  to  express  your  views  there. 

What  an  ideal  time  to  see  those  ole  classmates  that  you  could 
hardly  endure  and  wondered  how  they  got  in  Med  School  — much 
less  out!  Call  them  now  and  set  up  an  evening  of  entertainment,  a 
tennis  match,  or  golf  foursome.  As  we  all  have  a common  goal  and 
belong  to  the  same  organization,  we  might  learn  to  respect  them, 
even  if  we  do  not  care  to  take  a cruise  together. 

As  you  can  see,  there  are  many  reasons  why  you  should  mark 
your  calendar,  arrange  coverage,  and  make  reservations  for  a 
week’s  vacation  on  the  beautiful  Mississippi  Gulf  Coast.  You  will 
be  glad  you  did,  and  the  MSMA  will  be  one  year  older  and  a lot 
stronger  as  a result  of  your  participation. 

RUSH!  RUSH!  RUSH!  Don't  be  a tail  dragger.  If  you  are  not 
careful,  golf,  tennis,  entertainment,  and  hotel  reservations  will  be 
depleted  before  your  executive  secretary  can  make  all  the  arrange- 
ments. See  you  in  Biloxi. 
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Editors  Encourage  Comments, 

Solicit  Scientific  Articles 

Your  Publications  Committee  and  editorial  staff 
of  the  Journal  of  the  Mississippi  State  Medical 
Association  are  committed  to  publishing  a quality 
journal  which  meets  the  needs  of  the  membership. 
Meeting  these  goals,  with  increasing  inflation  and 
decreasing  numbers  of  papers  submitted  for  publica- 
tion, is  challenging.  We  are,  however,  committed  to 
continue  giving  you  a quality  publication  and  not 
follow  in  the  steps  of  several  other  state  journals  and 
discontinue  the  publication  of  scientific  papers, 
offering  only  editorial  comments,  personals,  asso- 
ciation business,  and  similar  items.  This  is  being 
done  by  an  increasing  number  of  state  journals  be- 
cause of  the  difficulty  in  securing  quality  papers  of 
interest  to  their  membership. 

To  assist  us  in  our  efforts,  we  encourage  com- 
ments regarding  your  journal  and  solicit  from  the 
membership  scientific  material  of  interest  to  a large 
portion  of  our  readers.  While  not  wanting  to  become 
specialty  oriented,  articles  relating  to  a specialty,  but 
of  general  interest,  are  of  value. 

In  keeping  with  these  goals,  we  will  begin  pub- 
lishing on  an  intermittent  basis  the  Obstetrics  and 
Gynecology  Grand  Rounds  from  the  University 
Medical  Center.  Hopefully,  this  publication  will  be 
of  sufficient  interest  to  our  readers  to  warrant  its 
continuation  and  will  possibly  encourage  submis- 
sion of  similar  material  from  other  sources. 

Myron  W.  Lockey,  M.D. 

Associate  Editor 

GUEST  EDITORIAL 
A Different  View 

(Ed.  Note:  The  following  article  is  reprinted  from 
the  Lake  City  (SC)  News  and  Post.  The  author  is 
freelance  writer  Jack  Gable,  nephew  of  former 
MSMA  president  Gerald  Gable.) 


I witnessed  a sort  of  miracle  the  other  night.  Well, 
it  may  not  have  been  a miracle,  but  it  was  something 
special.  It  involved  the  saving  of  a life. 

I happened  to  be  at  a Charleston  hospital  when  a 
man  was  dying.  It  was  obvious.  His  gasps  for  breath 
were  so  loud  that  they  could  be  heard  over  the  entire 
hospital  floor.  The  scene  was  tragic. 

Five  nurses  and  a doctor  struggled  to  keep  a pa- 
tient alive  in  what  seemed  like  a vain  attempt  to  get 
the  man  to  the  intensive  care  unit.  The  only  voice 
which  could  be  heard  over  the  patient’s  breathing 
was  that  of  the  doctor  who  gve  instructions  and 
called  for  equipment.  The  nurses  moved  quickly  and 
silently.  Passers-by  hesitated  only  momentarily,  and 
then  hurried  along.  They  knew  death  hovered  there. 

The  patient’s  breathing  stopped  again  and  again, 
but  again  and  again  it  was  restarted  with  respiratory 
devices.  The  sorrow  in  the  doctor's  eyes  told  the 
story.  His  patient  was  slipping  away. 

The  family  stood  nearby  and  sobbed  silently.  The 
world  was  surreal  for  them. 

But,  some  thirty  feet  away,  there  stood  a man.  He 
was  fairly  ordinary  looking  man  but,  as  fate  would 
have  it,  the  life  of  the  patient  would  pivot  on  him, 
and  him  alone.  He  seemed  to  be  nonchalantly  scan- 
ning some  files  at  the  nurses  station,  only  glancing 
up  at  the  tragedy  occasionally.  His  apparent  blase 
attitude  was  a false  impression. 

The  doctor  who  worked  over  the  patient  knew-  that 
he  was  over  his  head.  He  was  involved  in  a family 
practice  and  the  problems  he  faced  now  were  of  a 
highly  specialized  nature.  He  could  not  save  the 
man,  and  he  knew  it.  And  so  his  eyes  looked  up, 
searching;  searching  for  that  one  chance  in  a million 
that  someone  would  be  there  at  that  moment  who 
could  do  what  he  could  not.  The  man  was  there, 
standing  at  the  desk.  The  call  went  out. 

The  man  at  the  desk  moved  quickly  and  profes- 
sionally. There,  in  the  hallway  of  the  hospital,  he 
established  an  alternate,  substitute  airway  for  the 
patient,  and  accompanied  the  patient  to  the  intensive 
care  unit  of  the  hospital.  And  just  as  suddenly  as  he 
appeared,  he  disappeared  into  the  night,  without 
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waiting  for  the  thanks  of  the  accolades  which  were  to 
be  his. 

Later  it  was  discovered  that  the  man’s  name  was 
Dr.  Frank  Schabel,  an  anesthesiologist.  He  was  a 
doctor  specialized  in  keeping  people  in  critical  con- 
dition alive.  He  confided  in  a nurse  that  he  had 
finished  his  work  at  the  hospital  but  that  he  “hung 
around”  because  “I  knew  they'd  need  me.”  Such 
men  are  so  rare  in  the  “ME”  generation. 

Another  question  which  always  arises  in  our  often 
cynical  generation  concerns  cost.  “What  did  he 
charge?”  we  ask.  The  answer  is  nothing  — nothing 
at  all.  If  there  are  really  stars  placed  in  heavenly 
crowns,  Dr.  Schabel  has  one  heck  of  a shiner. 

Medico-Legal  Brief 

Hospital  Liable  For 
Granting  Physician  Privileges 

A hospital  was  liable  for  negligence  in  granting 
orthopedic  privileges  to  a physician,  a Wisconsin 
appellate  court  ruled. 

The  physician  operated  on  a 17-year-old  patient 
on  July  1 1 , 1975,  to  remove  a pin  fragment  from  the 
patient’s  right  hip.  During  the  operation  the  patient’s 
right  femoral  artery  and  nerve  were  severed.  The 
injury  caused  permanent  paralysis  of  his  right  thigh 
muscles,  with  resultant  atrophy,  weakness  and  loss 
of  function.  He  filed  suit  against  the  operating  physi- 
cian and  the  hospital.  Prior  to  trial,  he  settled  the 
action  against  the  physician  for  $140,000. 

The  trial  proceeded  and  the  jury  found  the  physi- 
cian negligent  and  attributed  20  per  cent  of  the  negli- 
gence causing  the  patient’s  injury  to  him.  The  jury 
also  found  the  hospital  negligent  in  granting  the 
physician  staff  privileges  and  apportioned  80  per 
cent  of  the  causal  negligence  to  the  hospital.  Dam- 
ages were  awarded  in  the  sum  of  $315,000  for  per- 


sonal injuries,  past  and  future,  and  $90,000  for  im- 
pairment of  earning  capacity,  past  and  future. 

Affirming  the  decision,  the  appellate  court  said 
that  the  hospital  did  not  adhere  to  its  own  procedures 
for  approving  the  credentials  of  staff  applicants.  On 
the  physician's  application  for  staff  privileges  the 
physician  indicated  that  he  was  on  the  active  staff  of 
another  hospital  with  full  orthopedic  privileges  and 
held  consultant  privileges  at  two  other  hospitals.  He 
also  stated  that  his  privileges  had  never  been  sus- 
pended, diminished,  revoked  or  not  renewed  at  any 
hospital.  He  also  failed  to  answer  any  questions 
about  malpractice  liability. 

Contrary  to  his  statements  on  the  application,  the 
physician’s  privileges  had  been  curtailed  and  severe- 
ly restricted.  There  was  also  no  evidence  that  he  had 
ever  been  associated  with  two  of  the  hospitals  he 
mentioned  in  his  application.  Nevertheless,  he  was 
granted  staff  privileges  and  later  elected  chief  of  the 
medical  staff. 

The  appellate  court  said  that  the  evidence  sup- 
ported the  jury’s  apportionment  of  negligence  and 
award  of  damages.  The  patient’s  occupational 
opportunities  were  severely  restricted  by  his  injuries, 
the  court  noted.  — Johnson  v.  Misericordia  Com- 
munity Hospital,  294N.W.2d501  (Wis.Ct.  of  App., 
May  12,  1980) 

CME  Workshop  Planned 

MSMA  and  the  Louisiana  Medical  Society  will 
co-sponsor  a “How  to  Do  It”  workshop  for  CME 
directors,  coordinators  and  hospital  administrators 
on  Feb.  21-22  at  the  Broadwater  Beach  Hotel  in 
Biloxi.  Local  and  national  speakers  will  conduct  the 
workshop.  Registration  materials  have  been  mailed 
to  all  Mississippi  hospitals.  For  further  information 
contact  MSMA  headquarters,  P.O.  Box  5229,  Jack- 
son,  MS  39216;  telephone  800-354-5433. 
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Council  Announces  First  Annual 
James  Grant  Thompson  Memorial  Lecturer 


Gerald  Weissmann,  M.D.,  professor  of  medicine 
at  New  York  University  School  of  Medicine,  will 
deliver  the  First  Annual  James  Grant  Thompson 
Memorial  Lecture  during  MSMA’s  113th  Annual 
Session  in  Biloxi. 

Dr.  Weissmann  will  present  a paper  on  “Prosta- 
glandins in  Acute  Inflammation”  during  the  scien- 
tific session  of  the  Section  on  Family  Practice, 
Wednesday,  April  29. 

“We  are  pleased  that  Dr.  Weissmann  has 
accepted  the  invitation  to  deliver  the  first  Thompson 
Memorial  Lecture,”  said  Dr.  J.  Elmer  Nix  of  Jack- 
son,  chairman  of  the  Council  on  Scientific  Assem- 
bly, which  is  charged  with  planning  the  Annual 
Session.  “The  lecture  will  be  presented  each  year 
during  Annual  Session  and  will  rotate  among  the 
Sections  on  Family  Practice,  Medicine  and  Sur- 
gery,” he  explained. 

The  family  of  Dr.  James  Grant  Thompson  estab- 
lished the  memorial  lectureship  in  honor  of  Dr. 
Thompson  — civic  leader,  pioneer  in  the  field  of 
dermatology,  and  former  president  of  the  Mississip- 
pi State  Medical  Association. 

“The  Mississippi  State  Medical  Association 
appreciates  the  Thompson  family’s  continuing  in- 
terest in  association  activities  as  evidenced  by  their 
sponsoring  this  lectureship,”  said  Dr.  Sidney  O. 
Graves  of  Natchez,  chairman  of  the  Board  of  Trus- 
tees. “The  Thompson  lecturers  will  be  chosen  based 
on  their  contributions  to  medical  science  which  have 
benefitted  the  public  and  brought  acclaim  from  pro- 
fessional colleagues  and  will  undoubtedly  make  an 
outstanding  contribution  to  the  association’s  pro- 
gram of  scientific  education.” 

Dr.  Weissmann  received  his  B.A.  degree  with 
Honors  from  Columbia  College  and  his  M . D . degree 
from  New  York  University  College  of  Medicine  in 
1954.  He  interned  at  Mount  Sinai  Hospital  of  New 
York  and  served  residencies  in  medicine  at  Mount 
Sinai  Hospital  and  Bellvue  Hospital.  He  has  been  on 
the  faculty  of  New  York  University  School  of  Medi- 
cine since  1959  and  has  been  director  of  the  Depart- 
ment of  Medicine’s  Division  of  Rheumatology  since 
1973. 


Dr.  Weissmann  holds  membership  in  numerous 
professional  societies  and  serves  on  the  editorial 
boards  of  Inflammation , Advances  in  Prostglandin 
and  Thromboxane  Research,  Clinical  Immunology 
and  Immunopathology , American  Journal  of  Medi- 
cine, Age,  Tissue  Reactions,  and  Infectious  Dis- 
eases. 

In  1980  Dr.  Weissmann  received  the  Solomon  A. 
Berson  Medical  Alumni  Achievement  Award  in  the 
Clinical  Sciences.  Other  honors  include:  the  Lila 
Gruber  Cancer  Research  Award  (with  Emil  Frei.  Jr.) 
in  1979;  the  University  of  Bologna  Medal  in  1978; 
the  Marine  Biological  Laboratory  Award  for  best 
paper  of  the  year  in  1974  and  1979;  the  Alessandro 
Robecchi  Prize  for  Rheumatology,  Aix-les-Baines, 
in  1972;  and  a Guggenheim  Fellowship  in  1973. 

He  has  authored  or  co-authored  some  140  scien- 


Gerald  Weissmann,  M.D.  will  deliver  the  First 
Annual  James  Grant  Thompson  Memorial  Lecture  during 
MSMA’s  1 1 3th  Annual  Session. 


FEBRUARY  1981 


35 


tific  reports  and  some  120  reviews,  chapters,  films 
and  essays.  Eight  books  bear  his  name  as  editor. 

Following  the  lecture.  Dr.  Weissmann  will  par- 
ticipate in  a panel  discussion  with  other  speakers 
scheduled  for  the  Section  on  Family  Practice  scien- 
tific program,  according  to  Dr.  Frank  W.  Bowen  of 
Carthage,  section  chairman.  Other  speakers  are: 
Dale  E.  Hammerschmidt.  M.D..  of  Minneapolis, 
assistant  professor  of  medicine  at  the  University  of 
Minnesota  Hospital,  who  will  present  a paper  on 
“Immune  Bases  of  Atherosclerosis,  Shock  Fung, 
and  Other  Disorders”;  Alan  M.  Defer,  Ph.D.,  of 
Philadelphia,  PA,  professor  and  chairman  of  the 
Department  of  Physiology  at  Jefferson  Medical  Col- 
lege, who  will  present  “Cardiovascular  Actions  of 
the  Prostaglandins  in  the  Treatment  of  Shock”;  and 
William  S.  Nicholas,  M.D.,  of  Jackson,  associate 
professor  of  medicine  at  University  of  Mississippi 
Medical  Center,  who  will  present  “Management  of 
the  Insulin  Dependent  Diabetic  Patient”  and  “Man- 
agement of  the  Insulin  Independent  Patient.” 

Three  “Meet  the  Professor”  breakfasts  featuring 
Drs.  Nicholas,  Hammerschmidt  and  Defer  will  pre- 
cede the  Thompson  Fecture. 


Dr.  David  Guyton  Presents 
Annual  Strabismus  Course 


Dr.  David  L.  Guyton,  left,  assistant  professor  of 
ophthalmology  at  Johns  Hopkins  University  School  of 
Medicine,  presented  the  third  annual  course  on  strabis- 
mus at  the  University  of  Mississippi  Medical  Center. 
Course  coordinator  was  Dr.  R.  E.  Valenzuela,  UMC 
professor  of  surgery'  < ophthalmology ).  The  Jackson  Cen- 
tral Lions  Club  sponsored  the  continuing  education  offer- 
ing for  physicians  with  the  UMC  Department  of  Surgery 
(Division  of  Ophthalmology)  and  the  UMC  Division  of 
Continuing  Health  Professional  Education.  Dr.  Guyton  is 
the  son  of  Dr.  Arthur  C . Guyton,  chairman  of  the  UMC 
Department  of  Physiology  and  Biophysics. 


Board  Adopts  1981  Budget, 

Studies  New  MSMA  Projects 

MSMA’s  Board  of  Trustees  held  its  regular  fall 
meeting  in  Jackson  on  December  18  and  considered 
a lengthy  agenda  which  included  the  association’s 
1981  budget. 

The  Board  adopted  a budget  of  $1,039,960  for 
association  operations  during  1981  to  include  pro- 
jected AMA  dues  transmittals  totaling  $337,500. 
The  association  was  expected  to  show  a plus  balance 
in  operations  for  both  1980  and  1981 , thus  prevent- 
ing a dues  increase  in  spite  of  a projected  inflation 
rate  over  the  two  year  period  of  some  24  percent. 
The  budget  report  also  indicated  a continued  in- 
crease in  membership  and  noted  an  annual  increase 
in  membership  since  1975. 

The  Board  reviewed  legislation  to  be  considered 
by  the  1981  Mississippi  Fegislature.  particularly  as 
it  related  to  the  expansion  of  the  roles  and  proposed 
licensure  of  various  allied  health  professions  and 
stated  that  the  association  would  call  for  a morato- 
rium on  all  such  legislation  until  such  time  as  this 
matter  was  studied  and  a consistent  policy  adopted. 

The  association’s  AMA  delegates  reported  on 
activities  of  the  AMA  House  of  Delegates  at  its 
December  meeting  in  San  Francisco.  They  noted 
that  a Mississippi  resolution  calling  on  the  AMA  to 
continue  its  court  battle  to  obtain  the  right  to  pre- 
scribe ethical  principles  for  its  members  was 
adopted.  It  was  also  reported  that  the  AMA  dele- 
gates. by  a vote  of  104-100.  had  gone  on  record  for 
repeal  of  all  government  supported  peer  review  and 
called  on  the  profession  to  continue  to  support  its 
review  of  the  quality,  necessity  and  appropriateness 
of  medical  services. 

The  Board  reviewed  a project  to  consider  the 
present  and  future  building  needs  of  the  association 
and  authorized  continued  study  of  the  project  under 
the  direction  of  a committee  of  the  Board. 

The  Board  also  appointed  a Health  Education 
Committee  under  the  direction  of  the  president  to 
recommend  criteria  for  health  education  programs  in 
Mississippi  schools. 

The  administrator  of  the  association's  group  in- 
surance programs  met  with  the  Board  to  discuss  the 
status  of  those  programs.  The  Board  acted  to  consid- 
er new  group  insurance  programs  for  the  mem- 
bership. 

Representatives  of  the  University  Medical  Cen- 
ter. Mississippi  Academy  of  Pediatrics  and  Missis- 
sippi Ob-Gyn  Society  met  with  the  Board  to  seek 
MSMA  endorsement  of  a new  $25,000,000  perina- 
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tal  center  at  the  UMC.  The  Board  officially  went  on 
record  in  support  of  the  proposed  center. 

The  Board  considered  a corporate  visitation  pro- 
gram implemented  by  the  AMA  and  other  state  asso- 
ciations which  has  as  its  purpose  to  meet  with  repre- 
sentatives of  major  corporations  in  the  state  to  dis- 
cuss health  issues  facing  employers  and  employees. 
The  Board  acted  to  implement  the  program  under  the 
direction  of  the  president  and  president-elect. 

In  other  actions,  the  Board  officially  commented 
on  proposed  cutbacks  in  the  Medicaid  program,  re- 
ceived a report  on  implementation  of  the  MSMA- 
Burroughs  Wellcome  radio  health  interview  show  in 
Jackson,  and  heard  a report  from  the  president  on 
membership  recruitment  plans. 


Lions  Clubs  Give 
Crib-o-gram  to  UMC 


The  Lions  Clubs  of  Mississippi  have  given  the  Universi- 
ty of  Mississippi  Medical  Center  a crib-o-gram,  a com- 
puterized device  to  test  the  hearing  of  newborns.  Dr.  Ojus 
Malphurs,  left,  director  of  the  UMC  communicative  dis- 
orders laboratory,  and  Dr.  Phil  Rhodes,  right,  newborn 
center  director,  explain  the  machine  to  Hal  Johnston, 
center  left,  and  Jack  Prim,  center,  Lions  district  gov- 
ernors. William  Newell,  second  from  right,  is  director  of 
University  Hospital. 


For  the  17th  consecutive  year  MSMA  will  operate  the 
Emergency  Medical  Care  Unit  during  the  Regular  Ses- 
sion of  the  Mississippi  Legislature . Staffing  the  EMCU 
will  be  Mavis  Barlow,  R.N.,  of  Florence,  who  is  pictured 
above  with  Senator  George  Smith  of  Long  Beach.  Physi- 
cian ser\’ices  will  be  provided  by  volunteer  Doctors  of  the 
Day. 


Postgraduate  Surgical  Forum 
Faculty  Is  Announced 

An  internationally-recognized  guest  faculty  will 
present  the  University  of  Mississippi  Medical  Cen- 
ter’s eighth  annual  Postgraduate  Surgical  Forum 
slated  for  March  1 2- 14  at  the  Holiday  Inn  Downtown 
in  Jackson. 

Sponsors  are  the  UMC  School  of  Medicine  De- 
partment of  Surgery  and  the  Medical  Center  Division 
of  Continuing  Health  Professional  Education. 

Guest  faculty  joining  UMC  faculty  members  in 
presenting  the  three-day  program  are  Dr.  Anthony 
Buschi,  assistant  professor  of  radiology  and  co- 
director of  the  Department  of  Ultrasound,  University 
of  Virginia  School  of  Medicine;  Dr.  William  H. 
Edwards,  clinical  associate  professor  of  surgery, 
Vanderbilt  University;  Dr.  Ben  Eiseman,  professor 
of  surgery,  University  of  Colorado  School  of  Medi- 
cine; Dr.  Stanley  R.  Friesen,  professor  of  surgery. 
University  of  Kansas  School  of  Medicine;  Dr.  Paul 
H.  Jordan,  professor  of  surgery,  Baylor  College  of 
Medicine;  and  Dr.  Robert  L.  Kistner,  associate  pro- 
fessor of  surgery,  John  A.  Bums  School  of  Medi- 
cine, University  of  Hawaii. 

Also,  Dr.  Harold  E.  Kleinert,  clinical  professor  of 
surgery  (orthopaedics).  University  of  Louisville 
School  of  Medicine;  Dr.  Richard  G.  Martin,  head  of 
the  Department  of  Surgery,  M.  D.  Anderson  Hospi- 
tal and  Tumor  Institute;  Dr.  William  McGarity,  pro- 
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fessor  of  surgery,  Emory  University  School  of  Medi- 
cine and  chief  of  surgery,  Emory  University  Hos- 
pital; Dr.  Francis  C.  Nance,  professor  of  surgery  and 
professor  of  physiology,  Louisiana  State  University 
School  of  Medicine;  Dr.  Hiram  C.  Polk,  professor 
and  chairman  of  surgery.  University  of  Louisville; 
and  Dr.  Herbert  J.  Proctor,  professor  of  surgery  and 
head  of  the  trauma  section.  University  of  North 
Carolina  at  Chapel  Hill  School  of  Medicine. 

Registration  fee  is  $225.  Advance  registration  is 
required.  The  program  meets  criteria  for  17  contact 
hours  in  Category  I of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association. 

Breakfast  sessions  will  be  presented  at  7:00  a.m. 
on  March  13.  Participants  may  choose  programs  in 
shock,  endocrinopathies,  pediatric  surgery,  vascular 
problems  and  inflammatory  bowel  disease.  These 
programs  carry  one  contact  hour  credit. 

Spouses  are  cordially  invited  to  attend  the  recep- 
tion on  March  1 3 featuring  dance  music  and  a buffet. 
Spouses  may  also  participate  in  tours,  lunches,  shop- 
ping and  lectures  on  March  12  and  13. 

For  more  information,  contact  Continuing  Educa- 
tion, University  of  Mississippi  Medical  Center,  2500 
North  State  Street,  Jackson,  MS  39216.  Phone  (601 ) 
987-4914. 


Boston  Physician  Delivers 
Batson  Memorial  Lecture 


Dr.  Johnathan  Bates,  center,  was  the  1980  Claude  L. 
Batson  Memorial  Lecturer  at  the  University’  of  Mississippi 
Medical  Center.  He  is  director  of  emergency  medicine  at 
Children’s  Medical  Center  in  Boston.  Dr.  Bates’  visit  at 
the  Medical  Center  coincided  with  the  annual  meeting  of 
the  Mississippi  Chapter  of  the  American  Academy  of 
Pediatrics.  Dr.  David  Watson,  left,  UMC  professor  of 
pediatrics,  is  chairman  of  the  Mississippi  chapter.  Dr. 
Shelby  Smith,  a pediatrician  from  McComb  and  a 1966 
School  of  Medicine  graduate,  was  at  the  Medical  Center 
for  the  academy  meeting. 
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Addison,  Hollard  M.,  Jr.,  Jackson.  Bom  Baton 
Rouge,  LA,  April  28,  1951;  M.D.,  Louisiana  State 
University  School  of  Medicine,  New  Orleans,  1977; 
interned  Moses  H.  Core  Hospital,  Greensboro,  NC, 
one  year;  internal  medicine  residency,  same,  1978- 
80;  elected  by  Central  Medical  Society. 

Bear,  Leslie  H.,  Jackson.  Born  Jackson,  MS,  Aug. 
23,  1945;  M.D. , University  of  Mississippi  School  of 
Medicine,  Jackson,  1971;  interned  Baylor  and 
Methodist  Hospital,  Houston,  TX,  one  year;  medi- 
cine residency,  Ochsner  Hospital,  New  Orleans, 
1972-73;  medicine  residency,  LSU  Hospital, 
Shreveport,  1975-76;  ophthalmology  residency, 
same,  1978-79;  fellowship  in  glaucoma  and  neuro- 
ophthalmology, University  of  Connecticut,  Farm- 
ington, CT,  1979-80;  elected  by  Central  Medical 
Society. 

Cook,  John  Joseph,  Pearl.  Born  Meridian,  MS. 
Sept.  5,  1947;  M.D.  University  of  Mississippi 
School  of  Medicine,  Jackson,  1972;  interned  and 
general  surgery  residency,  University  Medical  Cen- 
ter, Jackson,  1972-78;  elected  by  Central  Medical 
Society. 

Guest,  Roland  P. , Jr.  , Tupelo.  Born  Memphis,  TN 
Nov.  2,  1945;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1975;  interned,  medi- 
cine residency  and  cardiology  fellowship.  Universi- 
ty Medical  Center,  Jackson,  1976-80;  elected  by 
Northeast  Mississippi  Medical  Society. 

Hubbard,  James  R.,  Jr.,  Pontotoc.  Bom  Pontotoc, 
MS,  Feb.  13,  1953;  M.D. , University  of  Mississippi 
School  of  Medicine,  Jackson,  1979;  interned  Park- 
land Memorial  Hospital,  Dallas,  one  year;  elected  by 
Northeast  Mississippi  Medical  Society. 

Hull,  Edgar  Warren,  Jr.,  Pascagoula.  Bom  New 
Orleans,  LA,  Oct.  15,  1940;  M.D.  Yale  University 
School  of  Medicine,  New  Haven,  CT,  1965;  in- 
terned Johns  Hopkins,  Baltimore,  MD,  one  year; 
medicine  residency,  same,  1966-67;  medicine  res- 
idency, National  Cancer  Institute,  Bethesda,  MD, 
1967-70;  oncology  fellowship.  Charity  Hospital, 
New  Orleans,  1970-71;  elected  by  Singing  River 
Medical  Society. 

Ivancic,  Milan  E.,  Tupelo.  Bom  Cleveland,  OH, 
Sept.  25,  1949;  M.D.  St.  Louis  University  School  of 
Medicine,  St.  Louis,  MO,  1975;  interned  Naval  Re- 
gional Medical  Center,  Philadelphia,  PA,  one  year; 
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pediatric  residency.  National  Naval  Medical  Center, 
Bethesda,  MD,  1976-78;  elected  by  Northeast  Mis- 
sissippi Medical  Society. 

Jamchuk,  Antonio,  Aberdeen.  Born  Argentina, 
Feb.  28,  1931;  M.D.,  Universidad  Nacional  del 
Litoral,  Rosario,  Santa  Fe,  Argentina,  1956;  in- 
terned, same,  one  year;  surgery  residency,  Nacional 
Del  Centernario,  Rosario  Clinica,  Pergamino 
Buenos  Aires,  1959-66;  surgery  residency,  Uni- 
versity Medical  Center;  elected  by  Northeast  Missis- 
sippi Medical  Society. 

Jamchuk,  Nancy  A.,  Aberdeen.  Bom  Santa  Fe, 
Argentina,  Oct.  22,  1934;  M.D.,  Universidad 
Nacional  del  Litoral,  Rosario,  Santa  Fe,  Argentina, 
1958;  interned,  same,  one  year;  pediatric  residency. 
Hospital  Nacional  Del  Centenario  Clinica  Centro, 
Pergamino,  Buenos  Aires,  1959-66;  residency  Uni- 
versity Medical  Center,  Jackson;  elected  by  North- 
east Mississippi  Medical  Society. 

Jordan,  Robert  Lee.,  Jr.,  Pontotoc.  Born  Newton 
MS,  Jan.  3,  1949;  M.D.  University  of  Mississippi 
School  of  Medicine,  Jackson,  1979;  interned  , same, 
one  year;  elected  by  Northeast  Mississippi  Medical 
Society. 

Keister,  Thomas  Lee,  Jr.,  Canton.  Bom  Nov.  25, 
1953;  M.D.,  University  of  Mississippi  School  of 
Medicine,  Jackson,  1978;  interned,  same,  one  year; 
elected  by  Central  Medical  Society. 

Lee,  Joseph  Rillens,  Bay  St.  Louis.  Bom  Ope- 
lousas, LA,  Jan.  18,  1946;  M.D.,  Louisiana  State 
University  School  of  Medicine,  New  Orleans,  1970; 
interned  Charity  Hospital  New  Orleans,  one  year; 
surgery  residency,  same,  1975-78;  elected  by  Coast 
County  Medical  Society. 

Marsh,  George  Albert,  Jr.,  Meridian.  Born  Phi- 
ladelphia, PA,  Dec.  8,  1947;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1974;  in- 
terned, same,  one  year;  pediatric  residency,  same, 
1977-79;  elected  by  East  Mississippi  Medical  Socie- 
ty- 

Pace,  Amuel  Carroll,  Tupelo.  Bom  Grenada,  MS, 
July  28,  1950;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1975;  interned  Uni- 
versity Medical  Center,  Jackson,  one  year;  medicine 
residency,  same,  1976-78;  elected  by  Northeast  Mis- 
sissippi Medical  Society. 

Parker,  Judith  G.,  Brandon.  Bom  Hattiesburg, 
MS,  Sept.  7,  1945;  M.D. , University  of  Mississippi 
School  of  Medicine,  Jackson,  1970;  interned  and 
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preparations  during  the  first  three  quarters  of  1980. 

The  National  Prescription  Audit.  IMS  America  Ltd.. 
September  1980. 
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TUCKS®  Pre-Moistened  HemorrhoidalAfaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOmC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg:  bismuth  subgallate,  225%:  bismuth  resorcin  compound. 

I. 75%:  benzyl  benzoate.  12%:  Peruvian  balsam.  1.8%:  zinc  oxide, 

II. 0%:  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate.  5.0 
mg;  bismuth  subgallate.  225  mg;  bismuth  resorcin  compound.  175  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  tnembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 

See  "WARNINGS' 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  eitlier  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

How  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9  -86T  (1S  30  "C). 
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pediatric  residency,  same,  1970-73;  elected  by  Cen- 
tral Medical  Society. 

Peiklik,  John  Richard,  Jackson.  Bom  Livorno,  Ita- 
ly, Sept.  2,  1947;  M.D.,  University  of  Texas  Medi- 
cal School,  Houston,  1977;  interned  and  medicine 
residency.  University  Medical  Center,  Jackson, 
1977-80;  elected  by  Central  Medical  Society. 

Prather,  John  Wayne,  Corinth.  Bom  Selmer,  TN 
Jan.  23,  1943;  M.D.,  University  of  California,  San 
Diego,  La  Jolla,  CA,  1972;  interned  University  of 
Alabama,  Birmingham,  one  year;  medicine  residen- 
cy, same.  1973-76;  cardiology  fellowship,  same, 
1976-77;  elected  by  Northeast  Mississippi  Medical 
Society. 

Stewart,  William  Robert,  Jackson.  Bom  Green- 
wood, MS,  July  2,  1948;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1973;  interned 
Roanoke  Memorial  Hospital,  Roanoke,  VA,  one 
year;  orthopedic  residency,  University  Medical  Cen- 
ter, Jackson,  1974-76;  orthopedic  surgery  residency, 
Duke  University,  Durham,  NC,  1976-79;  fellowship 
Scottish  Rite  Hospital  for  Crippled  Children,  one 
year;  elected  by  Central  Medical  Society. 

Whitacre,  R.  Greer,  Hattiesburg.  Born  Greenville, 
MS,  Apr.  21 , 1949;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1975;  interned  Baro- 
ness Erlanger  Hospital,  Chattanooga,  TN,  one  year; 
radiology  residency.  University  Medical  Center, 
Jackson,  1976-79;  elected  by  South  Mississippi 
Medical  Society. 


James  L.  Achord  of  UMC  recently  attended  an  ex- 
ecutive committee  meeting  of  the  American  College 
of  Gastroenterology  in  New  York. 

Wallace  Conerly  of  UMC  attended  a recent  meet- 
ing of  the  board  of  trustees,  National  Board  for 
Respiratory  Therapy,  in  Dallas. 

Robert  Currier  of  UMC  was  awarded  the  Distin- 
guished Service  Plaque  by  the  Mississippi  Council 
on  Epilepsy. 

Daniel  P.  Dare  of  Vicksburg  has  been  named  a 
diplomate  of  the  American  Board  of  Orthopaedic 
Surgery. 


40 


JOURNAL  MSMA 


Robert  Moreton  Davis  of  Brookhaven  announces 
the  opening  of  his  office  for  the  practice  of  ear, 
nose,  throat,  head  and  neck  surgery  and  allergy  at 
Hospital  Plaza  Medical  Building,  1024  Biglane 
Drive. 

John  D.  Dyer  of  Houston  was  honored  recently  with 
“Dr.  Dyer  Day”  for  his  40  years  of  medical  service. 

James  Hardy,  William  Neely  and  Ralph  Vance  of 
UMC  presented  papers  at  the  Southern  Surgical 
Association  meeting  in  Palm  Beach,  FL  in  Decem- 
ber. 

Frederick  Heckler  of  UMC  was  visiting  professor 
at  the  University  of  Pittsburgh  School  of  Medicine 
and  invited  speaker  for  the  Pittsburgh  Plastic  Surgi- 
cal Society  in  November. 

Donald  A.  Hopkins  and  Michael  E.  Moses  of  Bi- 
loxi announce  the  association  of  Tom  Peurifoy  for 
the  practice  of  general  and  peripheral  vascular 
surgery. 

James  Hughes  of  UMC  lectured  on  the  AO  method 
of  internal  fixation  in  Los  Angeles  November  30- 
December  5. 

Herbert  Langford  of  UMC  chaired  a symposium 
on  mild  hypertension  for  the  American  Heart  Asso- 
ciation in  Miami,  FL,  in  November. 

Frank  Nichols  of  Tupelo  announces  the  opening  of 
his  office  for  the  practice  of  cardiovascular  and  tho- 
racic surgery  at  609  Brunson  Drive. 

Richard  W.  Pharr  announces  the  opening  of  his 
office  for  the  practice  of  ophthalmology  at  Cross- 
gates Medical  Plaza,  Suite  1400,  348  Crossgate 
Boulevard,  Brandon. 

SoMPRASONG  SoNGCHAROEN  and  DOUGLAS  E.  GoR- 
man  announce  the  opening  of  an  office  for  the  prac- 
tice of  plastic  and  reconstructive  surgery  and  hand, 
cosmetic,  head  and  neck  surgery  at  Crossgates 
Medical  Plaza,  Suite  1500,  348  Crossgate  Boule- 
vard, Brandon. 

Roy  Wilson  of  UMC  participated  in  a December 
meeting  of  the  National  Board  of  Respiratory  Ther- 
apy in  Dallas. 

John  R.  Young  of  Natchez  announces  the  relocation 
of  the  Ear,  Nose  and  Throat  Clinic,  P.A.,  to  Physi- 
cian’s Plaza,  151  Jefferson  Davis  Boulevard. 
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Yesterday’s 

R>lk  Remedy: 

A rye  loaf  in  the  rafters. 

Early  in  this  century  in  Central 
Europe,  almost  every  farm  family 
kept  a loaf  of  moldy  rye  bread  on 
one  of  the  kitchen  beams.  When  any 
family  member  was  cut  or  bruised, 
it  was  an  old  custom  to  cut  a thin 
slice  from  the  outside  of  the  loaf, 
mix  it  into  a paste  with  water,  and 
apply  it  to  the  wound  with  a 
bandage.  It  was  believed  that  no 
infection  would  then  result  from 
the  cut.1 


Today’s  Tradition: 

Tfegopen 

(cloxacillin  sodium) 


for  the  treatmenfof 
known  or  suspected 
staphylococcal 
infections  such  as: 

• Acute  sinusitis 

• Furunculosis  and  carbuncles 

• Impetigo 

• Secondarily  infected  dermatitis 

• Cellulitis 

• Abscesses 

• Infected  sebaceous  cysts 

In  serious,  deep-seated 
staph  infections,  500  mg 
q.i.d.  dosage  is 
recommended; 


• Tegopen  has  been  reported 
active  against  96%  of 
Staphylococcus  aureus .2 

• 80%  of  S aureus  has  been 
reported  resistant  to  amoxicillin 
and  ampicillin-t2 

• 88%  of  S aureus  has  been 
reported  resistant  to  penicillins 
G and  V.  t2 

• Staph  resistance  to  erythromycin 
may  develop  during  a course  of 
therapy.3 


Available  as  500-mg  and  250-mg  capsules 
and  Oral  Solution  125  mg/5  ml. 


legopen.  (cloxacillin  sodium) 

Today’s  Penicillin  for  Today’s  Physician 


1 Florey  HW,  Chain  E.  Heatley  NG.  et  al  Antibiotics  London.  Oxford 
University  Press.  1949,  p 2 

2 Bac-Data  Bacteriologic  Report.  Professional  Market  Research. 
1978-1979  The  clinical  significance  of  in  vitro  data  is  unknown 

3 Erythromycin  prescribing  information  (in  Physicians'  Desk 
Reference,  ed  34  Oradell.  NJ,  Medical  Economics  Co.  1980) 
states  that  staph  resistance  may  develop  during  treatment 

See  brief  summary  of  prescribing  information  on 
an  adjoining  page. 

Copyright  © 1981,  Bristol  Laboratories 


-Note  The  choice  of  Tegopen  should  take  into  consideration  the  fact 
that  it  has  been  shown  to  be  effective  only  in  the  treatment  of 
infections  caused  by  pneumococci.  Group  A beta-hemolytic 
streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci  If  the  bacteriology  report  later  indicates  that  the 
infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  cloxacillin  sodium  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium 
or  any  other  penicillinase-resistant  semisynthetic  penicillin 
tin  serious,  life-threatening  infections,  oral  preparations  of  the 
penicillinase-resistant  penicillins  should  not  be  relied  on  for 
initial  therapy 

tNot  all  isolates  may  have  been  tested  using  both  discs 


Tegopen 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 
Briel  Summary  ol  Prescribing  Information 

For  complete  information,  consult  Official  Package  Circular 

(12)  9/11/75 

INDICATIONS: 

Although  the  principal  indication  for  cloxacillin  sodium  is  in  Ihe 
treatment  of  infections  due  to  penicillinase-producing  staphylo- 
cocci, it  may  be  used  to  initiate  therapy  in  such  patients  in  whom  a 
staphylococcal  infection  is  suspected  (See  Important  Note  below  ) 
Bacteriologic  studies  to  determine  the  causative  organisms  and 
their  sensitivity  to  cloxacillin  sodium  should  be  performed 
IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before 
definitive  culture  and  sensitivity  results  are  known,  the  choice  of 
cloxacillin  sodium  should  lake  into  consideration  the  fact  that  it  has 
been  shown  to  be  effective  only  in  the  treatment  of  infections  caused 
by  pneumococci.  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphylococci.  If  the 
bacteriology  report  later  indicates  the  infection  is  due  to  an 
organism  other  than  a penicillin  G-resistant  staphylococcus 
sensitive  to  cloxacillin  sodium,  the  physician  is  advised  to  continue 
therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other 
penicillinase-resistant  semi-synthetic  penicillin. 

Recent  studies  have  reported  that  the  percentage  of  staphylo- 
coccal isolates  resistant  to  penicillin  G outside  the  hospital  is 
increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital.  For  this  reason,  it  is 
recommended  that  a penicillinase-resistant  penicillin  be  used  as 
initial  therapy  for  any  suspected  staphylococcal  infection  until 
culture  and  sensitivity  results  are  known 
Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism 
similar  to  that  of  met  hie  1 1 li  n against  penicillin  G-resistant 
staphylococci  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these 
strains  reported  has  been  increasing  Such  strains  of  staphylococci 
have  been  capable  of  producing  serious  disease,  in  some  instances 
resulting  in  fatality.  Because  of  this,  there  is  concern  that 
widespread  use  ot  the  penicillinase-resistant  penicillins  may  result 
in  the  appearance  of  an  increasing  number  ot  staphylococcal 
strains  which  are  resistant  to  these  penicillins 
Methicillin-resistant  strains  are  almost  always  resistant  to  all 
other  penicillinase-resistant  penicillins  (cross-resistance  with 
cephalosporin  derivatives  also  occurs  frequently).  Resistance  to 
any  penicillinase-resistant  penicillin  should  be  interpreted  as 
evidence  ot  clinical  resistance  to  all.  in  spite  of  the  tact  that  minor 
variations  in  in  vitro  sensitivity  may  be  encountered  when  more 
than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus 

CONTRAINDICATIONS: 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the 
penicillins  is  a contraindication 

WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reported  in  patients  on  penicillin  therapy 
Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have 
experienced  severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions  to 
penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents,  eg.  pressor  amines,  antihistamines, 
and  corticosteroids 

Safety  for  use  in  pregnancy  has  not  been  established 

PRECAUTIONS 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic 
organisms  or  other  pathogens  should  be  kept  in  mind  when  using 
this  compound,  as  with  other  antibiotics.  It  superinf ection  occurs 
during  therapy,  appropriate  measures  should  be  taken. 

As  with  any  potent  drug  periodic  assessment  of  organ  system 
function,  including  renal  hepatic,  and  hematopoietic,  should  be 
made  during  long-term  therapy 

AOVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric 
discomfort,  flatulence,  and  loose  stools,  have  been  noted  by  some 
patients.  Mildly  elevated  SGOT  levels  (less  than  100  units)  have  been 
reported  in  a few  patients  for  whom  pretherapeutic  determinations 
were  not  made  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encountered 
Eosinophilia,  with  or  without  overt  allergic  manifestations,  has 
been  noted  in  some  patients  during  therapy 
USUAL  DOSAGE: 

Adults:  250  mg  q.6h 

Children:  50  mg  /Kg  /day  in  equally  divided  doses  q.6h  Children 
weighing  more  than  20  Kg.  should  be  giventhe  adult  dose  Administer 
on  empty  stomach  for  maximum  absorption. 

N B INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC 
STREPTOCOCCI  SHOULD  BE  TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP 
PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC  FEVER  OR 
ACUTE  GLOMERULONEPHRITIS 

SUPPLIED: 

Capsules— 250  mg  in  bottles  ol  100  500  mg.  in  bottles  of  100 
Oral  Solution— 125  mg./5  ml  in  100  ml.  and  200  ml.  bottles. 

Bristol  Laboratories 
Division  of  Bristol-Myers  Company 
Syracuse  New  York  13201 
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Boswell  Lecturer  Recalls 
Hellems  Research 


Dr.  Harper  Hellems,  right,  chairman  of  UMC’s  De- 
partment of  Medicine,  greets  Dr.  Lewis  Dexter,  who  was 
the  1980  Boswell  Lecturer. 


Dr.  Lewis  Dexter,  professor  emeritus  of  medicine 
at  Harvard,  was  the  1980  Boswell  Lecturer  at  Uni- 
versity Medical  Center.  During  his  presentation,  he 
recalled  the  pioneering  research  of  UMC  medicine 
department  chairman  Dr.  Harper  Hellems.  As  a re- 
search fellow  at  Peter  Bent  Brigham  Hospital  on  Dr. 
Dexter’s  service.  Dr.  Hellems  devised  the  first  suc- 
cessful method  of  measuring  pulmonary  capillary 
pressure  in  man. 

Dr.  Dexter  pointed  out  that  the  work  led  to  the 
development  of  the  Swan-Ganz  pulmonary  artery 
catheter  and  made  possible  accurate  monitoring  of 
left  ventricular  function.  The  Harvard  professor  said 
the  ability  to  measure  pulmonary  capillary  pressure 
is  considered  critical  in  certain  cases  of  acute 
myocardial  infarction,  in  congestive  heart  failure,  in 
any  form  of  cardiogenic  shock  — and  when  certain 
intravenous  medications  such  as  sodium  nitroprus- 
side  are  being  given. 

The  Boswell  Lecture  honors  the  late  Dr.  Henry 
Boswell,  first  and  only  superintendent  of  the  Missis- 
sippi State  Sanatorium.  It's  sponsored  annually  by 
the  Mississippi  Lung  Association. 


PLAN  NOW  TO  ATTEND! 

113th  Annual  Session 
April  26-30,  1981 
Biloxi  Hilton 
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PRACTICE  MANAGEMENT  MAILBOX 


Code  Suggests  Conduct 
For  Physicians  and  Attorneys 

(Ed.  Note:  The  National  Interprofessional  Code 
for  Physicians  and  Attorneys,  adopted  by  the  Amer- 
ican Medical  Association  and  the  American  Bar 
Association,  sets  forth  suggested  rules  of  conduct  for 
physicians  and  attorneys  in  their  interrelated  prac- 
tice. Its  purpose,  as  stated  in  the  preamble,  is  to 
promote  the  public  welfare,  improve  the  practical 
working  relationships  of  the  two  professions,  and 
facilitate  the  administration  of  justice.  Portions  of 
the  Code  are  reprinted  below.) 

Medical  Reports 

The  physicians  upon  proper  authorization  should 
promptly  furnish  the  attorney  with  a complete 
medical  report,  and  should  realize  that  delays  in 
providing  medical  information  may  prejudice  the 
opportunity  of  the  patient  either  to  settle  his  claim  or 
suit,  delay  the  trial  of  a case,  or  cause  additional 
expense  or  the  loss  of  important  testimony. 

The  attorney  should  give  the  physician  reasonable 
notice  of  the  need  for  a report  and  clearly  specify  the 
medical  information  which  he  seeks. 

Conferences 

It  is  the  duty  of  each  profession  to  present  fairly 
and  adequately  the  medical  information  involved  in 
legal  controversies.  To  that  end  the  practice  of  dis- 
cussion in  advance  of  the  trial  between  the  physician 
and  the  attorney  is  encouraged  and  recommended. 
Such  discussion  should  be  had  in  all  instances  unless 
it  is  mutually  agreed  that  it  is  unnecessary. 

Conferences  should  be  held  at  a time  and  place 
mutually  convenient  to  the  parties.  The  attorney  and 
the  physician  should  fully  disclose  and  discuss  the 
medical  information  involved  in  the  controversy. 

Subpoena  for  Medical  Witness 

Because  of  conditions  in  a particular  case  or  juris- 
diction or  because  of  the  necessity  for  protecting 
himself  or  his  client,  the  attorney  is  sometimes  re- 
quired to  subpoena  the  physician  as  a witness. 
Although  the  physician  should  not  take  offense  at 
being  subpoenaed  the  attorney  should  not  cause  the 
subpoena  to  be  issued  without  prior  notification  to 
the  physician.  The  duty  of  the  physician  is  the  same 
as  that  of  any  other  person  to  respond  to  judicial 
process. 


Arrangements  for  Court  Appearances 

While  it  is  recognized  that  the  conduct  of  the 
business  of  the  courts  cannot  depend  upon  the  con- 
venience of  litigants,  lawyers  or  witnesses,  arrange- 
ments can  and  should  be  made  for  the  attendance  of 
the  physician  as  a witness  which  take  into  considera- 
tion the  professional  demands  upon  his  time.  Such 
arrangements  contemplate  reasonable  notice  to  the 
physician  of  the  intention  to  call  him  as  a witness  and 
to  advise  him  by  telephone,  after  the  trial  has  com- 
menced, of  the  approximate  time  of  his  required 
attendance.  The  attorney  should  make  every  effort  to 
conserve  the  time  of  the  physician. 

Physician  Called  as  Witness 

The  attorney  and  the  physician  should  treat  one 
another  with  dignity  and  respect  in  the  courtroom. 
The  physician  should  testify  solely  as  to  the  medical 
facts  in  the  case  and  should  frankly  state  his  medical 
opinion.  He  should  never  be  an  advocate  and  should 
realize  that  his  testimony  is  intended  to  enlighten 
rather  than  to  impress  or  prejudice  the  court  or  the 
jury. 

It  is  improper  for  the  attorney  to  abuse  a medical 
witness  or  to  seek  to  influence  his  medical  opinion. 
Established  rules  of  evidence  afford  ample  oppor- 
tunity to  test  the  qualifications,  competence  and 
credibility  of  a medical  witness;  and  it  is  always 
improper  and  unnecessary  for  the  attorney  to  embar- 
rass or  harass  the  physician. 

Fees  for  Services  of  Physician 
Relative  to  Litigation 

The  physician  is  entitled  to  reasonable  compensa- 
tion for  time  spent  in  conferences,  preparation  of 
medical  reports,  and  for  court  or  other  appearances. 
These  are  proper  and  necessary  items  of  expense  in 
litigation  involving  medical  questions.  The  amount 
of  the  physician's  fee  should  never  be  contingent 
upon  the  outcome  of  the  case  or  the  amount  of 
damages  awarded. 

Payment  of  Medical  Fees 

The  attorney  should  do  everything  possible  to 
assure  payment  for  services  rendered  by  the  physi- 
cian for  himself  or  his  client.  When  the  physician  has 
not  been  fully  paid  the  attorney  should  request  per- 
mission of  the  patient  to  pay  the  physician  from  any 
recovery  which  the  attorney  may  receive  in  behalf  of 
the  patient. 
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March  12-14,  1981 
Postgraduate  Surgical  Forum  VIII 
Holiday  Inn  Downtown,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Surgery  and 
the  Medical  Center  Division  of  Continuing  Health 
Professional  Education. 

Coordinator:  J.  Harold  Conn,  M.D.,  professor  of 
surgery.  University  of  Mississippi  School  of 
Medicine  and  surgery  division  chief.  Veterans 
Administration  Medical  Center. 

An  internationally-recognized  guest  faculty 
will  join  UMC  faculty  in  presenting  sessions  on 
trauma,  endocrine  and  breast  surgery,  general 
surgery,  vascular  surgery  and  gastrointestinal- 
biliary  surgery.  Advance  registration  is  required. 
Fee:  $225.  Credit:  17  contact  hours  (1.7  CEU), 
Category  I of  the  Physician’s  Recognition  Award, 
AMA. 

March  26-27,  1981 

Third  Annual  Neurology  Spring  Symposium 

Holiday  Inn  Medical  Center,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Neurology,  the 
Veterans  Administration  Medical  Center  Neurol- 
ogy Service  and  the  Medical  Center  Division  of 
Continuing  Health  Professional  Education. 

Coordinator:  Shri  K.  Mishra,  M.D.,  associate  pro- 
fessor of  neurology  (part-time).  University  of 
Mississippi  School  of  Medicine,  and  neurologist. 
Veterans  Administration  Medical  Center. 

Guest  faculty  for  this  program  are  Dr.  John  E. 
Bennett,  chief  of  the  Clinical  Mycology  Section, 
LCI,  National  Institutes  of  Health;  Dr.  Donald  B. 
Caine,  clinical  director,  NINCDS,  National  Insti- 
tutes of  Health;  Dr.  Kenneth  P.  Johnson,  chief  of 
neurology  research.  University  of  California  at 
San  Francisco;  and  Dr.  Jay  P.  Sanford,  dean  of  the 
School  of  Medicine,  Uniform  Services  University 
of  Health  Sciences.  Fee:  $150.  Credit:  13  contact 
hours  (1.3  CEU),  Category  I of  the  Physician’s 
Recognition  Award,  AMA. 

For  more  information,  contact  the  Division  of 
Continuing  Health  Professional  Education,  Uni- 
versity of  Mississippi  Medical  Center,  2500  North 
State  Street,  Jackson,  MS  39216.  Phone:  (601)  987- 
4914. 


CVCL1PEN-M/  (cyclacillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ompicillin 
class  and  its  use  should  be  confined  to  these  indications  ■■  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  byS.  pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  5 pneumoniae  (formerly  D. 
pneumoniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H in- 
fluenzae * 

‘Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H influenzae 
SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E coh  and  P mirabilis. 
(This  drug  should  not  be  used  in  any  E . coh  and  P mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reported  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  otner  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine  Oxygen,  I.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed 
NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria  Adverse  reactions  reported  witn  cyclacillin  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  ore 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilia  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days’  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 


Dosage  (Give  ii 

n equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN’ 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q 

id 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.  i d 

Bronchitis  and 
Pneumonia 

body  weight  > 20  kg 
(44  lbs)  250  mg  q.  i.d. 

Mild  or 

Moderate 

Infections 

250  mg  q i 

i d 

50  mg/kg/doy  q i d 

Chronic 

Infections 

500  mg  q i 

id. 

100  mg/kg/ day  q id 

Otitis  Medio 

250  mg  to  500  mg 
q i d.t 

50  to  100  mg/kg  day 

Skin  & Skm 
Structures 

250  mg  to  500  mg 

q i d.t 

50  to  100  mg  kg/ day ' 

Urinary  Tract 

500  mg  q i 

d 

100  mg/kg/day 

‘Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
tdependmg  on  severity 
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Mean  blood  levels  in  mcg/ml  after  250  mg 
cydacillin  single  oral  dose 


12  3 4 5 

Time  (hours  after  administration) 


Fewer  episodes  of  diarrhea  and  rash 
than  with  ampicillin  in  studies  to  date. 

Efficacy  proven  in  the  treatment 
of  bronchitis,  pneumonia,  and  upper 
respiratory  infections.1 

In  117  patients,  73  with  bronchitis/pneumonia 
caused  by  S.  pneumoniae  and  44  with  streptococcal 
sore  throat  caused  by  Group  A beta-hemolytic 
streptococcus,  CYCLAPENB-W  achieved  a clinical 
response  rate  of  100%!  Bacterial  eradication  was 
95%  and  86%  respectively. 


Rapid,  virtually  complete  absorption  from  Gl  tract 
Exceptionally  high  peak  blood  levels  — 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

Rapidly  excreted  unchanged  in  urine  — 

IV2  times  faster  than  ampicillin 


■ Due  to  susceptible  organisms. 

See  important  information  on  facing  page. 


‘Based  on  Ta  V2  values  for  single  oral  doses  of  500  mg  cydacillin 
tablet  and  500  mg  ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 
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CYCLAPEN-W 

/ I • 1 1 • \ 250  and  500  mg  Tablets 

(cydacillin)  ^ 

^5^ 


more  than  just  spectrum 


PLACEMENT  SERVICE 


General  Practitioner  or  family  practitioner  to  join 
established  solo  practitioner.  Excellent  medical  fa- 
cilities, state  college  community,  JCAH  approved 
hospital.  Call  or  write  Dr.  G.  Leroy  Howell;  Hos- 
pital Drive;  Starkville,  MS  39759.  Phone  (601 ) 323- 
2911. 

Associate  or  Physicians  interested  in  independent 
practice  in  family  medicine,  internal  medicine, 
pediatrics,  surgery  or  ob-gyn.  Suite  ready  for  lease 
or  will  build  to  suit  tenant.  Located  in  rapidly  grow- 
ing Northeast  Jackson  suburban  area.  Contact 
Robert  Cates,  M.D. , Cates  Plaza  Clinic,  Ridgeland, 
MS  or  call  (601)  856-6000. 

Surgeon  to  associate  in  active  practice  in  town  of 
15,000  in  Southwest  Mississippi.  Drawing  area 
75,000.  Contact  Marvin  Harvey,  M.D.,  Box  728, 
McComb,  MS  39648. 

General  Practice  opportunity  in  group  practice  on 
Gulf  Coast.  No  initial  investment.  Excellent  hospital 
facilities.  Contact:  W.  E.  Calhoun,  M.D.  and  W.  P. 
Warfield,  M.D.,  P.O.  Box  764,  Moss  Point,  MS 
39563;  telephone  (601)  475-8821. 


Situations  Wanted 

Board  eligible  anesthesiologist  seeks  practice 
location.  M.D.  from  M.  P.  Shah  Medical  College, 
Jamnagar,  India,  1971.  Anesthesiology  residency  at 
University  of  Tennessee,  1980.  Married.  Contact 
Mohanlal  L.  Patel,  M.D.,  5289  Queen  Anne  Dr., 
Memphis,  TN  38134. 

Pediatrician  desires  opportunity  to  practice  pediat- 
ric nephrology  with  a limited  amount  of  general 
pediatrics.  Concluding  a three  year  fellowship  in 
June  1980.  Contact:  James  R.  Matson,  M.D.,  Uni- 
versity of  Iowa  Hospital,  Department  of  Pediatrics, 
Iowa  City,  IA  52242. 

Pediatrician  completing  military  obligation  in 
November  seeks  practice  opportunity  in  single  spe- 
cialty, multi-specialty  or  partnership  position  in 
community  of  20,000-80,000  population.  Contact 
David  W.  Drennen,  M.D.,  9998A  Saint  Onge  Ave- 
nue, Ellsworth  AFB,  SD  57706. 


General  Practitioner  seeks  practice  location  in 
Mississippi.  Graduate  of  Ohio  State  Medical  School, 
1960;  married,  one  dependent.  Presently  in  general 
practice  in  Dayton,  OH.  Contact  Carl  R.  Hilde- 
brand, M.D.,  5151  Hoagland-Blackstub  Rd.,  Cort- 
land, OH  44410. 

Cardiologist  seeks  solo  or  group  practice  opportu- 
nity in  hospital-based  consultative  practice.  Com- 
pleting fellowship  in  June  1981 . Contact  Amar  De- 
Sai,  M.D.,  1003  Fenley  Ave.,  Louisville,  KY 
40222. 

Pediatrician  and  Pathologist  (husband  and  wife) 
seek  practice  opportunity.  Available  July  1981. 
Contact  Michael  M.  Lessner,  M.D.  and  Evelyn  J. 
Diehl,  M.D.,  1920  Cheremoya  Ave.,  Los  Angeles, 
CA  90068. 


Pathologist  especially  interested  in  coagulation  and 
blood  banking  seeks  hospital-based  position.  Con- 
tact Daniel  Williams,  Jr.,  M.D.,  77  Rippowam  Rd., 
Apt.  A,  Stamford,  CT  06902. 

Physician  completing  training  in  1981  seeks  general 
practice  location,  preferably  in  shortage  area.  Con- 
tact Kenneth  K.  Wheatley,  Jr..  M.D.,  1800  Hol- 
combe Boulevard,  Apt.  205,  Houston,  TX  77030. 

Pediatrician  desires  clinic  or  ER  location  in  south 
Mississippi.  Presently  in  training;  available  January 
1981 . Contact  S.  G.  Eggen,  M.D.,  4929  Cleveland 
Place,  Metairie,  LA  70003  or  call  504/837-3000 
(ext.  2436  or  2395). 

Pediatrician  seeks  practice  location  upon  comple- 
tion of  residency  in  July  1981.  Contact  J.  K. 
Angrish,  M.D.,  1222  Vincent  Ct.,  #4,  Flint,  MI 
48503. 

Family  Practitioner  seeks  practice  location  in  Mis- 
sissippi. Graduate  of  University  of  Washington 
School  of  Medicine,  1950.  Presently  practicing  in 
Alaska.  Contact  Donald  F.  McKay,  Box  631, 
Haines,  AK  99827. 

Pathologist — Board  Eligible.  University  trained. 
Completing  residency.  Available  July  1981.  Contact 
Ashraf  Mohammad,  M.D.,  University  Medical  Cen- 
ter, 2500  North  State  St.,  Jackson,  MS  39216. 
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PHYSICIANS 


One  of  America's  largest  health  care  corpo- 
rations is  currently  seeking  a full  and  part- 
time  Physician  for  our  Plasma  Donor  Center 
located  in  Mississippi.  Responsibilities  will 
include  performing  physicals  in  conjunction 
with  donor  screening  and  evaluation.  The 
part-time  position  would  provide  support 
when  regular  staff  Physicians  are  on  vacation. 
Our  requirements  are  flexible  and  we  will 
consider  licensed  but  non-practicing  Physi- 
cians as  well  as  those  desiring  to  work  on  a 
consulting  basis. 

^ We  offer  excellent  working  environment  and 
k a highly  competitive  salary.  Forfurther  infor- 
mation  please  send  curriculum  vitae  to: 


Professional  Employment 
3029  Cottonwood  #5 
Orange,  CA  92665 

Equal  Opportunity  Employer  M/F 


CLASSIFIED 


Internist  — Board  certified  or  eligible  internist 
with  interests  either  in  medical  chest,  rheumatology, 
or  pulmonary  diseases  to  share  an  institutional  prac- 
tice as  well  as  private  practice.  Modern  facilities 
with  excellent  professional  and  economic  opportuni- 
ties. Send  vitae  to  P.  O.  Box  4878,  Fondren  Station, 
Jackson,  MS  39216,  attention  Personnel.  An  equal 
opportunity  employer. 

Locum  Tenens  — COMPHEALTH.  Our  medical 
group  can  place  a well-qualified  physician  in  your 
practice  during  your  absence.  For  more  information 
call  or  write:  Comprehensive  Health  Systems,  Inc. 
175  West  Second  South,  Salt  Lake  City,  UT  84101; 
(801)  532-1200. 

Established  Jackson  Physician  has  office  space  for 
lease;  ophthalmologist  preferred;  share  waiting 
room.  Contact:  Lynn  D.  Abemethy,  M.D.,  653 
North  State  St.,  Jackson,  MS  39201;  (601)  354- 
5385. 

Equipment  for  Sale.  Burdick  EKG;  Clay  Adams 
Hematocrit  centrifuge.  Contact  Dr.  L.  T.  Carl,  Jack- 
son,  MS,  366-8494  (office)  or  366-3710  (home). 
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The  Office  of  Health  Maintenance  Organizations  has  selected  the  first  60  fellows 
to  participate  in  its  management  intern  program.  The  project  director  said  about 
one- third  of  the  fellows  have  prior  HMO  experience,  one-third  have  health  care 
experience  in  an  area  other  than  HMOs  and  one-third  have  business  management 
experience  outside  of  the  health  care  field.  The  intern  program  includes  eight 
months  of  training  in  general  management,  finance,  marketing,  information  systems, 
and  health  center  administration. 


The  Board  of  Trustees  of  the  U.S.  Pharmacopeial  Convention  has  decided  to  continue 
to  develop  its  own  dispensing  information  system  rather  than  implement  a proposed 
national  center  for  distribution  of  the  FDA's  mandatory  patient  package  inserts. 
"The  feeling  that  the  mandatory  PPI  program  may  yet  be  stopped  politically, 
coupled  with  the  inherent  unworkability  built  into  the  FDA  system,  makes  the  posi- 
tive contributions  of  a national  center  difficult,  if  not  hopeless,  at  this  time," 
said  a USP  spokesman. 


Physicians  caring  for  the  elderly  should  be  especially  aware  of  the  complication 
of  aluminum-containing  antacids,  says  a report  in  the  December  5 issue  of  JAMA. 

Dr.  Karl  L.  Insogna  reports  the  case  of  a 60-year-old  woman  with  osteomalacia 
who  had  consumed  big  doses  of  antacids  (some  4 ounces  daily  for  12  years  and  12  or 
more  ounces  each  day  for  six  months  prior  to  admission) . Dr.  Insogna  pointed  out 
that  antacids  often  are  used  by  the  elderly,  and  poor  dietary  habits  put  these 
individuals  at  increased  risk  of  phosphate  depletion. 


Four  major  cancer  treatment  centers  will  be  included  in  a National  Cancer  Institute 
study  of  high-energy  neutrons  for  treatment  of  cancer  patients.  The  clinical 
trials  will  enroll  some  8,000  patients  over  a ten-year  period.  The  centers  (the 
University  of  California-UCLA/VA' s Wadsworth  Hospital,  M.D.  Anderson  Hospital  and 
Tumor  Institute,  University  of  Pennsylvania/Fox  Chase  Cancer  Center,  and  the  Uni- 
versity of  Washington)  will  have  the  necessary  equipment  in  place  and  operational 
ov  1983. 


Agricultural,  forestry  and  nursery  workers  should  be  cautioned  about  handling 
sphagnum  moss  because  of  the  risk  of  sporotrichosis,  says  Archives  of  Pathology 
and  Laboratory  Medicine.  (Mississippi  reported  an  outbreak  involving  forestry 
workers  some  years  ago.)....  Pet  dogs  were  enoxerated  as  possible  carriers  of 
multiple  sclerosis  in  a study  reported  in  the  January  issue  of  Archives  of 
Neurology ....  The  American  Academy  of  Pediatrics  has  cautioned  against  giving  honey 
to  infants  younger  than  six  months  old  because  of  a risk  of  infant  botulism. 


For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DS  S' 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tablet  b.i.d.f  or  10  to  14  days 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinii  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
( Federal  Register,  37: 20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole”  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  “Intermediate  susceptibility”  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides: pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC’s 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older: 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

1’/2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Please  see  back  cover. 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resit 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  introit 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginal  tract/lower  intestinal  trac 

Please  see  reverse  side  for  summary  of  product  information. 
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Examine  Me. 


During  the  past  several  years,  I have  heard  my  name  mentioned 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspapers, 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  the 
phrases  “overmedicated  society,  ” “overuse,  ” “misuse,  ” and  “abuse,  ” my 
name  is  one  of  the  reference  points.  Sometimes  even  the  reference  point. 

These  current  issues,  involving  patient  compliance  or  dependency- 
proneness,  should  be  given  careful  scrutiny,  for  they  may  impede  my 
overall  therapeutic  usefulness.  As  you  know,  a problem  almost  always 
involves  improper  usage.  When  I am  prescribed  and  taken  correctly, 

I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for  me. 
Consider  your  patients  with  heart  problems,  G.I.  problems,  and  inter- 
personal problems  who,  when  their  anxiety  was  severe,  have  been  able 
to  benefit  from  the  medication  choice  you’ve  made.  Recall  how  often 
you’ve  heard,  as  a result,  “Doctor,  I don’t  know  what  I would  have  done 
without  your  help.  ” 

You  and  I can  feel  proud  of  what  we’ve  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

If  you  examine  and  evaluate  me  in  the  light  of  your  own  experience, 
you’ll  come  away  with  a confirmation  of  your  knowledge  that  I am  a safe 
and  effective  drug  when  prescribed  judiciously  and  used  wisely. 

For  a brief  summary  of  product  information  on  Valium  (diazepam/ 
Roche)  (jv  , please  see  the  following  page.  Valium  is  available  as  2-mg, 
5-mg  and  10-mg  scored  tablets. 
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Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety,  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  adiunc- 
tively in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders  athetosis,  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long 
term  use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  ad|unctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de 
pressants  Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon 
tmuation  of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually 
taper  dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  In  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
If  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazmes, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action  Usual  precau- 
tions indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
Side  Effects;  Drowsiness,  confusion,  diplopia 
hypotension,  changes  in  libido,  nausea,  fatigue 
depression,  dysarthria,  taundice.  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported,  should 
these  occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  taundice,  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy 
Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  bid  to  q i d , alcoholism,  10  mg  t i d or  q.i  d in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed 
adiunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q i d adiunctively  in  convulsive  disorders,  2 to  10 
mg  b i d to  q i d Geriatric  or  debilitated  patients  2 to 
2 VS  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated  (See  Precautions  ) Children  1 to 
2VS  mg  t i d or  q.i  d initially,  increasing  as  needed 
and  tolerated  (not  for  use  under  6 months) 

Supplied:  Valium"  (diazepam/Roche)  Tablets.  2 mg, 

5 mg  and  10  mg — bottles  of  100  and  500.  Tel-E-Dose  ' 
packages  of  100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25.  and  in  boxes  containing  10  strips 
of  10.  Prescription  Paks  of  50,  available  in  trays  of  10 
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Vermox:  the  only  anthelmintic 
highly  effective 
against  whipworm. 


Tail  of  whipworm 
(Trichuris  trichiura) 


Cure  Rate 


Egg  Reduction 


VERMOX® 

Mintezol1 

Antiminth2 

Povan3 


68%  * 
35%  t 

Not  Indicated 
Not  Indicated 


93%  * * 
45%  tt 


Also  highly  effective  against 
roundworm  and  hookworm 

Since  whipworm,  roundworm  and  hookworm  are  all  soil-borne 
helminths,  mixed  infections  are  not  uncommon.  Only  one  anthelmintic 
exhibits  high  efficacy  rates  for  all  three  nematodes:  whipworm-68%; 
roundworm^-98%;  hookworm— 96%. That  agent  is  VERMOX?1 

Please  see  following  page  for  Summary  of  Prescribing  Information. 

Broad-spectrum  coverage 
in  mixed  helminthic  infections 


Vermox 

(mebendazole) 


TABLETS 


H JANSSEN  PHARMACEUTICA  INC. 
New  Brunswick.  N.J.  08903 

Committed  to  research. . . 
because  so  much  remains  to  be  done. 

© Janssen  Pharmaceuhca  Inc  1980  JPI-023 
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Broad-spectrum 
coverage  in  mixed 
helminthic  infections 


(mebendazole) 


Contraindications  VERMOX  is  contraindicated  in 
pregnant  women  (see:  Pregnancy  Precautions)  and 
in  persons  who  have  shown  hypersensitivity  to 
the  drug. 

Precautions  PREGNANCY:  VERMOX  has  shown 
embryotoxic  and  teratogenic  activity  in  pregnant  rats 
at  single  oral  doses  as  low  as  1 0 mg/kg.  Since 
VERMOX  may  have  a risk  of  producing  fetal  damage 
if  administered  during  pregnancy,  it  is 
contraindicated  in  pregnant  women 

PEDIATRIC  USE:  The  drug  has  not  been  extensively 
studied  in  children  under  two  years:  therefore,  in  the 
treatment  of  children  under  two  years  the  relative 
benefit/risk  should  be  considered. 

Adverse  Reactions  Transient  symptoms  of 
abdominal  pain  and  diarrhea  have  occurred  in  cases 
of  massive  infection  and  expulsion  of  worms. 

Dosage  and  Administration  The  same  dosage 
schedule  applies  to  children  and  adults.  The  tablet 
may  be  chewed,  swallowed  or  crushed  and  mixed 
with  food.  For  the  control  of  pinworm  (enterobiasis), 
a single  tablet  is  administered  orally,  one  time. 

For  the  control  of  roundworm  (ascariasis),  whipworm 
(trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and 
evening,  on  three  consecutive  days. 

If  the  patient  is  not  cured  three  weeks  after 
treatment,  a second  course  of  treatment  is  advised. 
No  special  procedures,  such  as  fasting  or  purging, 
are  required. 

* Mean  cure  rate  of  VERMOX®  in  treating  whipworm; 
cure  rate  range  of  61-75%.  Data  on  file  at  Janssen 
Pharmaceutica  Inc. 

* * Mean  egg  reduction  of  VERMOX®  in  treating 
whipworm;  egg  reduction  range  of  70-99%.  Data  on 
file  at  Janssen  Pharmaceutica  Inc. 

+ Rollo,  I.M.:  Drugs  used  in  the  chemotherapy  of 
helminthiasis,  in  Goodman,  L.S.;  and  Gilman,  A. 
(eds.):  The  Pharmacological  Basis  of  Therapeutics, 
ed.  5.  New  York,  Macmillan,  1975,  p.  1034. 

tt  Miller,  M.J.;  Krupp,  I.M.;  Little,  M.D.;  Santos,  C.: 
Mebendazole  an  effective  anthelmintic  for 
trichuriasis  and  enterobiasis.  JAMA  230  (10):  1412- 
1414,  Dec.  9,  1974, 

1 Registered  trademark  of  Merck  Sharp  and  Dohme. 

2.  Registered  trademark  of  Roerig. 

3.  Registered  trademark  of  Parke-Davis. 
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JANSSEN  PHARMACEUTICA  INC. 
New  Brunswick,  N.J.  08903 


Committed  to  research. . . 
because  so  much  remains  to  be  done. 


Mississippi  physicians  participating  in  the  25th  annual 
Tri-State  Thoracic  Conference  held  recently  in  Biloxi  are 
(from  left)  Dr.  Joe  R.  Norman,  Christmas  Seal  Professor 
of  Respiratory  Disease  at  University  Medical  Center, 
Jackson;  Dr.  Guy  D.  Campbell,  Mississippi  Lung  Asso- 
ciation representative  director  to  the  American  Lung 
Association  Board  of  Directors,  also  of  Jackson;  Dr. 
John  R.  Williams,  Mississippi  Thoracic  Society  repre- 
sentative councilor  to  the  American  Thoracic  Society’, 
Greenville;  and  Dr.  John  R.  Morgan  of  McComb,  presi- 
dent of  the  Mississippi  Thoracic  Society’.  The  conference 
is  sponsored  by  Lung  Associations  and  Thoracic  Societies 
of  Mississippi,  Louisiana  and  Alabama. 


AHA  Recognizes  Cost  Control 
Effort  at  St.  Dominic 

St.  Dominic-Jackson  Memorial  Hospital  has  re- 
ceived a Certificate  of  Recognition  from  the  Amer- 
ican Hospital  Association  (AHA),  in  acknowledg- 
ment of  the  hospital’s  efforts  to  more  effectively 
monitor  costs  and  productivity. 

Sister  Josephine  Therese,  administrator,  reported 
that  the  hospital  has  participated  in  an  AHA  manage- 
ment information  program  to  help  gauge  effective- 
ness. “The  information  received  through  this  pro- 
gram, coupled  with  our  own  cost  containment  pro- 
gram, ‘T.I.P.  — Think  Increased  Productivity,'  has 
enabled  St.  Dominic’s  to  keep  our  costs  to  patients 
among  the  lowest  in  the  nation,”  she  stated. 

Sister  Josephine  added  that  the  latest  hospital  sur- 
vey conducted  by  the  Equitable  Life  Assurance 
Society  of  the  United  States  showed  nationwide  an 
82%  increase  in  the  cost  of  a semi-private  room  in 
the  last  five  years;  a 77%  increase  across  Missis- 
sippi; and  a 55%  increase  at  St.  Dominic  Hospital. 
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Thomas 
Yates  & Co. 

Insurance  with  Innovation 


The  basic  idea  of  Thomas  Yates  & Co.  hasn’t  changed.  It’s  just 
grown.  Good  ideas  usually  do. 

As  we  begin  our  fourth  decade  of  service  to  the  Mississippi  State 
Medical  Association,  Thomas  Yates  & Co.  has  continued  to  upgrade 
coverages  and  to  design  well  planned  group  insurance  programs 
responsive  to  some  very  special  needs  of  its 
members.  Our  aim  is  to  steadily  strengthen 
membership  benefit  programs  through  the 
introduction  of  new  and  improved  coverages;  to 
give  members  more  protection  for  their  money; 
to  make  insurance  more  adaptable  and  to  back 
up  the  plans  we  offer  with  imagination  and 
thorough  service  . . . That’s  the  Thomas  Yates 
idea  — the  simple  but  profound  idea  to  offer  its 
members  the  best  possible  group  insurance 
plan. 

Yes,  the  basic  idea  . . . Insurance  With 
Innovation  ...  it  hasn’t  changed  . . . it’s  just 
grown. 


Thomas  Yates 


Thomas  Yates  & Co. 

GROUP  INSURANCE  ADMINISTRATORS 

735  Riverside  Drive  • RO.  Box  5048  • Jackson,  Mississippi  39216 


March  1981 


Dear  Doctor: 

The  AMA  and  12  other  defendants  have  successfully  defended  antitrust  charges 
brought  against  them  by  five  chiropractors.  The  unanimous  decision  favoring  the 
defendants  followed  a 7-week  trial  in  U.S.  District  Court  in  Chicago,  and  was 
seen  as  a vote  of  confidence  in  the  medical  profession.  James  H.  Sammons,  M.D. 
predicted  the  verdict  "will  have  a significant  impact  on  other  cases  challenging 
the  medical  profession’s  right  to  speak  out  on  public  health  issues." 

The  decision,  which  will  not  affect  settlements  agreed  to  last 
year  by  two  former  defendants,  will  be  appealed,  according  to  the 
plaintiffs’  attorney.  Four  other  lawsuits  involving  the  medical 
profession  and  chiropractors  are  pending  in  Iowa,  Pennsylvania, 

New  York  and  New  Jersey. 

The  American  Hospital  Association  will  work  toward  the  elimination  of  PSROs, 
following  action  of  the  AHA’s  House  of  Delegates  last  month.  The  position  is  the 
same  as  that  taken  in  December  by  the  AMA  House  of  Delegates.  The  AHA  also  ex- 
pressed opposition  to  the  health  planning  law,  although  its  position  on  seeking 
the  elimination  of  the  law  was  not  as  strong  at  the  AMA's. 

Meanwhile,  both  the  PSRO  program  and  the  health  planning  program  were  earmarked 
for  elimination  under  a Reagan  Administration  timetable  to  phase  them  out  in 
favor  of  a program  encouraging  competition  in  the  health  sector.  Some  $4 
billion  of  the  Administration’s  proposed  $41  billion  reduction  in  federal  spend- 
ing would  come  from  cuts  in  HHS  programs. 

The  Voluntary  Effort  urges  physicians  to  continue  to  keep  their  fee  increases 
well  below  the  CPI  inflation  rate  this  year  and  recommends  that  cost  effective- 
ness courses  be  included  in  physician  education  programs.  In  its  1981  goals 
statement,  the  VE  asked  hospitals  to  slow  the  rate  of  increase  in  spending  to 
a level  below  last  year  and  made  specific  requests  of  Blue  Cross-Blue  Shield. 

Preliminary  plans  for  MSMA’s  113th  Annual  Session  (April  26-30  in  Biloxi)  in- 
dicate that  the  meeting  will  be  better  than  ever.  This  issue  has  an  article 
outlining  some  of  the  social  functions  already  on  the  schedule.  More  details 
about  scientific  sessions.  House  of  Delegates,  specialty  society  meetings  and 
special  guests  will  be  described  in  the  April  journal. 


Sincerely, 


Patsy  Silver 
Managing  Editor 


y Now. . .today’s  issues 
f in  anxiety  management 
are  confronted  in  a unique  program 
for  primary  care  physicians 

Anxiety:  the  therapeutic  dilemma 

Multimedia  Continuing  Education  Program 


Ideas  about  anxiety  management  are  changing.  Problems  have  surfaced.  There  is 
concern  about  dependence  on  minor  tranquilizers  and  new  findings  on  receptor 
sites  in  the  brain.  There  is  a trend  toward  short-term  therapy  and  interest  in 
nondrug  alternatives.  Because  anxiety  can  disable,  the  need  to  treat  continues  in 
daily  practice.  Primary  care  physicians  require  up-to-date  information. 

This  program  can  provide  it. 


Current  Views  and  Opinions 
from  Eminent  Authorities 


Offered  free  of  charge,  this  multimedia  seminar  is  based  on  a major  sym- 
posium. It  integrates  the  views  of  nationally  known  clinicians  with  case  ma- 
terial to  demonstrate:  1 ) keys  to  differential  diagnosis,  2)  recognition  and 
management  of  dependence-prone  patients,  3)  ways  to  minimize  tranquil- 
izer dependency,  4)  guidelines  for  selecting  drug  and  nondrug  therapies,  5) 
how  the  biochemistry  of  anxiety  can  affect  treatment  modalities.  And  more. 


CME  Accreditation 

The  complete  program,  Anxiety:  the  therapeutic  dilemma  is  designed  to 
provide  up  to  a total  of  26  credit  hours  in  Category  1,  PRA/AMA.  The  maximum 
number  of  hours  may  be  obtained  as  follows: 

Seminar(s) 

When  presented  by  an  accredited  CME  provider  (hour  for  hour) 

. . . up  to  8 hours 

Self-Study  Programs 

Designed  to  provide  credit  hours  indicated  when  completed 
according  to  instructions: 

• Two  monographs  (completed  as  a unit) 

• Six  self-study  units  (2  hours  each) 

...  up  to  6 hours 
. . up  to  12  hours 

Unique  Interactive  Format 
Stimulates  Participation 

More  than  a conventional  lecture,  this  seminar  provides  opportunity  (and 
guidance)  for  the  kind  of  interaction  that  promotes  understanding  and 
anchors  useful  ideas.  Guest  lecturers  are  available  and  all  elements  needed 
for  an  effective  program  are  included:  films,  moderator's  guide,  participants’ 
workbooks,  monographs,  publicity  material,  etc. 

Flexible  Program  Design  Anxiety:  the  therapeutic  dilemma  is  a versatile  program  with  an  out- 

standing faculty,  pertinent  content  and  lively  format.  It  can  be  conducted  in 
a variety  of  ways  to  meet  your  scheduling  needs:  • Full  day  — 8 hour  seminar 
• Half  day  — 4 hour  seminar  • 1 or  2 hour  course 

For  further  information,  mail  the  coupon  below,  or  call  toll-free  800-526-4299. 
In  New  Jersey,  call  (201) -636-6600. 


Anxiety:  the  therapeutic  dilemma 

was  produced  under  a grant  from  Abbott  Laboratories 


1-0791  1033394 


A — 3/81 


M.E.D.  Communications  Please  send  me  full  details  on  faculty,  agenda,  accreditation  and  booking  for 

655  Florida  Grove  Road  the  CME  seminar,  Anxiety:  the  therapeutic  dilemma. 

Hopelawn,  NJ  08861 


Name 


Title 


(please  print) 


Institution 


Street 


City 


State 


Zip 
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Riverside. 


Mississippi’s  Unique  Psychiatric 
Hospital. 


Riverside  Hospital  is  unique  in 
Mississippi. 

As  a privately  owned  56-bed  short 
term  care  facility  for  treating  patients 
with  psychiatric  illness,  emotional 
problems,  or  substance  abuse,  it  is  the 
only  hospital  of  its  kind  in  the  state. 

Architecturally  designed  to  create 
an  attractive  open  environment, 
Riverside’s  “non-institutional” 
atmosphere  helps  prepare  the  patient 
for  specific  therapy,  healthy 
entertainment  and  physical  recreation. 

The  clinical  program  incorporates 
a wide  range  of  modern  psychiatric 
ideas.  Emphasis  is  placed  on 
interpersonal  relationships,  small 
group  functions,  and  professional 
individualized  care. 

The  Medical  Staff  includes  a 
large  number  of  physicians  in  private 
practice  in  the  Jackson  area.  All  are 
qualified  and  limit  their  practice  to 
psychiatry. 

Riverside  is  licensed  by  the 
Mississippi  Commission  on  Hospital 
Care,  and  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of 
Hospitals. 

Physicians  who  have  patients  that 
would  benefit  from  this  type  of 
treatment  approach  may  obtain  referral 
information  by  contacting  the 
Admitting  Office. 

Riverside 

Hospital 

P.O.  Box  4297,  Jackson,  MS  39216 
Telephone:  (601)939-9030 


Perinatal  Center  Jackson,  MS  - The  Mississippi  Health  Care  Commission 

May  Win  Approval  is  expected  to  approve  a proposal  for  a perinatal 

center  at  the  University  Medical  Center.  At  press  time, 
there  were  reports  that  the  Commission,  at  its  upcoming  meeting,  would  recommend  a 
smaller  facility  than  the  $25  million,  seven-story  one  requested.  The  Commission 
was  also  expected  to  suggest  that  the  perinatal  center  be  only  one  part  of  a state- 
wide program.  MSMA  favors  both  the  proposed  center  and  the  statewide  system. 


Funds  Loss  Forces  Jackson,  MS  - A reduction  in  a federal  public  health 

SBH  Layoffs  grant  provided  by  the  Department  of  Health  and  Human 

Services  has  forced  the  Mississippi  State  Board  of 
Health  to  slash  4%  from  its  $28  million  payroll,  resulting  in  the  layoff  of  80 
health  department  workers.  The  Mississippi  Legislature  had  been  asked  to  authorize 
the  department  to  charge  for  health  inspections  it  now  does  for  free,  in  order  to 
make  up  the  lost  funds,  but  the  bill  died  in  committee. 


Greenville  Jail  Earns  Jackson,  MS  -r  The  Greenville  City  Jail  has  been  awarded 

AMA  Accreditation  two-year  accreditation  for  its  health  care  system.  The 

jail,  one  of  17  Mississippi  jails  enrolled  in  the  MSMA 
Jail  Health  Care  Project,  is  the  second  in  the  state  to  achieve  accreditation  under 
AMA  standards  and  one  of  only  93  in  the  nation  currently  accredited.  The  Copiah 
County  Detention  Center  was  accredited  in  May  1980.  Chief  Robert  Skinner,  jail  su- 
pervisor Charles  James,  and  jail  physician  David  B.  Keddy,  M.D.,  were  commended. 


Nation  May  Face  Chicago,  IL  - More  than  50,000  patients  are  being  kept 

Rationing  of  Dialysis  alive  by  dialysis  machines,  at  a cost  exceeding  $1  billion 

per  year.  The  cost  probably  will  exceed  $3  billion  by 
1984,  says  a report  in  JAMA.  Medicare  has  included  dialysis  as  a benefit  since  1973. 
"It  is  yet  to  be  decided  whether  rationing  of  medical  care  resources  will  occur  by 
design  or  by  default,"  says  the  author,  commenting  on  the  large  numbers  of  patients 
now  competing  for  a share  of  the  health  dollar. 


Canine  Cancer  Minneapolis,  MN  - Canine  bladder  cancer  could  be  a senti- 

Called  a Sentinel  nel  condition  which  might  lead  to  early  identification  of 

carcinogenic  hazards  in  the  general  environment  in  cer- 
tain locales,  reports  a research  team  from  the  National  Cancer  Institute.  They 
describe  studies  at  13  veterinary  university  hospitals  which  found  a significant 
correlation  between  canine  bladder  cancer  and  the  level  of  industrial  activity  in 
the  areas,  with  similar  correlations  found  with  human  bladder  cancer. 


When  painful  spasm 
is  the  presenting 
symptom . . . 
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...  in  the  functional  bowel/irritable  bowel 
syndrome f 

be  sure  to  specify 

Bentyl 

(dicyclomine 
hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injectable 

* J2/t . k)-T)y(^oMA^  atr  untifai 

because: 

Bentyl  passes  these  tests  for  product  integrity. 

@ The  Bentyl  molecule  is  a product  of  original  Merrell  research. 

@ At  Merrell,  Bentyl  must  go  through  140  checkpoints/tests  from  its  synthesis 
~ through  the  packaging  of  the  final  product. 

@ Bentyl  bioavailability  of  tablets,  capsules,  syrup  and  injectable . 

@ The  bioequivalence  of  the  oral  dosage  forms  permits  a choice  of  tablets, 
capsules,  or  syrup  that  satisfies  patient’s  dosage  preferences. 

@ Pharmacologic  effect  in  the  distal  colon  compared  to  placebo™ 
shows  how  Bentyl  affects  abnormal  motor  activity 
in  the  irritable  colon  patient. t 


tThis  drug  has  been  classified  "probably"  effective  for  this  indication 


tt  In  the  experiments  that  showed  significant  pharmacologic  effect,  the  dose  of  Bentyl  used  was 
50  mg.  I.M.,  which  is  higher  than  that  permitted  in  the  labeling.  This  dose  was  deemed  justified 
since  the  recommended  daily  dose  of  injectable  Bentyl  is  20  mg.  (2  ml.)  every  4 to  6 hours.  Thus, 
in  8 hours,  a patient  could  receive  a total  of  60  mg.  I.M.  and  at  that  time,  as  a result  of  the 
sustained  plasma  levels  from  the  20  mg.  injections  at  0 and  4 hours,  might  show  an  even  higher 
plasma  level  that  occurs  after  a single  50  mg.  I.M.  dose.  Presumably,  the  same  pharmacologic 
effect  would  follow.  These  observations  do  not  constitute  evidence  of  efficacy. 


Bentyl® 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences — National  Research  Council  and/or  other  infor- 
mation, FOA  has  classified  the  following  indications  as 
"probably"  effective: 

For  the  treatment  of  functional  bowel/irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RELIEVED 
BY  VARYING  COMBINATIONS  OF  SEDATIVE,  REASSUR- 
ANCE, PHYSICIAN  INTEREST.  AMELIORATION  OF  EN- 
VIRONMENTAL FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal 
stenosis);  paralytic  ileus,  Intestinal  atony  of  the  elderly  or  debili- 
tated patient;  unstable  cardiovascular  status  in  acute  hemorrhage; 
severe  ulcerative  colitis;  toxic  megacolon  complicating  ulcerative 
colitis;  myasthenia  gravis, 

WARNINGS:  In  the  presence  of  a high  environmental  temperature, 
heat  prostration  can  occur  with  drug  use  (fever  and  heat  stroke  due 
to  decreased  sweating).  Diarrhea  may  be  an  early  symptom  of 
incomplete  intestinal  obstruction,  especially  in  patients  with  ileos- 
tomy or  colostomy.  In  this  instance  treatment  with  this  drug  would 
be  inappropriate  and  possibly  harmful  Bentyl  may  produce  drow- 
siness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazardous 
work  while  taking  this  drug.  There  are  rare  reports  of  infants.  6 
weeks  of  age  and  under,  administered  dicyclomine  hydrochloride 
syrup,  who  have  evidenced  respiratory  symptoms  (breathing  diffi- 
culty, shortness  of  breath,  breathlessness,  respiratory  collapse, 
apnea),  as  well  as  seizures,  syncope,  asphyxia,  pulse  rate  fluctua- 
tions, muscular  hypotonia,  and  coma.  The  above  symptoms  have 
occurred  within  minutes  of  ingestion  and  lasted  20  to  30  minutes. 
The  timing  and  nature  of  the  reactions  suggest  that  they  were  a 
consequence  of  local  irritation  and/or  aspiration  rather  than  a direct 
pharmacologic  effect  No  known  deaths  or  permanent  adverse 
effects  have  been  reported.  Bentyl  syrup  should  he  used  with 
caution  in  this  age  group. 

PRECAUTIONS:  Although  studies  have  failed  to  demonstrate  ad- 
verse effects  of  dicyclomine  hydrochloride  in  glaucoma  or  in 
patients  with  prostatic  hypertrophy,  it  should  be  prescribed  with 
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Hiatal  hernia  associated  with  reflux  esophagitis  since  anti- 
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California  Physician  Lectures 
At  University  Medical  Center 


Dr.  Nemat  O.  Borhani  (left),  professor  of  preventive 
medicine  and  chairman  of  the  department  at  the  Universi- 
ty of  California  at  Davis,  was  at  the  University  of  Missis- 
sippi Medical  Center  as  a guest  lecturer  in  preventive 
cardiology  in  the  Department  of  Medicine’s  Division  of 
Cardiology.  With  him  is  Dr.  Richard  Hutchinson,  associ- 
ate professor  of  medicine.  While  at  UMC  Dr.  Borhani 
also  presented  medical  grand  rounds  on  therapy  for  mild 
hypertension . 


113th  Annual  Session 
April  26-30,  1981 
Biloxi  Hilton 

Mark  Your  Calendars  Now 
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Update  on  EMS  Programs 
Will  Highlight  1981  Symposium 

Physicians,  nurses,  emergency  medical  techni- 
cians (EMTs),  and  other  health  care  professionals 
will  choose  from  a dozen  different  workshops  for 
continuing  education  credit  at  the  1981  EMS 
Statewide  Symposium. 

The  annual  conference  is  scheduled  for  May  27- 
29  at  the  Royal  d’lberville/Best  Western  in  Biloxi. 

National  EMS  Director  Dr.  David  Boyd  will 
headline  opening  day  activities  with  a national  up- 
date on  EMS  programs.  Workshop  topics  include 
care  of  the  patient  with  facial  injuries,  environmen- 
tal injuries,  cardiac  drugs  — help  or  hazard?,  medi- 
cal management  of  the  overdosed  patient,  neonatal 
care  and  transport,  and  trauma  centers:  responsibil- 
ity and  recognition. 

The  1980  symposium  drew  the  largest  number  of 
physicians  and  nurses  ever,  reported  W.  Briggs 
Hopson,  Jr.,  M.D.,  of  Vicksburg,  state  medical 


control  director  for  the  EMS  Branch,  Mississippi 
State  Board  of  Health.  Some  500  participants  are 
expected  this  year,  and  EMS  Branch  director  Wade 
Spruill,  Jr.,  encourages  physicians  to  register  early. 

Participants  should  send  names  and  addresses 
with  the  $50  physician  registration  fee  to  EMS  Semi- 
nars, P.  O.  Box  1700,  Jackson,  MS  39205,  before 
May  20.  Hotel  reservations  must  be  made  with  the 
Royal  d'Iberville. 

Joint  sponsors  with  the  EMS  Branch  are  the  Mis- 
sissippi Chapters  of  the  American  College  of 
Surgeons  and  the  American  College  of  Emergency 
Physicians  and  the  Mississippi  Affiliate,  Emergency 
Department  Nurses  Association. 

Affiliate  sponsors  are  the  North  Mississippi  EMS 
Authority,  Southwest  Mississippi  EMS  Authority, 
Southeast  Mississippi  Air  Ambulance  District,  Gulf 
Coast  EMS  District,  Mississippi  Hospital  Associa- 
tion, Mississippi  State  Medical  Association,  Missis- 
sippi Affiliate  of  the  National  Association  of  EMTs, 
and  Mississippi  Heart  Association. 


Summer  Cruise/Conferences 
on  Legal ’Medical 
Issues 


APPROVED  FOR 
23  CME  CREDITS 
CATEGORY  I 
By  the  American  College  of  Legal  Medicine 
Seminars  Directed  by  Irwin  N Perr,  M.D.,  J.D 
Professor,  Rutgers  Medical  School 

Caribbean  Conference  - July  29  — August  8,  1981  aboard 
TSS  Fairwind.*  Visit  St.  Maarten,  Antigua,  Barbados, 
Martinique  and  St.  Thomas. 

Mediterranean  Conference  — August  22  — September  5, 
1981  aboard  Mts.  Danae.**  Visit  major  cities  in  Italy, 
Greece,  Egypt,  Israel,  Turkey,  Yugoslavia. 

• All  meals  on  cruise  and  aloft.  • Excellent  Fly/Cruise  group  rates. 

• Seminars  conducted  at  sea.  • Hotel  Danieli  - Venice,  Italy 

• Alitalia  scheduled  flights  to  Italy.  • All  transfers 

The  number  of  participants  in  each  Conference  is  limited 
Early  registration  is  advised. 


For  color  brochure 
and  additional 
information  contact: 


International  Conferences 
189  Lodge  Avenue 
Huntington  Station,  N.Y.  1 1746 
Phone  (516)  549  0869 


Both  conferences  are  designed  to  conform  with  the  1976  Tax  Reform  Act 

• Liberian  Registry 
* ‘Greek  Registry 


Two  convenient  dosage 
forms:  100  mg  (white)  and 
300  mg  (peach)  Scored 
Tablets 


Tablets  imprinted  with 
brand  name  to  assist  in 
tablet  identification. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  8V2  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  be  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medicus,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor’s name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  of  The  Copyright  Revi- 
sion Act  of  1976 , effective  Jan.  I,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association's 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA."  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors. 
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and  25  mg.  of  hydrochlorothiazide 
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alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 


with  a K+  supplement  or  K+-sparing  agent). 


should  be  checked  periodically  (see  Warnings). 


Serum  K+  and  BUN 

Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDFI.  A brief 
summary  follows: 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  ot 
edema  or  hypertension  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual  If  this 
combination  represents  the  dosage  so  deter- 
mined. its  use  may  be  more  convenient  in  patient 
management  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progres- 
sive renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
ordietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used  Hyperkalemia  can  occur, 
and  has  been  associated  with  cardiac  irregularities 
It  is  more  likely  in  the  severely  ill,  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency  Period- 
ically. serum  K+  levels  should  be  determined  If 
hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K+  intake  Associated  widened  QRS  com- 
plex or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 


bocytopenia. other  adverse  reactions  seen  in  adults 
Thiazides  appear  and  triamterene  may  appear  in 
breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing  Adequate  information  on  use  in  chil- 
dren is  not  available  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma  Possible  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids].  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those 
with  suspected  or  confirmed  renal  insufficiency 
Watch  for  signs  of  impending  coma  in  severe  liver 
disease  If  spironolactone  is  used  concomitantly, 
determine  serum  K+  frequently,  both  can  cause  K + 
retention  and  elevated  serum  K+  Two  deaths  have 
been  reported  with  such  concomitant  therapy  (in 
one.  recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly  mom 
tored).  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  re- 
actions Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  thiazides  Triam- 
terene is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Anti- 
hypertensive  effect  may  be  enhanced  in  post- 
sympathectomy patients  Use  cautiously  in  surgical 
patients  The  following  may  occur  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered],  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia],  decreasing  alkali  reserve  with 


possible  metabolic  acidosis  Dyazide  interferes  with 
fluorescent  measurement  of  qumidine  Hypo- 
kalemia. although  uncommon,  has  been  reported 
Corrective  measures  should  be  instituted  cautiously 
and  serum  potassium  levels  determined  Discon- 
tinue corrective  measures  and  Dyazide'  should 
laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Serum  PBI  levels  may  decrease  with- 
out signs  of  thyroid  disturbance  Calcium  excretion 
is  decreased  by  thiazides.  Dyazide  should  be  with- 
drawn before  conducting  tests  for  parathyroid 
function 

Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps  weakness, 
dizziness,  headache,  dry  mouth,  anaphylaxis,  rash, 
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ological conditions;  nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal  disturbances 
Necrotizing  vasculitis,  paresthesias,  icterus  pan- 
creatitis, xanthopsia  and,  rarely,  allergic  pneumo- 
nitis have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components 
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Leiomyoma  of  the  Lung:  A Case 
Report 

W.  WILSON  DEFORE,  Jr.,  M.D.,*  Jackson,  Mississippi  and 
JOSEPH  I.  MILLER,  M.D.,f  Atlanta,  Georgia 


Leiomyoma  of  the  lung  is  a rare  benign  tumor  of 
mesodermal  origin  which  is  often  discovered  in- 
cidentally on  routine  chest  films.  These  have  been 
rarely  reported,  and  to  date,  only  52  cases  of  a 
leiomyoma  have  been  recorded/  Because  of  the 
rarity  of  this  lesion,  a case  report  is  presented  along 
with  a review  of  the  literature. 

Case  Report 

J.  W. , a 59-year-old  white  male  was  seen  in  July 
1977  for  evaluation  of  a 2.5  cm  solitary  lesion  of  the 
right  lower  lobe  detected  on  routine  chest  x-ray  by 
his  physician  two  years  previously.  The  patient  was 
asymptomatic,  and  the  only  historical  fact  was  a 
heavy  tobacco  use  of  80  pack  years.  A review  of 
previous  chest  films  revealed  an  increase  in  the  size 
of  the  lesion  from  1 cm  to  2.5  cm  over  the  two  year 
interval.  Tomograms  revealed  a smooth,  well  de- 
marcated lesion  of  the  right  lower  lobe.  The  physical 
examination  and  laboratory  studies  were  within  nor- 
mal limits.  Bronchoscopy  with  brush  biopsy  of  the 
right  lower  lobe  showed  no  evidence  of  neoplasia.  A 
right  thoracotomy  was  performed,  and  a solid,  well- 
circumscribed  lesion  of  the  right  lower  lobe  was 
removed  by  wide  wedge  excision.  The  pathologic 
frozen  section  was  reported  as  a benign  leiomyoma 
of  the  lung  (see  Figure  1).  The  surgical  procedure 
was  completed,  and  the  patient’s  postoperative 
course  was  uneventful.  He  has  now  been  followed 
postoperatively  for  two  years  and  his  chest  x-ray 
remains  free  of  any  further  lesions. 

* Engaged  in  the  private  practice  of  general,  thoracic  and  vascu- 
lar surgery  in  Jackson,  MS. 

t From  the  Division  of  Thoracic  Surgery,  Emory  University 

School  of  Medicine,  Atlanta,  GA. 


Discussion 

Leiomyoma  of  the  lung  was  first  reported  by  Far- 
kel  in  19 10. 4 Only  52  cases  have  been  reported  in  the 
literature  since  that  time.5  The  presence  of  a 


Leiomyoma  of  the  lung  is  a rare  benign 
tumor  of  mesodermal  origin  that  has  been 
rarely  reported  in  the  world  literature.  The 
authors  note  that  the  patient  is  usually 
asymptomatic  unless  there  is  concomitant 
bronchial  obstruction.  They  report  that  con- 
servative resection  is  the  treatment  of  choice 
unless  extensive  involvement  of  the  pulmo- 
nary parenchyma  necessitates  more  exten- 
sive resection. 


leiomyoma  in  the  respiratory  system  is  a very  rare 
occurrence  and  ranks  fourth  in  frequency  among 
benign  mesodermal  tumors  of  the  lung.  It  is  pre- 
ceded in  frequency  only  by  fibromas,  chrondromas, 
and  lipomas.2  Leiomyomas  comprise  less  than  17% 
of  reported  large  series  of  benign  primary  tumors  of 
the  lung.6 

Females  are  more  often  involved  than  males  by  a 
ratio  of  3:2.  The  ages  of  patients  reported  have 
ranged  from  6 to  67  years  with  the  average  of  35 
years. 

No  characteristic  signs  or  symptoms  are  associ- 
ated with  the  lesion,  but  presenting  complaints  may 
include  a cough,  hemoptysis,  chest  pain,  dyspnea, 
weight  loss,  and  fever.  The  symptoms  are  most 
pronounced  when  the  location  of  the  tumor  has  con- 
tributed to  episodes  of  bronchial  obstruction  or 


MARCH  1981 


49 


Figure  1 . Microscopic  section  of  the  lung  leiomyoma 
showing  sheets  of  smooth  muscle  with  white  interlacing 
whorls  of  tissue,  spindle-shaped  in  nature  with  varying 
amounts  of  fibrous  tissue  stroma. 


pneumonitis.  Physical  findings  are  related  to  the  size 
and  location  of  the  tumor,  and  examination  of  the 
patient  may  reveal  areas  of  decreased  breath  sounds, 
dullness  to  percussion,  expiratory  wheezes,  rhonchi, 
or  clubbing  of  the  extremities. 

The  chest  film  usually  portrays  a rounded  or 
ovoid,  well-defined  mass  lesion  which  may  be 
associated  with  contiguous  areas  of  atelectasis. 
There  are  no  characteristic  radiographic  signs  to 
differentiate  leiomyoma  from  its  malignant 
counterpart.1  The  lesions  have  not  been  noted  to 
exhibit  any  predilection  for  either  side  of  the  chest. 
The  x-ray  of  the  chest  is  the  most  useful  diagnostic 
tool  and  may  be  supplemented  by  tomography  to 
identify  areas  of  calcification,  in  addition  to  defining 
tumor  depth  and  configuration. 

Pathologically,  leiomyoma  is  a primary  neoplasm 


of  muscular  origin  in  which  involvement  may  in- 
clude the  lung.  Variants  may  include  leiomyosarco- 
ma, rhabdomyoma,  and  rhabdomyosarcoma.  The 
origin  is  from  mesenchymal  tissue  and  may  include 
bronchial  smooth  muscle,  ectopic  smooth  muscle,  or 
the  pulmonary  vasculature. 

Grossly,  the  tumor  presents  a yellow-gray  to 
white  surface  and  is  colored  with  a normal  intact 
mucosa.  It  is  firm,  spherical,  and  often  encapsu- 
lated. On  cut  sections,  a grayish-white  color  in  the 
interlacing  whorls  of  tissue  are  characteristic.  Mi- 
croscopically, the  sheets  of  smooth  muscle  predomi- 
nate with  white  interlacing  whorls  of  tissue,  spindle- 
shaped  in  nature  and  occasionally  mixed  with  flecks 
of  calcium.  The  nuclei  are  elongated  and  are  sepa- 
rated by  corrective  tissue  septa  with  varying 
amounts  of  fibrous  tissue  stoma.7  Neither  solitary 
leiomyoma  nor  the  malignant  counterpart, 
leiomyosarcoma,  bears  a relationship  to  multiple 
leiomatosis  of  the  lungs,  a lesion  which  is  similar  to 
neurofibromatosis.  To  date,  there  are  no  reports  of  a 
malignant  transformation  of  a leiomyoma.3 

Resection  of  the  tumor  is  the  treatment  of  choice. 
A conservative  approach  is  generally  advocated,  but 
the  site  of  origin  and  the  presence  of  secondary 
complications  may  necessitate  a lobar  or  segmental 
resection.  If  the  tumor  is  small  and  confined  to  a 
peripheral  location  and  a benign  nature  is  pathologi- 
cally confirmed,  a locally  wide  resection  is  adequ- 
ate. However,  in  the  presence  of  extensive  pulmo- 
nary disease  or  proximal  bronchial  obstruction,  a 
lobectomy  or  more  extensive  pulmonary  resection 
may  be  required. * *** 

P.O.  Box  4180  (39216) 
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Pacemakers  and  Scattered  Radiation 


ANUPAM  ROUTH,  M.D.  and  B.  T.  HICKMAN,  M.D. 
Jackson,  Mississippi 


Implantation  of  electronic  cardiac  pacemakers 
is  a routine  procedure  in  many  large  hospitals. 

Many  patients  with  pacemakers  also  have  cancer; 
and  since  ionizing  radiation  is  used  for  treatment  of 
cancer,  radiotherapists  are  concerned  about  irradiat- 
ing these  patients. 

Marbach1  and  Waiz2  have  irradiated  demand-type 
pacemakers  in  vitro  and  found  that  radiation  does  not 
interfere  with  the  working  of  pacemakers,  though 
betatrons  do  interfere  with  pacemaker  function. 
There  have  been  no  reports  on  the  effects  of  scattered 
radiation  on  pacemakers  in  the  literature. 

We  report  a case  where  the  effect  of  scattered 
radiation  was  measured  by  continuously  monitoring 
the  patient  during  actual  treatment. 

Case  History 

Mr.  H.  B.  was  a 67-year-old  white  male  who  had 
a left  lobectomy  for  cancer  in  June  1978.  In  October 

1979  a demand-type  pacemaker  (Teletronics,  160  B) 
was  installed  for  sick  sinus  syndrome.  In  January 

1980  the  patient  became  short  of  breath  and  lost 
function  in  his  left  arm.  CT  scan  showed  multiple 
defects  in  the  brain,  and  bronchoscopy  showed  com- 
plete obstruction  to  the  left  main  bronchus  (see  Fig- 
ure 1). 

It  was  decided  to  treat  the  brain  and  left  bronchus 
to  open  the  obstruction  palliatively . It  was  decided  to 
give  3000  rads  in  ten  fractions  to  both  the  left  lung 
and  the  brain.  We  estimated  that  the  scattered  dose 
would  be  80  rads  per  treatment.  With  the  daily  tumor 
dose  at  300  rads,  the  total  scattered  dose,  if  the 
patient  finished  treatment,  was  estimated  at  800 
rads.  This  dose  was  calculated  by  checking  the  posi- 
tion of  the  pacemaker  from  the  treatment  field. 

The  patient  was  monitored  every  day  of  treatment 
by  Holter  Monitor  (Delmar  Avionics).  Before  start- 
ing the  treatment  the  patient  was  fitted  with  the 
monitor,  and  the  time  was  noted  by  the  technician. 
The  digital  clock  in  the  monitor  was  set  at  the  same 
time. 


From  the  Department  of  Radiology,  University  Medical  Center, 
Jackson,  MS. 


Scattered  radiation  may  be  a hazard  to 
patients  with  pacemakers.  These  patients 
pose  particular  problems  to  radiotherapists. 
Pacemakers  have  been  irradiated  in  vitro, 
but  no  studies  have  been  done  regarding  the 
effects  of  radiation  on  pacemakers  during 
actual  treatment  time.  The  author  reports 
the  case  of  an  irradiated  patient  monitored 
continuously  during  treatment.  Procedures 
and  results  are  described. 


During  the  actual  treatment  time,  the  patient  was 
monitored  continuously.  The  findings  of  EKG  are 
described  in  Table  1.  We  started  the  monitor  a few 
minutes  before  treatment  so  that  we  could  have  a 
base  line  study  to  compare  with.  The  patient’s  pace- 
maker was  also  monitored  daily  after  the  treatment 


I 


Figure  1 . Chest  x-ray  showing  the  pacemaker  and 
treatment  field . 
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PACEMAKERS  / Routh  and  Hickman 

by  pacemaker  monitor  Miniclinic,  which  checked 
rate,  pulse  interval  and  pulse  duration.  Thus,  by 
using  daily  EKGs  and  the  pacemaker  monitor,  we 
were  able  to  observe  any  change  in  the  function  of 
the  pacemaker. 

That  the  pacemaker  was  working  can  be  seen  by 
the  fact  that  after  the  fourth  treatment,  the  patient’s 
blood  pressure  dropped  suddenly  during  the  night. 
An  EKG  was  done,  which  showed  “artificial  pace- 
maker is  firing  and  capturing  appropriately.” 

After  the  fifth  treatment  the  patient’s  condition 
got  progressively  worse.  Confusion  increased,  and 
he  became  very  short  of  breath.  Treatment  had  to  be 
discontinued.  After  a few  days  of  deterioration  in  his 
condition,  the  patient  had  a severe  exsanguinating 
hemoptysis  and  expired.  No  autopsy  was  done.  It 
was  assumed  that  the  tumor  had  invaded  a major 
blood  vessel,  causing  this  exsanguinating  hemopty- 
sis. According  to  our  calculation,  the  pacemaker 
received  400  rads  scattered  dose  during  the  five 
treatments. 

Discussion 

Smyth3  cites  the  potential  problem  sources  of 
electromagnetic  radiation.  The  sources  he  stated  are 
leaky  microwave  ovens,4  active  magnetometers3 
(used  on  weapon  detectors),  high  energy  radios, 
television,6  and  radar  emissions  from  conventional 
and  defense  installations.7 

Carleton8  suggested  that  patients  with  pacemakers 
should  avoid  opening  the  hood  of  an  automobile  or 


approaching  within  three  feet  of  a running  gasoline 
engine.  It  was  reported  in  1964  that  pacemakers 
appeared  to  be  disrupted  by  functioning  automotive 
distributors,  spark  plugs,  diathermy,  and  cardiac 
defibrillators.  Since  then  pacemakers  have  improved 
considerably. 

Because  of  the  known  inhibitions  of  pacemakers 
by  microwave  radiation  and  electrical 
noise,3-  4-  5-  6-  7-  8 we  decided  to  study  the  effect  of 
scattered  radiation  on  pacemakers.  Malfunction  may 
consist  of  continuous  or  intermittent  spurious  signals 
or  an  interruption  of  normal  pacer  signals.  Two 
factors  are  responsible  for  interference  of  pacer 
function  — ionizing  radiation  and  electromagnetic 
interference.  Linear  accelerators  and  betatrons  used 
in  radiation  therapy  produce  electromagnetic  fields 
that  may  induce  noise  and  interference  into  elec- 
tronic circuits. 

Scattered  radiation  is  as  important  as  direct  radia- 
tion in  these  patients  with  cardiac  pacemakers.  If  the 
ionizing  radiation  interferes  with  the  working 
mechanism  of  these  machines,  a small  dose  of  scat- 
tered radiation  would  be  enough  to  kill  these  pa- 
tients. 

This  is  the  reason  patients  with  pacemakers  are 
asked  not  to  go  near  microwave  ovens.  It  is  feared 
that  even  a small  amount  of  radiation  can  interfere 
with  function  of  these  pacemakers. 

Scattered  radiation  is  important  in  patients  with 
pacemakers.  More  patients  will  be  exposed  to  scat- 
tered radiation  than  direct  radiation  to  pacemaker. 

Waiz  irradiated  in  vitro  five  demand-type  pace- 
makers and  tested  them  with  various  radiations.  The 
pacemaker  was  kept  in  physiological  saline  solution 


TABLE  i 


Day 

Beginning 

Holter 

Ending 

Holter 

Total 

Heartbeat 

Total 

VE 

Total 

SVE 

S-T  Level 
Trend 

Comment 

1 

12:28pm 

1 : 12pm 

4256 

1 

2289 

40 

Frequent  episodes  of  bigeminy  due  to  PAC's. 
Heart  rate  never  low  enough  to 
allow  pacemaker  to  fire. 

2 

8:40am 

9:05am 

2845 

8 

137 

40 

Paroxysmal  atrial  tachycardia  with  ventricular 
rate  of  140.  Frequent  PAC's.  Heart 
rate  never  low  enough  to  allow 
pacemaker  to  fire. 

3 

8:45am 

9:53am 

6348 

1728 

40 

Frequent  PAC’s  and  occasional  episodes  of "PAT" 
lasting  less  than  3 seconds.  Heart  rate  not  low 
enough  to  allow  pacemaker  to  fire. 

4 

8:47am 

9:26am 

4640 

3 

3130 

40 

Atnal  flutter.  Ventricular  rate  never 
low  enough  to  allow  pacemaker  to  fire. 

5 

8:36am 

9:50am 

1535 

— 

876 

40 

Atrial  flutter  with  varying  2°  AV  block.  Heart 
rate  not  low  enough  to  allow  pacemaker  to  fire. 
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and  maintained  at  37c  to  simulate  normal  tissue.  One 
of  the  pacemakers  showed  changes  equivalent  to  less 
than  one  beat  per  minute.  This  could  have  occurred 
because  of  a malfunction  of  that  particular  equip- 
ment. Another  model  of  the  same  series  did  not  show 
any  untoward  effect.  At  times  some  pacemakers  will 
drop  beats  when  the  beam  exciation  circuits  are 
turned  on  and  off. 

Though  Waiz  found  no  changes  or  only  mild 
changes  in  the  pacemakers  after  radiation.  Mar- 
bach’s  experiment  done  in  similar  method  had  some 
disturbing  results.  In  Marbach’s  experiment,  pace- 
makers treated  with  betatrons  failed.  Marbach 
advises  not  to  treat  patients  with  pacemakers  by 
betatron.  In  the  case  of  linear  accelerator,  he  re- 
marks that  “each  case  should  be  considered  indi- 
vidually, since  variations  from  one  therapy  unit  to 
another  can  play  an  important  role  in  the  type  of 
interference  exerted  on  pacemakers.” 

In  view  of  the  above,  we  thought  it  would  be 
worthwhile  to  see  the  changes  during  the  time  of 


radiation.  We  found  no  changes  in  the  activity  of  the 
pacemaker  during  actual  treatment  time.  *** 

2500  North  State  Street  (39216) 
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Radiologic  Seminar  CCXII: 

Bone  Involvement  in  Echinococcosis 


JAMES  U.  MORANO,  M.D.  and  JUNE  G.  BLOUNT,  M.D. 
Jackson,  Mississippi 


Echinococcosis,  or  hydatid  disease,  is  caused  by 
the  tapeworm  Echinococcus . Echinococcus  granu- 
losus is  the  species  which  most  commonly  causes 
hydatid  disease;  however,  the  species  E.  multilocu- 
laris  may  occasionally  also  produce  the  disease.  The 
organism  has  world-wide  distribution.  Although 
hydatid  disease  is  not  a common  occurrence  in  most 
of  the  continental  United  States,  it  may  be  seen  in 
any  region  of  the  country  when  infection  with  the 
parasite  is  brought  in  from  more  endemic  areas. 
Presented  below  is  a case  of  echinococcosis  which  is 
unusual  in  that  there  is  primary  bone  involvement. 

Case  Report 

This  49-year-old  black  female  from  central  Mis- 
sissippi presented  with  a two  year  history  of  swelling 
over  the  anterior  aspect  of  her  right  lower  leg.  This 
swelling  grew  progressively  more  noticeable  and 
became  painful  during  the  month  prior  to  her  hospi- 
tal admission. 

The  initial  radiographs  of  her  leg  (see  Figure  1) 
revealed  a large  cystic  lesion  occupying  the  middle 
one-half  of  the  medullary  portion  of  the  tibia.  The 
lesion  appeared  to  encroach  on  the  cortical  portion  of 
the  bone,  but  no  periosteal  reaction  was  identified. 
There  was  associated  soft  tissue  swelling  about  the 
area. 

The  diagnosis  of  Echinococcus  cysts  of  the  tibia 
was  made  at  surgery.  Curettage  and  packing  of  the 
lesion  with  bone  chips  was  performed  (see  Figure  2). 
Further  evaluation  of  the  patient  in  the  postoperative 
period  failed  to  reveal  any  other  sites  of  hydatid 
disease.  Her  social  history  revealed  that  she  lived  in 
a rural  area  with  an  abundance  of  dogs  about  her 
low-income  house.  She  gave  a negative  travel  his- 
tory. 

The  patient  did  well  for  approximately  15  years 
after  her  initial  surgery.  Then  she  began  to  again 


Sponsored  by  the  Mississippi  Radiological  Society.  From  the 
Department  of  Radiology,  University  Medical  Center,  Jack- 
son,  MS. 


develop  pain  and  swelling  about  her  right  tibia. 
Radiographs  at  that  time  (see  Figure  3)  revealed 


Figure  l . Initial  films  of  hydatid  cysts  in  tibia.  Trans- 
verse linear  lucency  projecting  over  lower  margin  of  cyst 
on  the  lateral  view  represents  a film  artifact. 
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recurrent  cysts  within  the  tibia.  The  patient  was 
brought  to  surgery  where  she  underwent  curettage  of 
her  recurrent  hydatid  cysts . Her  postoperative  course 
was  unremarkable. 

Discussion 

Passage  through  two  different  hosts,  the  in- 
termediate and  the  definitive  hosts,  characterizes  the 
life  cycle  of  Echinococcus.  The  adult  form  lives  in 
the  intestine  of  the  definitive  host  (dog,  cat,  fox). 
Man  does  not  become  involved  in  infection  by  the 
adult  parasite.  Ova  from  the  adult  Echinococcus  are 
contained  within  the  excreta  of  the  definitive  host, 
and  the  intermediate  hosts  (sheep,  cattle,  man)  then 
become  infected  by  a fecal-oral  route. 

Hydatid  disease  in  man  occurs  when  he  becomes 
the  intermediate  host  for  the  parasite.  The  capsule  of 
the  ingested  ovum  is  digested,  and  the  embryo  is 
freed.  The  embryo  then  penetrates  the  intestinal  wall 
and  migrates  to  the  liver  via  the  portal  venous  sys- 
tem. The  embryo  is  retained  within  the  liver  in  50% 
to  70%  of  cases;  consequently,  this  represents  the 
most  common  site  of  hydatid  disease. 1 If  the  embryo 
manages  to  pass  the  liver  blood  filter,  it  is  usually 


Figure  3.  Recurrent  hydatid  cyst  within  same  leg 
approximately  15  years  after  initial  surgery. 


retained  within  the  lung  capillaries.  The  lungs, 
therefore,  represent  the  second  most  frequent  site  for 
hydatid  disease,  accounting  for  approximately  20% 
to  25%  of  cases. 1 Infection  in  man  by  inhalation  with 
inoculation  of  the  bronchi  has  been  reported  to  occur 
occasionally. 

The  life  cycle  of  Echinococcus  is  completed  when 
scolices  from  the  larval  cystic  form  of  the  parasite 
within  the  intermediate  host  are  ingested  by  the  de- 
finitive host,  whence  they  develop  into  the  adult 
parasite. 
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The  diagnosis  of  hydatid  disease  requires  a high 
index  of  suspicion,  particularly  in  areas  where  the 
disease  is  uncommon.  A compliment  fixation  test 
and  the  Casoni  intradermal  test  which  utilizes  hyda- 
tid cyst  fluid  as  an  antigen  have  been  useful  diagnos- 
tic aids.  Eosinophilia  may  be  present  in  50%  of 
cases.2  The  various  radiographic  modalities,  includ- 
ing isotope  scanning  and  ultrasound,  may  demon- 
strate the  cystic  mass  lesions.  Occasionally,  the 
organism  can  be  found  in  sputum,  vomitus,  or  stool. 
Percutaneous  aspiration  of  suspected  hydatid  cysts 
should  never  be  attempted  since  dissemination  or 
anaphylaxis  from  the  highly  antigenic  fluid  may 
occur.2 

Although  liver  and  lung  are  by  far  the  most  com- 
mon sites  for  hydatid  disease,  it  may  occur  in  any 
part  of  the  body.  One  frequent  manner  in  which 
these  rarer  sites  become  infected  is  by  rupture  of  a 
primary  cyst  with  dissemination  by  secondary  cyst 
formation.  Primary  cysts  may  also  occur  in  these 
rare  sites  when  the  parasite  bypasses  the  filters  of  the 
liver  and  lung.  One  manner  in  which  this  is  believed 
to  be  accomplished  is  by  passage  of  the  parasite 
through  anastomotic  channels  between  the  portal 
and  main  venous  systems.  A second  method  of 
bypassing  the  liver  and  lung  involves  penetration  of 
the  embryo  into  the  intestinal  lymphatics,  and  then 
into  the  main  venous  system  via  the  thoracic  duct.1 

Hydatid  disease  of  bone  is  rare,  representing 
approximately  1%  to  4%  of  all  cases  of 
echinococcosis.3  Hydatid  disease  of  bone  is  essen- 
tially a disease  of  adults  with  the  highest  incidence 
occurring  in  the  30  to  50  age  range.4  However,  the 
bone  lesions  develop  quite  slowly,  and  the  initial 
infection  probably  occurs  during  childhood.3  All  of 
the  bone  lesions  in  echinococcosis  are  due  to  pri- 
mary cyst  formation,  and  are  not  secondary  to  spread 
from  other  sites.4 

Hydatid  disease  may  affect  any  of  the  bones  in  the 
body.  The  spine  and  pelvis  are  commonly  involved, 
as  well  as  the  long  bones.  The  hydatid  cysts  within 
the  bone  produce  slowly  progressive  destructive  le- 
sions which  often  involve  a large  expanse  of  bone. 


Pathological  fractures  frequently  occur,  and  subse- 
quent non-union  is  common.4  When  the  spine  is 
affected,  both  the  vertebral  bodies  and  the  pedicles 
may  become  involved.3  Spinal  lesions  are  associated 
with  various  neurological  problems  secondary  to 
rupture  in  the  spinal  canal.4 

In  contrast  to  bone  involvement,  hydatid  disease 
of  the  joints  is  always  secondary,  and  often  due  to 
rupture  of  an  adjacent  bone  cyst.1  Only  minimal 
resistance  to  the  growth  of  the  cysts  is  offered  by 
articular  cartilage  or  intervertebral  disks.3 

Surgery  is  widely  recommended  as  the  treatment 
of  choice  for  hydatid  cysts  in  all  locations.  Regard- 
ing osseous  hydatid  disease,  radical  surgery  is  com- 
monly recommended  with  the  aim  of  complete  re- 
moval of  the  parasite.  However,  complete  removal 
of  the  organism  from  bone  is  seldom  possible  except 
in  the  more  dispensible  bones  such  as  the  fibula  or  a 
rib.  Curettage  and  bone  grafting  is,  therefore,  the 
more  frequently  employed  surgical  technique, 
although  recurrence  is  common.  Repeat  surgery  for 
recurrent  disease  is  recommended  as  often  as  neces- 
sary. 

In  conclusion,  bone  involvement  in  echinococ- 
cosis is  rare.  The  diagnosis  of  hydatid  disease  of 
bone  requires  a high  index  of  suspicion,  and  may  not 
be  made  until  surgery  is  performed.  Unfortunately, 
the  results  of  treatment  are  often  not  satisfactory  due 
to  the  high  recurrence  rate.  ★★★ 

2500  North  State  Street  (39216) 
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The  President  Speaking 


Doctors  Must  Issue  "Smoke  Alarm" 


PAUL  H.  MOORE,  M.D. 
Pascagoula,  Mississippi 


We,  as  physicians,  are  learning  more  and  more  each  year  about 
the  causes  of  illness  and  how  to  prevent  it.  We  hear  from  day  to  day 
that  medicine  has  just  about  developed  to  the  point  that  further 
longevity  of  human  life  must  come  from  the  prevention  of  disease 
rather  than  treatment. 

It  seems  to  reason  that  if  the  above  is  true,  then  we  must  initiate 
and  support  health  education  in  the  public  educational  system.  We 
read  and  are  told  that  if  we  could  abolish  or  diminish  the  big  four 
— overeating,  drug  and  alcohol  abuse,  smoking,  and  self-inflicted 
trauma  (which  really  might  primarily  result  from  the  first  three)  — 
we  would  have  come  a long  way  toward  the  prevention  of  illness. 

As  president  of  the  MSMA  and  as  your  fellow  colleague,  I 
would  like  to  issue  a challenge  to  all  physicians  and  health  related 
personnel  to  abstain  from  smoking.  We  know  without  a shadow  of 
doubt  that  there  are  many  debilitating  and  fatal  diseases  which  are 
directly  related  to  the  use  of  tobacco.  We  are  seeing  more  lung 
cancer  in  the  general  public,  and  the  alarming  point  is  that  it  is  said 
by  the  late  1980’s,  lung  cancer  in  women  will  be  the  number  one 
killer  in  that  group.  This  increase  is  directly  related  to  the 
tremendous  increase  in  cigarette  smoking  by  women  during  the 
past  three  decades.  Sadly,  the  number  one  killer  of  women  at  the 
present  time,  breast  cancer,  is  not  declining. 

The  tobacco  interest  is  a big  one.  Fortified  with  government 
subsidy  and  spending  millions  upon  millions  of  dollars  on  adver- 
tising, they  are  convincing  a large  percentage  of  our  youth  that  the 
only  way  to  be  beautiful,  handsome,  or  sexy  is  to  smoke  "Virginia 
Slims”  or  a facsimile  thereof.  We  know  that  this  is  not  the  case, 
but  do  they? 

According  to  a 1979  study,  12%  of  teenagers  between  12  and  18 
years  of  age  are  smoking.  There  is  a 2%  higher  incidence  in  the 
teenage  female.  This  is  alarming  and  distressing  when  we  realize 
that  these  are  our  daughters  and  are  to  be  the  mothers  of  our 
grandchildren.  I believe  that  the  private  physician  can  and  must 
begin  to  take  a very  strong  stand  against  the  use  of  tobacco.  How 
can  we  be  forceful  and  convincing  to  an  individual  when  we  are 
sitting  behind  our  desks  puffing  away?  We  know  that  it  is  difficult 
to  break  any  habit,  but  as  educated  scientists,  1 believe  that  most  of 
us  have  the  self-discipline  to  accomplish  this. 


(Continued  on  page  60) 
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Government  "Cures" 

Produce  New  Ailments 

A recent  article  in  the  American  Journal  of  Law 
and  Medicine  suggests  a certificate  of  need  in  an 
attempt  to  control  the  number  of  doctors.  Only  a few 
years  ago  a shortage  of  doctors  was  anticipated  by 
the  federal  government,  who,  hoping  to  meet  this 
shortage,  pushed  the  medical  schools  to  expand  and 
increase  the  number  of  graduates.  The  AM  A and  the 
Association  of  American  Medical  Colleges  reluc- 
tantly accepted  the  government’s  recommendation. 

Now  we  have  a “surplus”  of  physicians  — real  or 
imagined  — and  medical  schools  have  become  in 
large  part  dependent  on  federal  funding,  the  loss  of 
which  may  well  have  serious  consequences.  In  addi- 
tion there  has  been  no  better  distribution  of  doctors, 
particularly  in  those  underserved  areas. 

Now  the  Department  of  Labor  proposes  to  expe- 
dite the  immigration  of  foreign  physicians  to  health 
manpower  shortage  areas.  What  is  to  keep  them 
there  if  other  areas  appear  more  inviting  after  they 
are  settled? 

While  big  government  is  admittedly  a necessity, 
its  effort  to  finely  tune  the  economy,  to  create  a 
no-risk  society,  to  give  health  instead  of  reasonable 
health  care,  while  idealistic,  is  impossible  to 
achieve,  and  its  attempts  frequently  result  in  addi- 
tional problems,  sometimes  nearly  as  serious  as  the 
original  ones.  The  least  government  is  the  best  gov- 
ernment. Hopefully,  we  are  beginning  to  see  some 
changes  in  this  direction. 

W.  Moncure  Dabney,  M.D. 

Editor 


Journal  MSMA  encourages  your  participa- 
tion. Comments,  inquiries  and  suggestions  are 
invited. 


Medico-Legal  Brief 

Acupuncture  Clinic  Closed; 

Practitioner  Not  a Physician 

A Mississippi  chancery  judge  closed  a Southaven 
acupuncture  clinic  because  the  practitioner,  George 
C.  Reed,  was  not  a licensed  physician. 

DeSoto  County  Chancellor  L.  E.  Hannaford,  Sr., 
ruled  that  Reed  had  been  practicing  acupuncture  — 
medical  practice  under  the  Mississippi  Code  — even 
though  he  was  not  licensed  to  practice  medicine. 
Hannaford  ruled  that  Reed  would  be  prohibited  from 
further  practice  and  would  pay  court  costs  for  the 
case. 

The  ruling  resulted  from  investigation  and  pros- 
ecution through  the  Mississippi  State  Board  of 
Health,  until  last  July  the  state’s  medical  licensure 
agency.  The  legislature  in  its  1980  session  separated 
medical  licensure  and  certification  into  a distinct 
agency. 

Reed  had  advertised  his  acupuncture  practice  as 
helpful  in  losing  weight  and  stopping  smoking.  He 
claimed  acupuncture  could  affect  nerve  deafness, 
arthritis,  impotence,  migraine  headache,  and  back 
pain.  His  practice  was  located  at  87 10  Highway  5 1 , 
Southaven. 

In  court  proceedings,  Reed  admitted  that  he  had 
completed  only  through  the  eighth  grade  and  later 
passed  the  GED  test.  He  said  he  was  not  licensed  to 
practice  medicine  or  any  other  healing  art  in  Missis- 
sippi but  that  he  had  learned  to  do  acupuncture 
through  weekend  seminars. 

Reed,  according  to  court  records,  inserted  needles 
into  a patient’s  body  at  various  acupuncture  points  to 
allegedly  correct  an  imbalance  of  positive  and  nega- 
tive forces,  referred  to  as  Yin  and  Yang;  he  used 
charts  to  designate  the  penetration  points  for  treating 
various  diseases  and  maladies. 

Chancellor  Hannaford  ruled  that  since  acupunc- 
ture is  a medical  practice  it  may  be  legally  carried  out 
in  Mississippi  only  by  licensed  medical  doctors. 


MARCH  1981 


59 


PRESIDENT'S  PAGE  / Continued 

We  must  reach  the  majority  of  the  teenagers  be- 
fore they  start  smoking;  this  means  reaching  them 
before  they  begin  junior  high  school.  Physicians 
have  great  influence  with  this  age  group,  and  we 
should  use  this  influence  during  regular  office  visits. 
You,  as  a physician,  could  organize  a clinic  on  a 
monthly  basis  and  invite  your  teenage  patients  to 
attend. 

We  know  that  at  the  present  time,  the  social  cli- 
mate about  smoking  is  changing.  Smoking  is  now 
banned  in  many  public  places.  There  are  separate 
areas  in  planes,  restaurants,  and  even  in  some  physi- 
cian offices.  Smokers  are  even  asking  if  it’s  OK  to 
smoke.  So  the  time  is  right  for  a big  anti-smoking 
campaign;  but  how  can  we  be  forceful  if  we  are 
guilty  of  the  habit?  Some  say,  “my  patients  must  do 
as  I say,  not  as  1 do.”  This  is  understandable  and 
may  work  in  some  cases,  but  to  be  really  effective, 
we  must  practice  what  we  preach. 

We  do  not  want  to  cause  physical  confrontation 
between  smokers  and  nonsmokers.  We  merely  are 
advocating  a way  that  we,  as  physicians,  can  not 
only  prolong  the  lives  of  our  patients,  but  our  own 
lives  as  well.  After  all,  is  that  not  what  medicine  is 
all  about? 

Don’t  forget  to  make  your  reservations  for  the 
MSMA  Annual  Session  on  the  beautiful  Mississippi 
Gulf  Coast! 


MSMA  President  Addresses 
Central  Medical  Society 


Dr.  Paul  H.  Moore  of  Pascagoula,  left,  president  of 
MSMA,  was  guest  speaker  at  a recent  meeting  of  Central 
Medical  Society.  He  was  welcomed  by  society  president 
Dr.  Curtis  Roberts  of  Brandon,  right.  Dr.  Moore  dis- 
cussed the  role  of  the  physician  in  today's  society  and 
stressed  the  accomplishments  of  organized  medicine. 
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CyCZ^PEN"M/  (cyclacillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  by  S . pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D 
pneumoniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae * 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H influenzae 
SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
pemcillinase  producers. 

URINARY  TRACT  INFECTIONS  caused  by  E . coli  and  P mirabilis 
(This  drug  should  not  be  used  in  any  E . coli  and  P mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportecf  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  crpt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  nistory  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  otner  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are.  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women  Because  animal  reproduc- 
tion studies  ore  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed 
NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60)  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilic  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported . 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after  Persistent  infection  may  require  treatment  for  sev- 
eral weeks 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert) 


Dosage  (Give  ii 

n equally  spoced  doses) 

INFECTION 

ADULTS 

CHILDREN" 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q.  i d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q i d 
body  weight  > 20  kg 
(44  lbs)  250  mg  q i d 

Bronchitis  and 
Pneumonia 

Mild  or 

Moderate 

Infections 

250  mg  q i d 

50  mg/kg/day  q i d 

Chronic 

Infections 

500  mg  q i d 

100  mg/kg/day  q i d 

Otitis  Media 

250  mg  to  500  mg 

q i.d.t 

50  to  100  mg/ kg/dayt 

Skm  & Skin 

250  mg  to  500  mg 

50  to  100  mg/kg/dayt 

Structures 

q id  t 

Urinary  Tract 

500  mg  q i d 

100  mg/kg/day 

"Dosage  should  not  result  in  a dose  higher  than  that  for  adults 
tdepending  on  severity 


Wyeth 

L IA 


Laboratories 

Philadelphia.  Pa  19101 


Fewer  episodes  of  diarrhea  and  rash 
than  with  ampicillin  in  studies  to  date. 

Efficacy  proven  in  the  treatment 
of  bronchitis,  pneumonia,  and  upper 
respiratory  infections^ 

In  117  patients,  73  with  bronchitis/pneumonia 
caused  by  S . pneumoniae  and  44  with  streptococcal 
sore  throat  caused  by  Group  A beta-hemolytic 
streptococcus,  CYCLAPENR-W  achieved  a clinical 
response  rate  of  100%!  Bacterial  eradication  was 
95%  and  86%  respectively. 


Rapid,  virtually  complete  absorption  from  Gl  tract 
Exceptionally  high  peak  blood  levels  — 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

Rapidly  excreted  unchanged  in  urine  — 

1 V2  times  faster  than  ampicillin 


tDue  to  susceptible  organisms. 

See  important  information  on  facing  page. 


‘Based  on  Ta  V2  values  for  single  oral  doses  of  500  mg  cyclacillin 
tablet  and  500  mg  ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 


Wyeth  Laboratories  • Philadelphia.  Pa  19101 
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CYCLAPEH-W 

/ I • 1 1 • \ 250  and  500  mg  Tc 

(cyclacillin) 


more  than  just  spectrum 


PRACTICE  MANAGEMENT  MAILBOX 


Closing  a Medical  Practice 
Requires  Special  Actions 


Because  of  the  unique  relationship  between  a doc- 
tor and  his  patients,  closing  an  office  practice  is  not 
as  easy  as  locking  the  door  and  walking  away. 
Among  the  most  important  considerations,  if  not  the 
most  important,  is  informing  your  patients  and  mak- 
ing sure  that  copies  of  their  medical  records  are  made 
available  to  other  physicians  so  the  treatment  of  your 
patients  will  not  be  interrupted.  The  notice  may  be 
by  newspaper  announcement  or  preferably  by  letter, 
especially  to  active  patients. 

In  addition  to  notifying  your  patients,  you  should 
also  notify  other  groups.  These  include  the  Missis- 
sippi State  Board  of  Medical  Licensure,  your  spe- 
cialty society,  Mississippi  State  Medical  Associa- 
tion, and  the  American  Medical  Association.  (Even 
if  you  are  not  an  AMA  member,  the  AMA  maintains 
the  national  registry  of  all  physicians.)  You  should 
also  notify  the  U.  S.  Drug  Enforcement  Agency  so 
that  your  Controlled  Substances  Registration  Certifi- 
cate can  be  voided. 

You  will  also  be  faced  with  the  problem  of  dis- 
position of  medical  supplies  and  drugs.  It  is  a good 
idea  to  check  with  other  physicians  in  the  area  as  a 
means  of  disposing  of  these  items. 

Although  you  may  dispose  of  some  things,  others 
must  be  kept.  You  must  retain  your  medical  records. 
It  is  best  to  keep  them  indefinitely;  and  if  space 


becomes  a problem  in  storing  the  records,  consider 
having  them  microfilmed  for  compact  storage. 

It  is  also  important  to  make  efforts  to  collect  fees 
at  the  time  of  service  during  the  last  few  months  of 
your  active  practice  since  the  receipt  of  accounts 
receivable  decreases  rapidly  once  your  front  door  is 
locked.  Accounts  receivable  should  probably  be 
turned  over  to  a collection  agency  or  attorney  for 
collection  soon  after  your  office  closes.  Arrange- 
ments should  be  made  with  insurance  companies  for 
handling  claim  forms  that  might  come  in  after  the 
practice  has  closed. 

Cancellation  of  business  insurance  as  well  as 
liability  insurance  should  be  attended  to.  Additional 
considerations  are  closing  business  bank  accounts, 
disposing  of  office  furnishings,  cancellation  of  sub- 
scriptions, and  termination  of  phone  and  utilities. 

This  is  not  an  exhaustive  checklist  of  measures 
that  must  be  taken  in  closing  a practice,  and  space 
does  not  lend  itself  to  a full  discussion  of  these 
considerations.  For  additional  information,  always 
feel  free  to  contact  the  Mississippi  State  Medical 
Association.  — B.C.M. 

(Ed.  Note:  Please  address  your  practice  manage- 
ment inquiries  to  Buck y Murphy,  P . O.  Box  5229, 
Jackson,  MS  39216.) 
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JOURNAL  MSMA 


MSMA's  Big  1 13th  Annual  Session 
Offers  Something  for  Everyone 


It  won't  be  all  work  and  no  play  at  MSMA's  big 
113th  Annual  Session,  April  26-30  in  Biloxi.  In 
addition  to  the  several  scientific  programs  scheduled 
each  day  of  the  meeting,  there  will  be  many  sports 
and  social  activities  and  an  art  exhibit. 

Social  activities  will  kick  off  with  the  President’s 
reception  for  all  MSMA  members  and  their  spouses 
on  Sunday  evening,  April  26. 

MSMA  members  and  their  spouses  have  been 
invited  to  show  their  paintings  at  the  exhibit  begin- 
ning Sunday,  April  26  and  running  through  the  en- 
tire annual  session.  Judi  Betts,  well  known  artist  and 
teacher  from  Baton  Rouge,  will  judge  the  art  show. 

Ole  Miss  and  Tennessee  Medical  Alumni  both 
will  hold  social  events  on  Monday  evening,  April 
27.  The  Ole  Miss  activities  will  include  a seafood 
jamboree  and  will  be  held  at  the  Royal  d'Iberville  in 
the  hotel’s  spacious  Versailles  Room  overlooking 
the  Gulf. 

Golf  and  Tennis  Tournments  will  be  conducted  on 
Tuesday,  April  28.  This  year  an  added  sports  attrac- 
tion will  be  a deep  sea  fishing  tournament.  The 
fishing  tournament  will  be  held  on  both  Tuesday  and 
Wednesday,  and  the  Coast’s  top  charter  boats  have 
been  reserved  for  the  event. 

On  Tuesday  evening,  LSU  and  Tulane  Medical 
Alumni  will  hold  social  events.  This  will  be  the  first 
gathering  of  LSU  Alumni  at  an  MSMA  Annual  Ses- 
sion. 

On  Wednesday  evening,  April  29,  MSMA  will 
hold  its  annual  membership  banquet.  This  year’s 
event  will  again  feature  a national  speaker. 

The  scientific  program  for  the  five-day  session 
will  include  programs  scheduled  by  MSMA's  14 
scientific  sections  on  Sunday,  Tuesday  and  Wednes- 
day. Highlighting  the  Section  on  Family  Practice 
program  on  Wednesday  morning  will  be  the  First 
Annual  James  Grant  Thompson  Memorial  Lecture, 
to  be  delivered  by  Dr.  Gerald  Weissmann,  M.D., 
professor  of  medicine  at  New  York  University 
School  of  Medicine. 

The  House  of  Delegates  will  hold  sessions  on 
Monday,  April  27,  and  Thursday,  April  30. 


Numerous  specialty  societies  will  conduct  busi- 
ness meetings  and  social  functions  during  the  week. 

The  MSMA  Auxiliary  will  hold  its  annual  session 
on  Tuesday,  April  28.  In  addition  to  the  regular 
business  meeting,  the  Auxiliary  will  have  a lunch- 
eon and  fashion  show.  On  Wednesday,  April  29.  the 
Auxiliary  will  present  a special  program  on  beauty, 
diet  and  exercise,  conducted  by  representatives  of 
the  “Greenhouse,”  a luxurious  health  and  beauty 
resort  located  in  Arlington,  TX. 

The  Biloxi  Hilton  will  serve  as  convention  hotel 
for  the  113th  Annual  Session.  The  complete  pro- 
gram will  be  published  in  the  upcoming  April  issue 
of  Journal  MSMA. 
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Yesterday’s 
Folk  Remedy: 

A rye  loaf  in  the  rafters. 

Early  in  this  century  in  Central 
Europe,  almost  every  farm  family 
kept  a loaf  of  moldy  rye  bread  on 
one  of  the  kitchen  beams.  When  any 
family  member  was  cut  or  bruised, 
it  was  an  old  custom  to  cut  a thin 
slice  from  the  outside  of  the  loaf, 
mix  it  into  a paste  with  water,  and 
apply  it  to  the  wound  with  a 
bandage.  It  was  believed  that  no 
infection  would  then  result  from 
the  cut.1 


Today* 

ifc 


s Tradition: 


gopen 

(cloxacillin  sodium) 


for  the  treatment* of 
known  or  suspected 
staphylococcal 
infections  such  as: 

• Acute  sinusitis 

• Furunculosis  and  carbuncles 

• Impetigo 

• Secondarily  infected  dermatitis 

• Cellulitis 

• Abscesses 

• Infected  sebaceous  cysts 

In  serious,  deep-seated 
staph  infections,  500  mg 
q.i.d.  dosage  is 
recommended  I 


• Tegopen  has  been  reported 
active  against  96%  of 
Staphylococcus  aureus .2 

• 80%  of  S aureus  has  been 
reported  resistant  to  amoxicillin 
and  ampicillin-*2 

• 88%  of  S aureus  has  been 
reported  resistant  to  penicillins 
G and  V.  t2 

• Staph  resistance  to  erythromycin 
may  develop  during  a course  of 
therapy.3 


w BfilSTOl  PBRISTOl 

r.  7w$ 


Available  as  500-mg  and  250-mg  capsules 
and  Oral  Solution  125  mg/5  ml. 


Tegopen  (cloxacillin  sodium) 

Today’s  Penicillin  for  Today’s  Physician 


1 Florey  HW.  Chain  E,  Heatley  NG,  et  al:  Antibiotics.  London.  Oxford 
University  Press,  1949,  p 2 

2 Bac-Data  Bacteriologic  Report,  Professional  Market  Research, 
1978-1979  The  clinical  significance  of  in  vitro  data  is  unknown 

3.  Erythromycin  prescribing  information  (in  Physicians'  Desk 
Reference,  ed  34  Oradell.  NJ,  Medical  Economics  Co.  1980) 
states  that  staph  resistance  may  develop  during  treatment 

See  brief  summary  of  prescribing  information  on 
an  adjoining  page. 

Copyright  © 1981,  Bristol  Laboratories 


-Note:  The  choice  of  Tegopen  should  take  into  consideration  the  fact 
that  it  has  been  shown  to  be  effective  only  in  the  treatment  of 
infections  caused  by  pneumococci,  Group  A beta-hemolytic 
streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci  If  the  bacteriology  report  later  indicates  that  the 
infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium 
or  any  other  penicillinase-resistant  semisynthetic  penicillin 
fin  serious,  life-threatening  infections,  oral  preparations  of  the 
penicillinase-resistant  penicillins  should  not  be  relied  on  for 
initial  therapy 

$Not  all  isolates  may  have  been  tested  using  both  discs 


Tegopen® 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 

Brlel  Summary  ol  Prescribing  Information 

For  complete  information,  consult  Official  Package  Circular 

(12)  9/11/75 

INDICATIONS: 

Although  the  principal  indication  tor  cloxacillin  sodium  is  in  the 
treatment  of  infections  due  to  penicillinase-producing  staphylo- 
cocci. it  may  be  used  to  initiate  therapy  in  such  patients  in  whom  a 
staphylococcal  infection  is  suspected  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organisms  and 
their  sensitivity  to  cloxacillin  sodium  should  be  performed 
IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before 
definitive  culture  and  sensitivity  results  are  known,  the  choice  of 
cloxacillin  sodium  should  take  into  consideration  the  tact  that  it  has 
been  shown  to  be  effective  only  in  the  treatment  of  infections  caused 
by  pneumococci.  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphylococci.  If  the 
bacteriology  report  later  indicates  the  infection  is  due  to  an 
organism  other  than  a penicillin  G-resistant  staphylococcus 
sensitive  to  cloxacillin  sodium,  the  physician  is  advised  to  continue 
therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other 
penicillinase-resistant  semi-synthetic  penicillin 
Recent  studies  have  reported  that  the  percentage  of  staphylo- 
coccal isolates  resistant  to  penicillin  G outside  the  hospital  is 
increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital.  For  this  reason,  it  is 
recommended  that  a penicillinase-resistant  penicillin  be  used  as 
initial  therapy  tor  any  suspected  staphylococcal  infection  until 
culture  and  sensitivity  results  are  known 
Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism 
similar  to  that  ot  methicillin  against  penicillin  G-resistant 
staphylococci.  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these 
strains  reported  has  been  increasing  Such  strains  of  staphylococci 
have  been  capable  ot  producing  serious  disease,  in  some  instances 
resulting  in  fatality  Because  ot  this,  there  is  concern  that 
widespread  use  of  the  penicillinase-resistant  penicillins  may  result 
in  the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins, 
Methicillin-resistant  strains  are  almost  always  resistant  to  all 
other  penicillinase-resistant  penicillins  (cross-resistance  with 
cephalosporin  derivatives  also  occurs  frequently).  Resistance  to 
any  penicillinase-resistant  penicillin  should  be  interpreted  as 
evidence  of  clinical  resistance  to  all.  in  spite  of  the  tact  that  minor 
variations  in  in  vitro  sensitivity  may  be  encountered  when  more 
than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus. 

CONTRAINDICATIONS: 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the 
penicillins  is  a contraindication 

WARNING. 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reported  in  patients  on  penicillin  therapy 
Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  ot 
sensitivity  to  multiple  allergens 

There  have  been  well  documented  reports  ot  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have 
experienced  severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions  to 
penicillins,  cephalosporins,  and  other  allergens.  It  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents,  e g.,  pressor  amines,  antihistamines, 
and  corticosteroids 

Safety  for  use  in  pregnancy  has  not  been  established 

PRECAUTIONS. 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic 
organisms  or  other  pathogens  should  be  kept  in  mind  when  using 
this  compound,  as  with  other  antibiotics.  If  superinfection  occurs 
during  therapy,  appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ  system 
function,  including  renal,  hepatic,  and  hematopoietic,  should  be 
made  during  long-term  therapy 

ADVERSE  REACTIONS 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric 
discomfort,  flatulence,  and  loose  stools,  have  been  noted  by  some 
patients  Mildly  elevated  SGOT  levels  (less  than  100  units)  have  been 
reported  in  a few  patients  tor  whom  pretherapeutic  determinations 
were  not  made.  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encountered 
Eosmophilia.  with  or  without  overt  allergic  manifestations,  has 
been  noted  in  some  patients  during  therapy 

USUAL  DOSAGE 

Adults:  250  mg.  q 6h 

Children.  50  mg  /Kg. /day  in  equally  divided  doses  q 6h.  Children 
weighing morethan20Kg  shouldbegiventheadultdose  Administer 
on  empty  stomach  for  maximum  absorption 
/V  8 INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC 
STREPTOCOCCI  SHOULD  BE  TREATED  FOR  AT  LEAST  10DAYS  TO  HELP 
PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC  FEVER  OR 
ACUTE  GLOMERULONEPHRITIS 

SUPPLIED: 

Capsules— 250  mg  in  bottles  ot  100  500  mg  in  bottles  of  100 
Oral  Solution— 125  mg  / 5 ml  in  100  ml.  and  200  ml  bottles 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse.  New  York  13201 
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March  12-14,  1981 
Postgraduate  Surgical  Forum  VIII 
Holiday  Inn  Downtown,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Surgery  and 
the  Medical  Center  Division  of  Continuing  Health 
Professional  Education. 

Coordinator:  J.  Harold  Conn,  M.D.,  professor  of 
surgery.  University  of  Mississippi  School  of 
Medicine  and  surgery  division  chief,  Veterans 
Administration  Medical  Center. 

An  internationally-recognized  guest  faculty 
will  join  UMC  faculty  in  presenting  sessions  on 
trauma,  endocrine  and  breast  surgery,  general 
surgery,  vascular  surgery  and  gastrointestinal- 
biliary  surgery.  Advance  registration  is  required. 
Fee:  $225.  Credit:  17  contact  hours  (1.7  CEU), 
Category  I of  the  Physician’s  Recognition  Award, 
AMA. 


March  26-27 , 1981 

Third  Annual  Neurology  Spring  Symposium 

Holiday  Inn  Medical  Center,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Neurology, 
the  Veterans  Administration  Medical  Center 
Neurology  Service  and  the  Medical  Center  Divi- 
sion of  Continuing  Health  Professional  Educa- 
tion. 

Coordinator:  Shri  K.  Mishra,  M.D.,  associate  pro- 
fessor of  neurology  (part-time),  University  of 
Mississippi  School  of  Medicine,  and  neurologist. 
Veterans  Administration  Medical  Center. 

Guest  faculty  for  this  program  are  Dr.  John  E. 
Bennett,  chief  of  the  Clinical  Mycology  Section, 
LCI,  National  Institutes  of  Health;  Dr.  Donald  B. 
Caine,  clinical  director,  NINCDS,  National  Insti- 
tutes of  Health;  Dr.  Kenneth  P.  Johnson,  chief  of 
neurology  research,  University  of  California  at 
San  Francisco;  and  Dr.  Jay  P.  Sanford,  dean  of  the 
School  of  Medicine,  Uniform  Services  University 
of  Health  Sciences.  Fee:  $150.  Credit:  13  contact 
hours  (1.3  CEU),  Category  I of  the  Physician’s 
Recognition  Award,  AMA. 


66 


JOURNAL  MSMA 


April  2 1 -22,  1981 

Hematology  Update:  Neoplastic  Disorders 

University  Medical  Center,  Jackson 

Sponsors  are  the  University  of  Mississippi 
School  of  Medicine  Department  of  Medicine  Di- 
vision of  Hematology  and  the  Medical  Center 
Division  of  Continuing  Health  Professional 
Education. 

Coordinator:  Francis  S.  Morrison,  M.D.,  professor 
of  medicine  and  director  of  the  division  of  hema- 
tology, University  of  Mississippi  School  of  Medi- 
cine. 

This  program  is  designed  for  primary  care 
physicians  and  will  provide  practical  information 
on  the  modem  approach  to  management  and  sup- 
portive care  of  patients  with  hematologic  neoplas- 
tic disorders.  Emphasis  is  on  recent  advances  in 
management  of  leukemia  and  lymphoma  which 
have  resulted  in  a higher  rate  of  cure.  Fee:  $40. 
Credit:  6.5  credit  hours  (.65  CEU),  Category  I of 
the  Physician’s  Recognition  Award,  AMA. 


Tri-State  Geriatric 
Seminar 

Mobile.  Alabama.  March  27.  1981 
Management  of  Day  to  Day  Problems  of 
Aging 

Under  the  joint  sponsorship  of 
Ochsner  Clinic.  Tulane  School  of 
Medicine.  Louisiana  State  University 
School  of  Medicine,  the  University  of  Mis- 
sissippi College  of  Medicine,  and  the  Uni- 
versity of  South  Alabama  College  of 
Medicine. 

Before  the  year  2000  there  will  be  a 
doubling  and  possibly  redoubling  of  the 
number  of  elderly  Americans.  Too  often 
there  Is  little  recognition  by  attending 
physicians  that  the  presentation  of  Ill- 
ness and  therapy  differ  greatly  In  the  older  patient. 

Seminar  speakers  have  developed  expertise  in  the  clinical  problems 
associated  with  the  elderly.  Experts  from  Southern  medical  schools  and 
from  outside  the  region  will  lead  discussions  In  their  areas  of  expertise. 


The  Geriatric  Seminar  will  be  held  at  the  University  of  South  Alabama 
Brookley  Center,  located  on  renowned  Mobile  Bay  The  Center  is  ideally 
located  only  minutes  away  from  downtown  Mobile  and  easily  accessible 
to  major  highways  and  the  Municipal  Airport.  Airport  facility  for  private 
planes  adjacent  to  the  Center.  Accommodations,  suites  in  two  lodges  at  conference  site 
Golf,  bowling,  swimming,  jogging,  tennis,  etc 
A dinner  the  night  before  the  daylong  seminar  will  open  the  program,  with  all  registrants 
and  lecturers  In  attendance. 


Registration:  $95. 

CME:  Eight  credits  toward  the  Physician's  Recognition  Award 
Contact:  University  of  South  Alabama  College  of  Medicine.  Office  of  Continuing  Medical 
Education.  2451  Fllllnglm  St..  Mobile.  AL  36617.  Phone  (205)  476-3752. 


May  2-3,  1981 

Clinical  Nuclear  Medicine  Imaging 
University  Medical  Center,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Radiology  and 
the  Medical  Center  Division  of  Continuing  Health 
Professional  Education. 

Coordinator:  C.  Jay  Kees,  III,  M.D.,  clinical  in- 
structor in  radiology.  University  of  Mississippi 
School  of  Medicine. 

This  program  will  include  sessions  on  applica- 
tion of  nuclear  medicine  in  abdominal  disease  and 
procedures  in  oncology,  nuclear  medicine  brain 
imaging  in  the  era  of  CT  and  thyroid  diagnosis  and 
treatment.  Fee:  $50  for  physicians  and  scientist 
members  of  the  Mississippi  Society  of  Nuclear 
Medicine  ($60  for  nonmembers).  Credit:  8 con- 
tact hours  (.8  CEU),  Category  I of  the  Physician’s 
Recognition  Award,  AMA. 

For  more  information,  contact  the  Division  of 
Continuing  Health  Professional  Education,  Uni- 
versity of  Mississippi  Medical  Center,  2500  North 
State  Street,  Jackson,  MS  39216.  Phone:  (601)  987- 
4914. 


Southern  Regional  Conference 
on 

Emergency  and  Critical  Care  Medicine 
May  20-22,  1981 

Huntsville  Hilton/Von  Braun  Civic  Center 
Huntsville,  AL 

This  conference  will  provide  the  emergency  depart- 
ment and  primary  care  physician  with  an  in-depth 
discussion  and  thorough  review  of  major  problems 
associated  with  the  multi-system  injured  patient.  The 
presentations  will  focus  on  initial  assessment  and 
contemporary  treatment  modalities  with  a special 
session  addressing  legal  vulnerability  in  the  clinical 
setting.  Lectures  are  supplemented  by  clinical  case 
presentations  to  illustrate  approaches  to  commonly 
encountered  problems.  A distinguished  guest  faculty 
is  participating  in  the  seminar  and  a comprehensive 
written  course  syllabus  will  be  provided.  The  program 
is  sponsored  by  the  North  Alabama  Emergency  Medi- 
cal Services  agency  and  co-hosted  by  the  University  of 
Alabama  School  of  Medicine,  Huntsville  Program,  the 
Alabama  Chapter  of  the  American  College  of 
Emergency  Physicians,  the  American  Trauma  Society 
and  the  Alabama  Committee  on  Trauma.  The  program 
has  been  approved  by  the  AMA,  AAFP  and  ACEP  for 
18  hours  Category  I credit.  For  further  information, 
contact  Mr.  Steven  Hall,  Administrator,  North  Ala- 
bama EMS,  Inc.,  Box  2104,  Decatur,  AK  35602; 
(205)  353-3800. 
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Roger  T.  Atterberry  announces  the  opening  of 
his  family  practice  office  at  505  LaRosa  in  Long 
Beach. 

William  E.  Bowlus,  James  L.  Crosthwait,  C.  E. 
Farmer,  B.  G.  Spell,  William  B.  Thompson,  and 
Richard  L.  Yelverton,  all  of  Jackson,  were 
speakers  for  a sports  medicine  clinic  sponsored  by 
the  Governor’s  Council  on  Physical  Fitness  and 
Sports  and  the  Mississippi  Association  of  Coaches. 

William  Bradford  of  Pascagoula  and  Robert 
Lowe  of  Jackson  were  among  speakers  for  a work- 
shop on  shock  held  in  Biloxi  and  sponsored  by  the 
Mississippi  Gulf  Coast  Chapter  of  the  National 
Emergency  Department  Nurse  Association. 

John  L.  Brockmann  announces  the  opening  of  his 
offices  for  the  practice  of  general,  thoracic  and  colon 
and  rectal  surgery  at  Suite  106,  Physician’s  Office 
Building,  Grenada. 

Joe  Burnett  of  Oxford  has  been  appointed  by  Gov. 
William  Winter  to  a three-year  term  on  the  State 
Council  of  Advisers  in  Speech  Pathology  and  Au- 
diology. 

Neuropsychiatry  and  Psychology  Associates  (Wil- 
liam H.  C.  Dudley  and  Reginald  P.  White)  have 
opened  offices  at  Meridian  Regional  Hospital  in 
Meridian. 

Thomas  H.  Gandy  of  Natchez  was  guest  speaker 
for  the  fourth  annual  membership  meeting  of  the 
Historic  Natchez  Foundation. 

William  H.  Gullung,  III  of  Hattiesburg  has  been 
named  a fellow  of  the  American  Academy  of  Der- 
matology and  a diplomate  of  the  American  Board  of 
Dermatology. 

Valee  Harisdangkul  of  Jackson  has  been  elected  a 
fellow  in  the  American  College  of  Physicians. 

James  Hardy  of  UMC  was  guest  lecturer  in  a recent 
program  in  Shreveport  sponsored  by  Louisiana  State 
University  and  the  Shreveport  Surgical  Society. 

Charles  M.  Holman  of  Biloxi  has  been  elected 
chief  of  staff  at  Howard  Memorial  Hospital. 


John  Jackson  of  UMC  presented  a paper  at  the 
Southern  Society  for  Clinical  Investigation  in  New 
Orleans  in  January. 

James  H.  Johnston  of  Jackson  was  on  the  faculty  of 
a postgraduate  conference  on  therapeutic  gastroin- 
testinal laser  endoscopy  held  recently  in  San  Fran- 
cisco. 

K.  N.  Maniktahla  announces  the  opening  of  his 
office  for  the  practice  of  urology  at  Norfleet  Medical 
Building,  Senatobia. 

S.  H.  McDonnieal  and  William  F.  Sistrunk  of 
Jackson  have  been  appointed  by  Gov.  William  Win- 
ter to  the  board  of  trustees  of  the  Mississippi  Crip- 
pled Children’s  Center. 

Michael  T.  Nicholson  has  associated  with  Rush 
Medical  Group,  1730  14th  Street,  Meridian,  for  the 
practice  of  family  medicine. 

Edwin  R.  Norris  announces  the  opening  of  his 
office  for  the  practice  of  family  medicine  at  101 
Bank  Street  in  Union. 

Robert  O'Neal  of  UMC  was  a site  visitor  in  Win- 
ston-Salem. NC.  for  the  National  Heart,  Lung  and 
Blood  Institute  in  January. 

J.  J.  Pittman  of  Tylertown  was  honored  by  Walthall 
County  General  Hospital  for  his  years  of  service  to 
the  hospital  and  the  community. 

Oney  C.  Raines,  III  of  Gulfport  has  associated  with 
Woman’s  Clinic,  P.A.,  1213  Broad  Avenue,  for  the 
continuing  practice  of  obstetrics  and  gynecology. 

William  B.  Robinson  announces  the  relocation  of 
his  office  for  the  practice  of  adult  psychiatry  to  609 
Washington  Avenue  in  Ocean  Springs. 

Wendell  Stockton  of  Amory  has  been  appointed 
by  Gov.  William  Winter  to  a four-year  term  as 
medical  representative  with  the  newly  created  Gov- 
ernor’s Commission  for  Children  and  Youth. 

W.  Lamar  Weems  of  Jackson  has  returned  to  the 
staff  of  UMC  after  a six-month  leave  of  absence  in 
Columbus. 

William  E.  Weems  and  Cecil  T.  Williams,  Jr. 
announce  the  opening  of  the  Laurel  Heart  Clinic 
(adult  cardiology  and  internal  medicine),  with 
offices  located  at  227  South  13th  Avenue  in  Laurel. 

John  J.  Toohig  announces  the  opening  of  his  office 
for  family  practice  in  the  Doctor's  Office  Annex, 
North  Panola  Regional  Hospital  and  Nursing  Center, 
Sardis. 
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Billington,  William  M.,  West  Point.  Bom  Clo- 
vis, NM,  Jan.  25,  1947;  D.O.,  Kansas  City  College 
of  Osteopathic  Medicine,  1978;  elected  by  Prairie 
Medical  Society. 

Britt,  Albert  Wayne,  Jackson.  Bom  Durango, 
CO,  Apr.  24,  1944;  M.D.,  Louisiana  State  Uni- 
versity School  of  Medicine,  New  Orleans,  1970; 
interned  LSU  Medical  Center,  Shreveport,  one  year; 
radiology  residency,  same,  1973-74;  radiology  re- 
sidency, University  of  Arkansas  Medical  Center, 
Little  Rock,  1974-76;  elected  by  Central  Medical 
Society. 

Bush,  Charles  Crawley,  Jr.,  Jackson.  Born 
Natchez,  MS,  Aug.  15,  1950;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1975;  in- 
terned UMC,  Jackson;  ob-gyn  residency,  same, 
1976-80;  elected  by  Central  Medical  Society. 

Carner,  David  Vance,  Brookhaven.  Bom  Basim, 
India,  Feb.  1,  1949;  M.D.,  Tulane  University 
School  of  Medicine,  New  Orleans,  1974;  interned 
UMC,  Jackson,  MS,  1974-75;  general  surgery  res- 
idency, same,  1975-79;  fellowship  peripheral  vascu- 
lar surgery,  LSU,  New  Orleans,  1 979-80;  elected  by 
South  Central  Medical  Society. 

Cavett,  Clinton  Moore,  Jackson.  Bom  Jackson, 
MS,  Aug.  8,  1948;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1973;  interned  Park- 
land Memorial  Hospital,  Dallas,  1973-74;  general 
surgery  residency,  UMC,  Jackson,  1974-78;  pediat- 
ric surgery  residency,  Childrens  Hospital,  Washing- 
ton, DC,  1978-80;  elected  by  Central  Medical  Soci- 
ety. 

Code,  Redmond  L.,  Bom  Mobile,  AL,  Oct.  4, 
1943;  M.D.,  University  of  Tennessee  College  of 
Medicine,  Memphis,  1971;  interned  Los  Angeles 
County  General  Hospital,  Los  Angeles,  1971-72; 
elected  by  DeSoto  County  Medical  Society. 

Corley,  Fred  Goodwin,  Oxford.  Born  McComb, 
MS,  May  30,  1945;  M.D. , University  of  Mississippi 
School  of  Medicine,  Jackson,  1971;  interned  Uni- 
versity of  Texas,  Parkland  Hospital,  Dallas,  one 
year;  orthopedic  surgery  residency,  University  of 
Texas,  San  Antonio,  1974-78;  University  Edin- 
burgh, Scotland,  1978-79;  elected  by  North  Missis- 
sippi Medical  Society. 
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•Data  on  file  Parke-Davis  Marketing  Research  Dept. 
••Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 

The  National  Prescription  Audit.  IMS  America  Ltd.. 
September  1980. 
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TUCKS®  Pre- Moistened  Hemorrhoidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOL-HC'  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOLHC*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg:  bismuth  subgallate.  225%:  bismuth  resorcin  compound. 

I. 75%;  benzyl  benzoate,  12%;  Peruvian  balsam.  1.8%;  zinc  oxide. 

II. 0%;  also  contains  the  following  inactive  ingredients;  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate.  5.0 
mg:  bismuth  subgallate.  225  mg:  bismuth  resorcin  compound.  175  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositones  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  tnembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositones  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositones  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  dunng  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositones  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS" 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories- 
Adults.  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use,  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

How  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071  1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9°-86T  (1S°-30°C). 
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NEW  MEMBERS  / Continued 

Eggen,  Steven  Douglas,  Centerville.  Bom  Chica- 
go, IL,  Sept.  17,  1954;  M.D.,  Louisiana  State  Uni- 
versity School  of  Medicine,  New  Orleans,  1979; 
interned  Ochsner  Foundation  Hospital,  New 
Orleans,  one  year;  elected  by  Amite-Wilkinson 
County  Medical  Society. 

Harper,  William  Kenneth,  Jackson.  Born 
McComb,  MS,  July  10,  1948;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1973;  in- 
terned William  Beaumont  Army  Medical  Center,  El 
Paso,  TX,  1973-74;  internal  medicine  residency, 
same,  1973-76;  fellowship  cardiovascular  disease, 
Walter  Reed,  Washington,  DC,  1976-78;  elected  by 
Central  Medical  Society. 

Harrison,  Robert  Brent,  Jackson.  Bom  Greer, 
SC,  March  17,  1938;  M.D.,  Duke  University 
School  of  Medicine,  Durham,  NC,  1961;  interned 
St.  Anthony  Hospital,  Denver,  CO,  one  year;  radiol- 
ogy residency,  Norfolk  General  Hospital,  Norfolk, 
VA,  1966-69;  radiology  residency.  University  of 
Virginia,  Charlottesville,  1969-70;  elected  by  Cen- 
tral Medical  Society. 

Hayden,  Franklin  Ross,  Poplarville.  Born 
Washington,  DC,  Jan.  27,  1930;  M.D.,  University 
of  Maryland  School  of  Medicine,  Baltimore,  1960; 
interned  Duval  Medical  Center,  Jacksonville,  FL, 
one  year;  internal  medicine  residency,  Beckley 
Memorial  Hospital,  WV,  1962-63;  internal  medi- 
cine residency,  V.  A.  Hospital,  New  Orleans,  1969; 
elected  by  Pearl  River  Medical  Society. 

Hicks,  Gilliam  Swink,  Jr.,  Jackson.  Bom  Natch- 
ez, MS,  Feb.  24,  1950;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1975;  interned 
UMC,  Jackson,  one  year;  internal  medicine  residen- 
cy, same,  1976-78;  elected  by  Central  Medical  Soci- 
ety. 

Houston,  Thomas  Price,  Jackson.  Bom  Stark- 
ville,  MS,  Aug.  27,  1951;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1977;  in- 
terned and  family  practice  residency,  UMC,  Jack- 
son,  1977-80;  elected  by  Central  Medical  Society. 

Hulett,  William  B.,  Jackson.  Bom  New  Orleans, 
LA,  Dec.  4,  1948;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson.  1973;  interned  Mobile 
General  Hospital,  Mobile,  AL,  1973-74;  anesthe- 
siology residency,  UMC,  Jackson,  1974-76;  elected 
by  Central  Medical  Society. 
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Jacob,  Rudolph  Daniel,  Pass  Christian.  Born 
Great  Lakes,  IL,  Feb.  16,  1949;  M.D.,  Tulane  Uni- 
versity School  of  Medicine,  New  Orleans,  1974; 
interned  and  ob-gyn  residency,  same,  1974-76; 
elected  by  Coast  Counties  Medical  Society. 

Jeffcoat  Camille  Johnson,  Columbus.  Born 
Jackson,  MS,  Sept.  26,  1948;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1977;  in- 
terned and  anesthesiology  residency,  UMC,  Jack- 
son,  1977-80;  elected  by  Prairie  Medical  Society. 

Jones,  W.  Arthur,  Jackson.  Bom  Morton,  MS, 
Feb.  8,  1942;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1968;  interned  St. 
Paul  Hospital,  Dallas,  one  year,  medicine  residency, 
UMC,  Jackson,  1969-71;  cardiology  residency,  St. 
Paul’s  Hospital,  Dallas,  1972-73;  cardiology  res- 
idency, UMC,  Jackson,  1971-72;  elected  by  Central 
Medical  Society. 

Krueger,  Ronald  Paul,  Jackson.  Bom  Newark, 
NJ,  May  18,  1935;  M.D.,  Duke  University  School 
of  Medicine,  Durham,  NC,  1965;  interned  Duke 
Medical  Center,  Durham,  one  year;  pediatric  res- 
idency, same,  1966-67;  nephrology  residency, 
same,  1967-70;  urology  residency,  same,  1976-79; 
elected  by  Central  Medical  Society. 

Mason  Gilbert  Rutledge,  Biloxi.  Bom  Jackson, 
MS,  Oct.  7,  1928;  M.D.,  Howard  University  Col- 
lege of  Medicine,  Washington,  DC,  1954;  interned 
Homer  G.  Phillips  Hospital,  St.  Louis,  MO,  one 
year;  elected  by  Coast  Counties  Medical  Society. 

McMullan,  George  Knox,  Jr.,  Jackson.  Bom 
Washington,  DC,  June  20,  1942;  M.D.,  University 
of  Mississippi  School  of  Medicine,  Jackson,  1968; 
interned  Letterman  Army  Medical  Center,  San  Fran- 
cisco, one  year;  medicine  residency,  Brooke  Army 
Hospital,  Ft.  Sam  Houston,  San  Antonio,  1969-73; 
fellowship  in  cardiology,  Harvard  Army  Hospital, 
West  Roxbury,  VA,  1974-76;  elected  by  Central 
Medical  Society. 

Megehee,  James  Alfred,  Hattiesburg.  Bom  Ox- 
ford, MS,  Aug.  6,  1943;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1968;  in- 
terned Mobile  General  Hospital,  Mobile,  AL,  1968- 
69;  general  surgery  residency,  UMC,  Jackson, 
1969-70;  pathology  residency,  Tulane,  New 
Orleans,  1977-80;  elected  by  South  Mississippi 
Medical  Society. 
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Milam,  John  Benjamin,  Jackson.  Born  Bay 
Springs,  MS,  Sept.  7,  1947;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1973;  in- 
terned Baptist  Memorial  Hospital,  Memphis,  one 
year;  ophthalmology  residency,  UMC,  Jackson, 
1975-78;  fellowship  pediatric  ophthalmology, 
Baylor  College  of  Medicine,  Houston,  1978-79;  fel- 
lowship corneal  and  external  diseases,  same,  1979- 
80;  elected  by  Central  Medical  Society. 

Norman,  Patricia  H.,  Jackson.  Born  New 
Orleans,  LA,  Aug.  2,  1930;  M.D.,  Medical  College 
of  Alabama,  Birmingham,  1956;  interned  Universi- 
ty Hospital,  Birmingham,  one  year;  anesthesiology 
residency,  same,  1957-59;  elected  by  Central 
Medical  Society. 

Northey,  Dan  Raymond,  Hattiesburg.  Born  Tul- 
sa, OK,  June  21 , 1948;  M.D.,  University  of  Oklaho- 
ma School  of  Medicine,  Oklahoma  City,  1974;  in- 
terned St.  Anthony  Hospital,  Oklahoma  City,  one 
year;  medicine  residency,  same,  1975-78;  fel- 
lowship gastroenterology,  same,  1978-80;  elected 
by  South  Mississippi  Medical  Society. 


Rodriguez,  Reynaldo,  Jackson.  Bom  Laredo, 
TX,  Aug.  14,  1945;  M.D.,  Baylor  College  of  Medi- 
cine, Houston,  1977;  interned  Baylor  Hospital, 
Houston,  one  year;  anesthesiology  residency,  UMC, 
Jackson,  1977-80;  elected  by  Central  Medical  Socie- 
ty. 

Stribling,  Joseph  Gordon,  Brandon.  Bom  Ox- 
ford, MS,  Jan.  20,  1949;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1974;  in- 
terned University  of  Alabama,  Birmingham,  1974- 
75;  surgery  residency,  UMC,  Jackson,  1975-77; 
elected  by  Central  Medical  Society. 

Sudduth,  Edwin  P.,  Jackson.  Bom  West  Point, 
MS,  Sept.  21 , 1950;  M.D. , University  of  Mississip- 
pi School  of  Medicine,  Jackson,  1976;  interned  and 
medicine  residency,  UMC,  Jackson,  1977-80; 
elected  by  Central  Medical  Society. 

Vaughan,  William  Hutcherson,  Jr.,  Pasca- 
goula. Born  Jackson,  MS,  May  17,  1941;  M.D., 
University  of  Mississippi  School  of  Medicine,  Jack- 
son,  1967;  interned  Willford  Hall,  USAF  Hospital, 
one  year;  psychiatry  and  neurology  residency, 
Tulane  University,  New  Orleans,  1971-74;  elected 
by  Singing  River  Medical  Society. 
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Hemoccult 


The  world’s  leading  test  for 
fecal  occult  blood. 


Entire  Colon— 

Hemoccult  * test  or  colonoscopy 


8 cm.  — Digital  examination 


25  cm— Sigmoidoscopy 


Medical  Specialty 

Address 

City State Zip. 

Phone 


Name. 


1 ) 

Routine  digital  examination 
explores  only  8 cm.  of  the  colon. 
Sigmoidoscopy  reveals  an  additional 
17  cm.  But  colorectal  cancer  can  occur 
throughout  the  colon.  And  it's  often 
asymptomatic. 

That’s  why  the  Hemoccult®  test  is  so 
valuable  as  a preliminary  diagnostic  screen. 
The  Hemoccult®  test  is  a reliable  detector 
of  blood  throughout  the  colon. 

In  addition,  it's  accurate,  inexpensive, 
simple  to  use  and  easy  to  read.  The  test 
can  be  done  in  your  office  in  minutes, 
or  given  to  your  patient  to  take  home  and 
return  by  mail. 

More  than  120,000  cases  of  colorectal 
cancer  will  occur  in  the  United  States 
this  year.  The  earlier  they  are  diagnosed, 
the  greater  the  chances  for  successful 
treatment.  Send  for  your  free  Hemoccult® 
starter  package,  today. 


Send  to 


SJG 


SmithKIme  Diagnostics 

^91 lU  880  West  Maude  Avenue.  PO  Box  61947 
Sunnyvale.  CA  94086 


□ Please  send  me  the  Hemoccult  H*  Physician  s 
Complimentary  Starter  Package 


Hemoccult®  is  available  through  local  distributors,  nationwide. 


\ 


/ 
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The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 

For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with  . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


EMPIRIN®  with  Codeine 

DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  of  the 
following  strengths  No  2 — 15  mg,  No  3 — 30  mg,  and  No  4 — 60  mg  (Warning  — may  be  habit-forming  I 
CONTRAINDICATIONS:  Hypersensitivity  to  aspirin  or  codeine 

WARNINGS: 

Drug  dependence:  Empirin  with  Codeine  can  produce  drug  dependence  of  the  morphine  type  and,  therefore,  has  the 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repealed  administra- 
tion of  this  d'ug  and  it  should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the  use  of  other 
oral,  narcotic-containing  medications  Like  other  narcotic-containing  medications,  the  drug  is  subiect  to  the  federal  Con- 
trolled Substances  Act 

Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The  patient  using  this  drug  should 
be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 
anesthetics,  phenothiazmes,  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression.  When  such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced 

Use  in  pregnancy:  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  fetal  development 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 

PRECAUTIONS: 

Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  iniury,  other  intracranial  lesions  or 
a pre-existing  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  miuries 

Acute  abdominal  conditions:  The  administration  of  Empirin  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal  conditions. 

Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies  patients  with  nasal 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin. 

risk  patients:  Empinn  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease,  prostatic 
or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders 
REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  light-headedness,  dizziness, 
nausea  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatory  than  in  nonambulatory  patients  and 
of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
constipation,  and  pruritus. 

frequently  observed  reactions  to  aspirin  include  headache,  vertigo,  ringing  in  the  ears,  mental  contusion,  drowsi- 
sweatmg,  thirst,  nausea,  and  vomiting.  Occasional  patients  experience  gastric  irritation  and  Weeding  with  aspirin, 
are  unable  to  take  salicylates  without  developing  nausea  and  vomiting.  Hypersensitivity  may  be  manifested  by 
lash  or  even  an  anaphylactic  reaction  With  these  exceptions,  most  of  the  side  effects  occur  after  repeated  admmistra- 
doses. 

AND  ADMINISTRATION  Dosage  should  be  adjusted  according  to  the  seventy  of  the  pain  and  the  response  of  the 
■ft  may  occasionally  be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  of  more  severe  pain  or  in 
who  have  become  tolerant  to  the  analgesic  effect  of  narcotics,  Empinn  with  Codeine  is  given  orally.  The  usual 
tor  Empirin  with  Codeine  No  2 and  No.  3 is  one  or  two  tablets  every  lour  hours  as  leomred  The  usual  adult  dose 
with  Codeine  No  4 is  one  tablet  every  lour  hours  as  lequired.  , ,-s. 

The  cns  depressant  H<^  Burroughs  Wellcome  Co. 

ffi  Research  Triangle  Park 
at  ,t,  Wellcome  North  Carolina  27709 

' ' 


Acute  pain 

is  no  laughing  matter. 

The  first  prescription  for 
the  first  days  of  acute  pain 


Empirin"  c Codeine  #3 

Each  tablet  contains:  aspirin,  325  mg;  plus  codeine 
phosphate,  30  mg,  (Warning  — may  be  habit-forming),  xi 


For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 


MEETINGS 


National  and  Regional 

American  Medical  Association,  Annual  Meeting.  June  7-11. 
1981,  Chicago;  James  H.  Sammons,  Executive  Vice  Presi- 
dent, 535  N.  Dearborn  St.,  Chicago.  IL  60610. 


State  and  Local 

Mississippi  State  Medical  Association,  113th  Annual  Session.  April 
26-30,  1981,  Biloxi.  Charles  L.  Mathews,  Executive  Secy.,  735 
Riverside  Drive,  P.O.  Box  5229,  Jackson  39216. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting.  July  29- 
August  1 , 1981 . Biloxi.  Mrs.  Alyce  Palmore,  Executive  Secy.,  P.O. 
Box  12330.  Jackson  3921 1. 

Amite-Wilkinson  Counties  Medical  Society,  3rd  Monday, 
March,  June,  September,  December.  James  S.  Poole,  Secy., 
The  Gloster  Clinic,  Gloster  39638,  Counties:  Amite,  Wilkin- 
son. 

Central  Medical  Society,  1st  Tuesday,  January,  April,  October, 
December,  6:30  p.m.,  Primos  Northgate  Restaurant.  Jackson. 
Patsy  Douglas,  Executive  Secy.,  B6  Medical  Arts  Bldg., 
1151  N.  State  St.,  Jackson  39201.  Counties:  Hinds,  Leake, 
Madison,  Rankin,  Scott,  Simpson,  Yazoo. 

Claiborne  County  Medical  Society,  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital,  Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County: 
Claiborne. 

Clarksdale  and  Six  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  p.m.,  Clarks- 
dale. Rodney  Baine,  Secy.,  110  Yazoo  Ave.,  Clarksdale 
38614.  Counties:  Coahoma.  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Society,  1st  Wednesday,  January, 
March,  May,  September  and  November.  H.  S.  Barrett,  Secy., 
P.O.  Box  1898,  Gulfport  39501.  Counties:  Hancock,  Harri- 
son, Stone. 

Delta  Medical  Society,  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751. 
Counties:  Bolivar,  Humphreys,  Leflore,  Sunflower,  Wash- 
ington. 

DeSoto  County  Medical  Society,  3rd  Thursday,  February  and 
August,  1:00  p.m.,  Kenny’s  Restaurant,  Hernando.  Malcolm 
D.  Baxter,  Jr.,  Secy.,  Baxter  Clinic,  Hernando  38632. 
County:  DeSoto. 

East  Mississippi  Medical  Society , 1st  Tuesday,  February,  April, 
June,  October,  December.  J.  Barry  Gilbert,  Secy.,  Mail:  Ms. 
Jenkins,  1415  50th  Ave.,  Meridian  39301.  Counties:  Clarke, 
Kemper,  Lauderdale,  Neshoba,  Newton,  Winston. 

Homochitto  Valley  Medical  Society,  1st  Tuesday,  February, 
June,  September,  December.  Ramada  Inn,  Natchez.  Walter 
T.  Colbert,  Secy.,  P.O.  Box  1488,  Natchez  39120.  Counties: 
Adams,  Jefferson. 

North  Central  District  Medical  Society,  3rd  Wednesday, 
March,  June,  September,  December.  Robert  L.  Coggin,  Pres, 
and  Secy.,  965  Avent  Dr.,  Grenada  38901 . Counties:  Attala, 
Carroll,  Choctaw,  Grenada,  Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Society,  1st  Thursday,  March. 
June,  September,  December.  Roger  L.  Lowery,  Secy.,  618 
Pegram  Dr.,  Tupelo  38801.  Counties:  Alcorn,  Calhoun, 
Chickasaw,  Itawamba,  Lee,  Monroe.  Pontotoc,  Prentiss, 
Tishomingo,  Union. 

North  Mississippi  Medical  Society,  1st  Thursday,  March,  Au- 
gust, December.  Cherie  Friedman,  Secy.,  424  South  5th, 
Oxford  38655.  Counties:  Benton,  Lafayette,  Marshall, 
Panola,  Tate,  Tippah,  Yalobusha. 

Pearl  River  County  Medical  Society , 2nd  Monday,  March,  June, 
September,  December.  J.  C.  Griffing,  Secy.,  Crosby  Memo- 
rial Hospital,  Picayune  39466.  County:  Pearl  River. 


Prairie  Medical  Society,  2nd  Tuesday.  March,  June,  Septem- 
ber, December.  Albert  H.  Laws,  Secy.,  816  Second  Ave. 
North,  Columbus  39701.  Counties:  Clay,  Oktibbeha, 
Lowndes,  Noxubee. 

Singing  River  Medical  Society,  3rd  Monday,  February,  May, 
August,  November.  Robert  D.  Holbert,  Secy.,  P.O.  Box 
1502,  Pascagoula  39567.  County:  Jackson. 

South  Central  Mississippi  Medical  Society,  2nd  Tuesday, 
March,  June,  September,  December.  Julian  T.  Janes,  Secy., 
304  Clark,  McComb  39648.  Counties:  Copiah,  Franklin, 
Lawrence,  Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Society , 2nd  Thursday,  March,  June, 
September,  December.  Douglas F.  Thomas,  Secy.,  415  South 
28th  Ave. , Hattiesburg  39401 . Counties:  Covington.  Forrest, 
George,  Greene,  Jasper,  Jefferson  Davis,  Jones.  Lamar, 
Marion,  Perry,  Smith,  Wayne. 

West  Mississippi  Medical  Society,  2nd  Tuesday,  January, 
March,  May,  September,  October,  November,  6:30  p.m.. 
Magnolia  Motor  Motel,  Vicksburg.  Martin  E.  Hinman, 
Secy.,  The  Street  Clinic,  Vicksburg  39180.  Counties:  Is- 
saquena, Sharkey,  Warren. 


Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organiza- 
tions have  been  accredited  in  accordance  with  the  “Essentials 
for  Accreditation  of  Institutions  and  Organizations  Offering 
Continuing  Medical  Education  Programs”  of  the  Liaison  Com- 
mittee on  Continuing  Medical  Education.  Information  concern- 
ing CME  programs  for  physicians  offered  by  these  accredited 
sources  may  be  obtained  by  writing  the  Director,  Continuing 
Medical  Education,  at  the  individual  institution  or  organization. 


Council  on  Scientific  Assembly 

Mississippi  State  Medical  Association 
735  Riverside  Drive 
Jackson,  MS  39216 

North  Mississippi  Medical  Center 
830  Gloster  Avenue 
Tupelo.  MS  38801 

Forrest  General  Hospital 
Box  1897 

Hattiesburg,  MS  39401 

Mississippi  Baptist  Hospital 
1225  N.  State  Street 
Jackson,  MS  39201 

Gulf  Coast  Community/Gulfport 
Memorial  Hospital  Consortium 
4642  W.  Beach  Boulevard 
Biloxi.  MS  39531 

Jefferson  Davis  Memorial  Hospital 
Box  1488 

Natchez,  MS  39120 

King’s  Daughter  Hospital 
Box  948 

Brookhaven.  MS  39601 

Delta  Medical  Center 
Greenville,  MS  38701 

Riverside  Hospital 
Lakeland  Drive 
Jackson,  MS  39208 


Mississippi  Radiological  Society 
316  Medical  Arts  Building 
Jackson.  MS  39201 


Northwest  Mississippi  Regional  Medical  Center 
Box  1218 

Clarksdale.  MS  38614 


Mississippi  Chapter 

American  College  of  Surgeons 
Box  5229 

Jackson.  MS  39216 

Mercy  Regional  Medical  Center 
100  McAuley  Drive 
Vicksburg.  MS  39180 


North  Panola  County  Hospital 
Drawer  160 
Sardis.  MS  38666 

Singing  River  Hospital 
2809  Denny  Avenue 
Pascagoula.  MS  39567 

Magnolia  Hospital 
Alcorn  Dnve 
Corinth.  MS  38834 


Greenwood  Leflore  Hospital 
1508  Leflore  Avenue 
Greenwood.  MS  38930 


Howard  Memorial  Hospital 
1559  Lafayette  St 
Biloxi,  MS  39533 
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PLACEMENT  SERVICE 


Pediatrician  seeks  practice  location  upon  comple- 
tion of  residency  in  July  1981.  Contact  J.  K. 
Angrish,  M.D.,  1222  Vincent  Ct.,  #4,  Flint,  MI 
48503. 

Situations  Wanted 


Board  eligible  anesthesiologist  seeks  practice 
location.  M.D.  from  M.  P.  Shah  Medical  College, 
Jamnagar,  India,  1971.  Anesthesiology  residency  at 
University  of  Tennessee,  1980.  Married.  Contact 
Mohanlal  L.  Patel,  M.D.,  5289  Queen  Anne  Dr., 
Memphis,  TN  38134. 


Pediatrician  completing  military  obligation  in 
November  seeks  practice  opportunity  in  single  spe- 
cialty, multi-specialty  or  partnership  position  in 
community  of  20,000-80,000  population.  Contact 
David  W.  Drennen,  M.D.,  9998A  Saint  Onge  Ave- 
nue, Ellsworth  AFB,  SD  57706. 


PHYSICIANS 


"S 


One  of  America’s  largest  health  care  cor- 
porations is  currently  seeking  a part-time 
Physician  for  our  Plasma  Donor  Center 
located  in  Jackson,  MS. 

Responsibilities  will  include  performing 
physicals  in  conjunction  with  donor 
screening  and  evaluation  in  support  when 
regular  staff  Physicians  are  on  vacation. 

Our  requirements  are  flexible  and  we  will 
consider  licensed,  but  non-practicing 
Physicians,  as  well  as  those  desiring  to 
work  on  a consulting  basis. 

We  offer  excellent  working  environment 
and  a highly  competitive  salary.  For  fur- 
ther information  please  send  curriculum 
vitae  or  call  LARRY  MELTON: 


Alpha 


THERAPEUTIC  CORPORATION  * 

Formerly  a Division  of 
ABBOTT  LABORATORIES 
840-42  West  Capitol  St.  Jackson,  MS  39203 
(601)  353-3801 

Equal  Opportunity  Employer  M/E  > 


Family  Practitioner  seeks  practice  location  in  Mis- 
sissippi. Graduate  of  University  of  Washington 
School  of  Medicine,  1950.  Presently  practicing  in 
Alaska.  Contact  Donald  F.  McKay,  Box  631, 
Haines,  AK  99827. 


Pathologist  — Board  Eligible.  University  trained. 
Completing  residency.  Available  July  1981.  Contact 
Ashraf  Mohammad,  M.D.,  University  Medical  Cen- 
ter, 2500  North  State  St.,  Jackson,  MS  39216. 


Cardiologist  seeks  solo  or  group  practice  opportu- 
nity in  hospital-based  consultative  practice.  Com- 
pleting fellowship  in  June  1981.  Contact  Amar  De- 
Sai,  M.D.,  1003  Fenley  Ave.,  Louisville,  KY 
40222. 


PHYSICIANS 

Practice  your  skills  among  a needy 
population  while  enjoying  the  advan- 
tages of  country  living.  Small  hospital  in 
Northern  Alabama  requires  a primary 
care  oriented  physician.  This  position 
includes: 

• Salary  Guarantee 

• Office  Space 

• Utilities 

• Patient  and  Third  Party  Billing  and 
Collection 

If  interested  in  a challenging  and  re- 
warding practice  in  a beautiful  setting 
please  forward  Curriculum  Vitae  to: 

Gateway  Medical  Management,  Inc. 
2500  East  Bay  Drive 
Clearwater,  Florida  33516 
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Pediatrician  and  Pathologist  (husband  and  wife) 
seek  practice  opportunity.  Available  July  1981. 
Contact  Michael  M.  Lessner,  M.D.  and  Evelyn  J. 
Diehl,  M.D.,  1920  Cheremoya  Ave.,  Los  Angeles, 
CA  90068. 

Pathologist  especially  interested  in  coagulation  and 
blood  banking  seeks  hospital-based  position.  Con- 
tact Daniel  Williams,  Jr.,  M.D.,  77  Rippowam  Rd., 
Apt.  A,  Stamford,  CT  06902. 

General  Practitioner  seeks  practice  location  in 
small  community.  Contact  Keith  Hummell,  M.D., 
405  Mesaba  Ave.,  Apt.  5C,  Duluth,  MN  55806. 


CLASSIFIED 


Internist  — Board  certified  or  eligible  internist 
with  interests  either  in  medical  chest,  rheumatology, 
or  pulmonary  diseases  to  share  an  institutional  prac- 
tice as  well  as  private  practice.  Modern  facilities 
with  excellent  professional  and  economic  opportuni- 
ties. Send  vitae  to  P.  O.  Box  4878,  Fondren  Station, 
Jackson,  MS  39216,  attention  Personnel.  An  equal 
opportunity  employer. 


Equipment  for  Sale.  Burdick  EKG.  Contact  Dr. 
L.  T.  Carl,  Jackson,  MS,  366-3710. 

The  more  you  know  about  choices,  the  easier  it  is 
to  choose.  That's  why  CompHealth,  the  oldest, 
largest  locum  tenens  organization  in  the  United 
States,  can  help  make  choices  easier  for  you.  Any 
specialty  can  be  covered  including:  F.P.,  I.M., 
Rad.,  Anes.,  and  Ob/Gyn.  With  a large  selection  of 
reliable,  qualified  physicians  to  choose  from,  Comp- 
Health  provides  physicians,  hospitals,  clinics  and 
communities  with  dependable  locum  tenens  cover- 
age, allowing  you  to  keep  your  practice  covered 
without  inconvenience  or  concern.  Turn  a difficult 
decision  into  an  easy  choice.  Contact  CompHealth, 
175  West  200  South.  Suite  2003,  Salt  Lake  City,  UT 
84101,  (801)  532-1200. 

Farm  Property  for  Sale  by  owner.  386  acres;  205 
cropland,  151  wooded;  15  min.  from  Jackson,  10 
min.  Brandon  and  Florence;  timber  ready  for  cut- 
ting; good  deer,  dove,  turkey,  squirrel  and  rabbit 
hunting;  pecan  grove;  beautiful  homesite;  on  paved 
roads;  subdivision  possibilities.  Excellent  invest- 
ment potential.  P.O.  Box  5272,  Jackson,  MS 
39216. 
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Call  or  write  if  you  have  not  received  a census  form 

Division  of  Survey  & Data  Resources 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

312-751-6435 


MAKE  YOUR  MARK 
AND  BE  COUNTED.. 

If  you  haven’t  already,  now  is  the  time  to  complete  the  1981 
Census  of  Physicians’  Professional  Activities. 

Doing  so  will  assure: 

• that  your  official  record  is  updated 

• that  you  are  accurately  represented  in  the  28th  Edition  of 
the  American  Medical  Directory 

• that  you  continue  to  receive  the  educational  and  scientific 
materials  relevant  to  your  professional  interests 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  ds  & 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tablet  b.i.d.f  or  10  to  14  days 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC's  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinii  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37\ 20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility”  also  indicates  a likely  re- 
sponse. “Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

-every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

V2  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

11/2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children’s  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

/ \ Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  07110 

Please  see  back  cover. 


the  Bactrim" 
3-system  counterattad 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Enterc 
bacteriaceae  in  the  bowel  without  the  emergence  of  res 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  introi 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the  I 
urinary  tract/vaginal  tract/lower  intestinal  trac 

Please  see  reverse  side  for  summary  of  product  information. 
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Feelings  vs 

Some  people  feel  that  I am  misused  and  overused 
and  that  I’m  prescribed  too  often  and  for  too  many  kinds 
of  problems. 

The  FACT  is  that  approximately  eight  million  people, 
or  about  5 percent  of  the  U.S.  adult  population,  will  use  me 
during  the  current  year.  By  contrast,  the  national  health 
examination  survey  (1971-1975)  found  that  25  percent  of 
the  U.S.  adult  population  experiences  moderate  to  severe 
psychological  distress.  Additionally,  studies  of  patient  atti- 
tudes revealed  that  most  patients  have  realistic  views  regard- 
ing the  limitations  of  tranquilizers  and  a strong  conservatism 
about  their  use,  as  evidenced  by  a general  tendency  to 
decrease  intake  over  time.  Finally,  a six-year,  large-scale, 
carefully  conducted  national  survey  showed  that  the  great 
majority  of  physicians  appropriately  prescribe  tranquilizers. 

Some  people  feel  that  patients  being  treated  with  anxiolytic 
drugs  are  “weak,  ” cant  tolerate  the  anxieties  of  normal  daily 
living,  and  should  be  able  to  resolve  their  problems  on  their 
own  without  the  help  of  medication. 

The  FACT  is  that  while  most  people  can  withstand 
normal,  everyday  anxieties,  some  people  experience 
excessive  and  persistent  levels  of  anxiety  due  to  personal  or 
clinical  problems.  An  extensive  national  survey  concluded 
that  Americans  who  do  use  tranquilizers  have  substantial 


Facts 


justification  as  evidenced  by  their  high  levels  of  anxiety.  It 
was  further  noted  that  antianxiety  drugs  are  not  usually 
prescribed  for  trivial,  transient  emotional  problems. 

Some  people  feel  afraid  of  me  because  of  the  stories 
they've  heard  about  my  being  harmful  and  having  the 
potential  to  produce  physical  dependence. 

The  FACT  is  that  there  are  thousands  of  references  in 
the  medical  literature  documenting  my  efficacy  and  safety. 
Extensive  and  painstakingly  thorough  studies  of  toxicological 
data  conclude  that  I am  one  of  the  safest  types  of  psycho- 
tropic drugs  available.  Moreover,  I do  not  cause  physical 
dependence  if  the  recommended  dosage  and  therapeutic 
regimen  are  followed  under  careful  physician  supervision. 
However,  I can  produce  dependence  if  patients  do  not  fol- 
low their  physicians’  directions  and  take  me  for  prolonged 
periods,  at  dosages  that  exceed  the  therapeutic  range. 
Patients  for  whom  I have  been  prescribed  should  be  cau- 
tious about  their  use  of  alcohol  because  an  additive  effect 
may  result. 

Many  of  the  most  knowledgable  people  feel  that  I 
became  the  No.  1 prescribed  medication  in  America  because 
no  other  tranquilizer  has  been  proven  more  effective.  Or  safer. 

The  FACT  is  they  are  right. 


For  a brief  summary  of  product  information  on  Valium  (diazepam/Roche)  (V , please  see  the  following 
page.  Valium  is  available  as  2-mg,  5-mg  and  10-mg  scored  tablets. 


Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety,  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  ad]unctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually 
taper  dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  In  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy:  advise  patients  to  discuss  therapy 
If  they  Intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazmes, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  anti 
depressants  may  potentiate  its  action  Usual  precau- 
tions indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  laundice.  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported,  should 
these  occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  laundice,  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy 
Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  bid  to  q i d alcoholism,  10  mg  t i d.  or  q i d in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q i d ; adjunctively  in  convulsive  disorders,  2 to  10 
mg  bid  to  q i d Geriatric  or  debilitated  patients  2 to 
21/2  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated  (See  Precautions.)  Children  1 to 
2V£  mg  t.i.d  or  q i d initially,  increasing  as  needed 
and  tolerated  (not  for  use  under  6 months) 

Supplied:  Valium®(diazepam/Roche)  Tablets,  2 mg 
5 mg  and  10  mg — bottles  of  100  and  500,  Tel-E-Dose* 
packages  of  100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing  10  strips 
of  10,  Prescription  Paks  of  50,  available  in  trays  of  10 

/ x Roche  Laboratories 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc 

x / Nutley,  New  Jersey  07110 
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DRAMATIC 

NEWCLNGAL 

PROOF* 

In  the  treatment  of  impetigo - 


•100%  cure  rate  with 

TfegopenTcloxaciin  sodium) 

• only  a 60%  cure  rate  with  penicillin  V-K 


As  seen  on 
admission 


After  one  week 
of  penicillin  V-K 
therapy 


Two  weeks  after 
initiation  of 
TEGOPEN  therapy 


Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 

'Data  on  file,  Bristol  Laboratories. 


Brief  Summary  ol  Prescribing  Information 

TEGOPEN8 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package  Circular  (12)  9/11/75 

INDICATIONS: 

Although  the  principal  indication  for  cloxacillin  sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to  initiate  therapy  in  such  patients  in 
whom  a staphylococcal  infection  is  suspected  (See  Important  Note  below ) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cloxacillin 
sodium  should  be  performed 

IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should  take  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  of  infections  caused  by  pneumococci. 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci  It  the  bacteriology  report  later  indicates  the  infection  is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin 


« 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital  For  this  reason,  it  is  recommended  that  a 
penicillinase-resistant  penicillin  be  used  as  initial  therapy  for  any  suspected  staphylococcal 
infection  until  culture  and  sensitivity  results  are  known 
Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism  similar  to  that  of  methicillm 
against  penicillin  G-resistant  staphylococci.  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these  strains  reported  has  been 
increasing.  Such  strains  ot  staphylococci  have  been  capable  ot  producing  serious  disease,  in 
some  instances  resulting  in  fatality  Because  of  this,  there  is  concern  that  widespread  use  ot  the 
penicillinase-resistant  penicillins  may  result  in  the  appearance  ot  an  increasing  number  of 
staphylococcal  strains  which  are  resistant  to  these  penicillins 
Methicillin-resistant  strains  are  almost  always  resistant  to  all  other  penicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently). 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  ot  clinical 
resistance  to  all.  in  spite  ot  the  fact  that  minor  variations  in  in  vitro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  slaphylococcus. 

CONTR  AINOICATIONS: 

A history  ol  a previous  hypersensitivity  reaction  to  any  ot  the  penicillins  is  a contraindication. 


RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 

potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen1^ 

Given 

(cloxacillin  sodium] 

penicillin  V-K 

Staphylococcus  aureus  (78  patients) 

39 

39 

Returned  to  clinic  at  one  week 

29t 

38t 

Treatment  failure  at  one  week 

0 

18  (47.4%) 

Staphylococcus  aureus  and 
Streptococcus  pyogenes  (9  patients) 

4 

5 

Returned  to  clinic  at  one  week 

4 

5 

Treatment  failure  at  one  week 

0 

2(40%) 

No  initial  bacterial  growth  (14  patients) 

9 

5 

All  14  healed,  regardless  of  which 

antibiotic  was  administered. 

Beta-hemolytic  Streptococcus  (1  patient) 

0 

1 

TOTALS:  102  patients 

52  patients 

50  patients 

tEleven  patients  did  not  return  for  their  one-week  checkup 
These  were  all  called  by  telephone,  and  their  families  reported 


the  lesions  had  healed  One  patient  was  dropped  from  the  study, 
early,  because  of  adverse  reaction  to  medication 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows:  77%  Staphylococcus  aureus, 
9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1%  beta-hemolytic 
Streptococcus 

• All  patients  were  given  randomized  therapy— 
Tegopen  capsulesororal  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 


• All  patients  were  evaluated  after  one  week's 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
"other  antibiotic"  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

fThe  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K 


TEGOPEN 

(dcxaciln  sodium) 

-effective  therapy  for  staph  infect  ions 
of  the  skin  and  skin  structures 


WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy  Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  of  sensitivity  to  multiple  allergens 
There  have  been  well  documented  reports  of  individuals  with  a history  of  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents,  e g . pressor  amines,  antihistamines,  and  corticosteroids 
Safety  for  use  in  pregnancy  has  not  been  established 
PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  If  supermfection 
occurs  during  therapy,  appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy 
ADVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients  Mildly  elevated  SGOT  levels  (less  than  100  units)  have 
been  reported  in  a few  patients  tor  whom  pretherapeutic  determinations  were  not  made.  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered  Eosinophilia.  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy 

USUAL  DOSAGE: 

Adults:  250  mg  q.6h 

Children  50  mg. /Kg  /day  in  equally  divided  doses  q 6h  Children  weighing  more  than  20  Kg 
should  be  given  the  adult  dose  Administer  on  empty  stomach  for  maximum  absorption. 

N B INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS 

SUPPLIED: 

Capsules— 250  mg  in  bottles  of  100  500  mg.  in  bottles  of  100 
Oral  Solution— 125  mg  /5  ml.  in  100  ml.  and  200  ml  bottles 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse,  New  York  13201 


BRISTOL11’ 


Copyright  ® 1981,  Bristol  Laboratories 


FROM  DIETARY  COMPLAINTS 


TO  COMPLIANCE 


“Only 

Cottage  Cheese?” 


“Daddy’s 
Dull  Diet” 


INTRODUCING 

JVeurjS&e 

SANDWICH  SLICES 


90%  less  cholesterol 


• 75%  less  saturated  fat 


Now,  New  Age— a cheese  substitute  made  with 
vegetable  oil— provides  the  good  taste  of 
process  cheese  without  its  restrictively  high 
cholesterol  content. 

New  Age  has  90%  less  cholesterol,  75%  less 
saturated  fat,  yet  provides  all  the  protein, 
vitamins  and  minerals  of  process  cheese. . . 
good  news  for  all  health-conscious  patients! 


AMERICAN 
SWISS 
SMOKEY 
HOT  PEPPER 


J^eW^iae 


1 is  consistent  with  ) 
the  cholesterol-control, 
low-fat  recommendations 
of  the  third  edition  of 

The  American 
y Heart  Association  / 
\.  Cookbook.  ✓ 


I 


© 1980  Anderson,  Clayton  & Co 


Complete  nutritional  information  is  available  from  Anderson  Clayton  Foods,  RO  Box  226165,  Dallas,  TX  75266 


ACR-551 


April  1981 


Dear  Doctor: 

This  issue  contains  the  complete  programs  for  MSMA's  113th  Annual  Session  and 
the  MSMA  Auxiliary’s  58th  Annual  Session,  which  begin  April  26  at  the  Biloxi 
Hilton.  AMA  President  Dr.  Robert  Hunter  and  U.S.  Senator  Thad  Cochran  are 
among  special  guest  speakers  slated  for  the  five-day  session.  Dr.  Hunter  will 
address  the  House  of  Delegates  on  Monday  morning,  April  27,  and  Sen.  Cochran 
will  speak  at  the  Miss.  Foundation  for  Medical  Care  meeting  that  afternoon. 


A number  of  special  events  have  been  planned,  including  a 
golf  tournament,  tennis  tournament,  fishing  rodeo,  and  meetings 
of  specialty  societies  and  medical  alumni  groups.  There  will  also 
be  an  art  exhibit  featuring  works  by  MSMA  members  and  spouses. 

Room  reservations  should  be  made  directly  with  the  Hilton. 


For  the  first  time  since  July  1980,  the  increase  in  physicians'  fees  exceeded 
the  general  monthly  inflation  rate.  In  January  physicians'  fees  rose  at  a rate 
of  1.3%.  The  Consumer  Price  Index  all-items  component  rose  0.8%,  and  the  all- 
services component  rose  1.1%.  Hospital  room  charges  increased  2.3%,  dental 
services  rose  1.1%,  and  prescription  drugs  increased  1.2%. 

Five  deaths  have  resulted  from  the  ten  confirmed  cases  of  meningococcal  men- 
ingitis reported  in  the  state  since  Jan.  1.  The  sporadic  outbreaks  are  not 
considered  to  be  greatly  increased  over  last  year,  according  to  State  Board  of 
Health  epidemiologists.  Louisiana  officials  report  42  cases  so  far  this  year 
in  that  state,  with  ten  deaths. 

The  FDA  has  responded  to  the  Reagan  Administration's  order  to  scrutinize  regu- 
lations by  halting  implementation  of  the  patient  package  insert  (PPI)  program, 
scheduled  to  begin  in  May.  The  AMA  was  among  those  objecting  to  the  program, 
and  in  February  had  asked  HHS  Secretary  Schweiker  for  a moratorium  on  the  PPIs 
to  permit  a review  of  the  program. 

The  Mississippi  Museum  of  Art  is  seeking  donations  from  physicians  to  finance 
the  "Art  of  Healing"  exhibition,  which  will  be  in  Jackson  from  April  10  to 
June  7.  To  send  your  tax-deductible  contribution  or  to  receive  information 
about  the  benefits  of  different  sponsorships,  write  to  the  museum  director  at 
P.0.  Box  1330,  Jackson,  MS  39205  or  call  (601)  354-3538. 


Sincerely, 


Patsy  Silver 
Managing  Editor 
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Riverside. 


Mississippi’s  Unique  Psychiatric 
Hospital. 

Riverside  Hospital  is  unique  in 
Mississippi. 

As  a privately  owned  56-bed  short 
term  care  facility  for  treating  patients 
with  psychiatric  illness,  emotional 
problems,  or  substance  abuse,  it  is  the 
only  hospital  of  its  kind  in  the  state. 

Architecturally  designed  to  create 
an  attractive  open  environment, 

Riverside’s  “non-institutional” 
atmosphere  helps  prepare  the  patient 
for  specific  therapy,  healthy 
entertainment  and  physical  recreation. 

The  clinical  program  incorporates 
a wide  range  of  modern  psychiatric 
ideas.  Emphasis  is  placed  on 
interpersonal  relationships,  small 
group  functions,  and  professional 
individualized  care. 

The  Medical  Staff  includes  a 
large  number  of  physicians  in  private 
practice  in  the  Jackson  area.  All  are 
qualified  and  limit  their  practice  to 
psychiatry. 

Riverside  is  licensed  by  the 
Mississippi  Commission  on  Hospital 
Care,  and  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of 
Hospitals. 

Physicians  who  have  patients  that 
would  benefit  from  this  type  of 
treatment  approach  may  obtain  referral 
information  by  contacting  the 
Admitting  Office. 

Riverside 

Hospital 

P.O.  Box  4297,  Jackson,  MS  39216 
Telephone:  (601)939-9030 


Pioneers  in  Medicine 
For  the  Family 

BOOTS  PHARMACEUTICALS,  INC. 

Operating  in  the  U.S.  since  1977,  Boots  is  a world-wide  leader  in 
pharmaceutical  research  and  manufacture.  Boots  has  directed  its  efforts 
toward  providing  products  useful  in  the  practice  of  family  medicine. 
Some  of  our  better  known  products  are  Lopurin™  , Ru-Tuss®  and 
Ru-Vert® . This  advertisement  highlights  four  other  products  particularly 
useful  for  the  family 

F-E-P  CREME  ♦ SU-TON  ♦ IW1N-K  ♦ TWIN-K-CI 


For  the  Majority  of 
Steroid-Responsive  Dermatoses* 

Seen  in  Family  Practice 

- i p fp  prjp^p  \ \ p® 

(lodochlorhydroxyqum  — Pramoxme  HCI  — Hydrocortisone) 

The  4 in  1 Corticosteroid  Cream 

Anti-inflammatory,  antifungal,  antibacterial  actions, 
and,  uniquely,  a topical  anesthetic  for  immediate 
relief  of  the  itching  or  burnins  that  frequently 
accompanies  skin  problems.  One  size  (A  ounce), 
one  strensth  for  ease  of  prescription. 

‘This  drus  has  been  evaluated  as  possibly  effective  for  these  indications 
See  prescribes  information  on  last  pase  of  this  advertisement 


For  the  Geriatric  Patient 

SU-TON 

Liquid  Tonic 

A pleasant  tasting  prescription  tonic  containing 
iron,  vitamins,  minerals,  an  analeptic  and  18% 
alcohol.  Ideal  for  those  who  may  benefit  from 
vitamin  deficiency  prevention.  Just  one  table- 
spoon before  each  meal. 


Each  45  ml  (3  tablespoonfuls)  contains: 
Pentylenetetrazol  . . 

Niacin 

Vitamin  B-1 

Vitamin  B-2. 

Vitamin  B-6 
Vitamin  B-12 

Choline 

Inositol 

Mansanese  (as  Mansanese  Sulfate). 
Masnesium  (as  Masnesium  Sulfate) 

Zinc  (as  Zinc  Sulfate)  . 

Iron  (as  Ferric  Pyrophosphate,  Soluble). 
Alcohol 


30  ms 
50  ms 
10  ms 
5 ms 
■ 1 rns 
3 mcs 
100  m3 
50  ms 
■ - 1 rns 
2 ms 
.1  ms 
22  ms 
18% 


See  prescribes  information  on  last  pase  of  this  advertisement. 


For  Potassium  Supplementation 
Improved  Compliance . . . 

1 Hl^® 


In  Cases  with 
Chloride  Deficiency*.. 


TWIN-K-CI 


Each  15  ml  supplies  20  mEq  of  potassium  ions  as  a combination  of  potassium 
gluconate  and  potassium  citrate  in  a sorbitol  and  saccharin  solution 

The  good  tasting  potassium  supplement 

• Designed  for  prophylactic  and  therapeutic  use 
with  diuretics  and  adrenocorticoids. 

• Pleasant  taste  and  convenient  dosage  aid 
patient  compliance. 

The  organic  salt  of  potassium  can  be  given  as  a 
liquid  without  producing  significant  gastric 
symptoms  and  without  an  untoward  effect  on 
the  mucosa  of  the  small  intestine.1 

1 Beeson-McDermott,  Textbook  of  Medicine,  15th  Ed.  1979,  WB  Saunders  Co., 
Philadelphia,  page  1959 


Each  15  ml  supplies  15  mEq  of  potassium  ions  and  4 mEq  of  chloride  ions  as  a 
combination  of  potassium  gluconate,  potassium  citrate,  and  ammonium  chloride  in  a 
sorbitol  and  saccharin  solution. 

The  good  tasting  potassium  supplement  with 
chloride 

• In  hypokalemic  hypochloremic  alkalosis, 
chloride  ions  are  required.  Twin-K-CI  is  specially 
formulated  to  be  a good  tasting  chloride 
containing  potassium  supplement. 

• Contains  no  potassium  chloride.  Twin-K-CI  is  a 
carefully  balanced  combination  of  organic 
potassium  salts  plus  ammonium  chloride. 

• In  hypochloremic  patients,  potassium  should 
be  provided  as  the  chloride  salt,  or  chloride 
ion  must  be  made  available  in  some  other 
form,  such  as  ammonium  chloride  or  sodium 
chloride.1 

Sec  prescribing  information  on  last  page  of  this  advertisement 


DESCRIPTION 

F-E-P  Creme  is  a topical  water  soluble  anti-inflammatory  anesthetic 
preparation  intended  for  treatment  of  various  inflammatory  skin 
disorders  The  drug  contains  the  followms  active  ingredients 
lodochlorhydroxyqum  3 0% 

Pramoxine  Hydrochloride  0.5% 

Hydrocortisone  1 0% 

INDICATIONS  AND  USAGE 

Based  on  a review  of  this  drus  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows  ' Possibly"  effec- 
tive: Contact  or  atopic  dermatitis,  impetigimzed  eczema, 
nummular  eczema,  infantile  eczema,  endogenous  chronic 
infectious  dermatitis,  stasis  dermatitis,  pyoderma,  nuchal 
eczema  and  chronic  eczematoid  otitis  externa,  acne  urticata, 
localized  or  disseminated  neurodermatitis,  lichen  simplex 
chromcus,  anogenital  pruritus  (vulvae,  scroti,  am),  folliculitis, 
bacterial  dermatoses,  mycotic  dermatoses  such  as  tinea 
(capitis,  cruris  corporis,  pedis),  moniliasis,  intertrigo  Final 
classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Pramoxine  Hydrochloride  promptly  relieves  pain  and  itch  This 
compound  may  be  used  safely  on  the  skin  of  those  patients 
sensitive  to  the  "caine"  type  local  anesthetics 

CONTRAINDICATIONS 

Hypersensitivity  to  F-E-P  Creme,  or  any  of  its  ingredients  or 
related  compounds,  lesions  of  the  eye,  tuberculosis  of  the  skin, 
most  viral  skin  lesions  (including  herpes  simplex,  vaccinia  and 
varicella) 

WARNINGS 

This  product  is  not  for  ophthalmic  use. 

In  the  presence  of  systemic  infections,  appropriate  antibiotics 
should  be  used 

USE  IN  PREGNANCY 

Topical  steroids  have  not  been  reported  to  have  an  adverse 
effect  on  pregnancy  However,  fetal  abnormalities  have  been 
produced  in  pregnant  laboratory  animals  that  have  been  exposed 
to  large  doses  of  topical  corticosteroids  Drugs  of  this  class 
should  not  be  used  extensively  during  pregnancy 
PRECAUTIONS 

F-E-P  Creme  may  be  irritating  to  the  skin  in  some  patients  If 
irritation  occurs  discontinue  therapy  Staining  of  clothes  or  hair  may 
also  occur  with  use  of  this  preparation  Although  systemic  toxicity 
has  not  been  reported  with  this  drug,  adrenal  pituitary  suppression 
is  possible,  especially  when  the  drug  is  used  extensively  or  kept 
under  an  occlusive  dressing  for  a prolonged  period 
lodochlorhydroxyqum  can  be  absorbed  through  the  skin  and 
interfere  with  thyroid  function  tests.  Therapy  with  this  preparation 
should  stop  at  least  a month  before  performance  of  these  tests. 
The  ferric  chloride  test  for  phenylketonuria  (PKU)  can  be  positive 
if  F-E-P  Creme  is  on  the  diaper  or  in  the  urine 
Prolonged  use  of  this  drug  may  result  in  an  overgrowth  of  non- 
susceptible  organisms  requiring  appropriate  therapy 
ADVERSE  REACTIONS 

Skin  rash  or  hypersensitivity  may  occur  following  topical  applica- 
tion. 

The  following  local  adverse  reactions  have  been  reported  with 
topical  corticosteroids,  especially  under  occlusive  dressings: 
burning,  itching,  irritation,  dryness,  folliculitis,  hypertrichosis,  acnei- 
form  eruptions,  hypopigmentation,  perioral  dermatitis,  allergic 
contact  dermatitis,  maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  miliaria.  Discontinue  therapy  if  untoward 
reactions  occur 

DOSAGE  AND  ADMINISTRATION 

Apply  a thin  layer  of  the  drug  to  affected  parts  3-4  times  daily 

Note: 

1 F-E-P  Creme  is  distributed  with  3 0%  lodochlorhydroxyqum 
for  use  when  antibacterial/antifungal  activity  is  desired 

2 F-E-P  Creme  (Plain)  is  the  regular  formulation,  but  without 
lodochlorhydroxyqum 

Both  of  these  preparations  contain  pramoxine  hydrochloride, 
which  has  topical  anesthetic  properties  Pramoxine  is  not  chem- 
ically related  to  benzoic  acid  or  amide  type  topical  anesthetics. 
Patients  can  tolerate  pramoxine  although  they  may  be  sensitive  to 
other  "caine"  type  of  topical  or  local  anesthetics. 

HOW  SUPPLIED 

F-E-P  Creme  % ounce  (15  gm)  tubes  NDC  0524-0026-51 
F-E-P  Creme  Plain  jounce  (15  gm)  tubes  NDC  0524-0025-51 
Federal  law  prohibits  dispensing  without  a prescription 
July  1980 

SU-TON® 

DESCRIPTION 


Forty-five  milliliters  of  SU-TON  contain  the  following  ingredients. 


Pentylenetetrazol 

30  mg 

Niacin  

50  mg 

Vitamin  B-1 

10  mg 

Vitamin  B-2 

5 mg 

Vitamin  B-6 

1 mg 

Vitamin  B- 12 

3 meg 

Choline 

100  mg 

Inositol 

50  mg 

Manganese  (as  Manganese  Sulfate) 

1 mg 

Magnesium  (as  Magnesium  Sulfate) 

2 mg 

Zinc  (as  Zinc  Sulfate) 

1 mg 

Iron  (as  Ferric  Pyrophosphate,  Soluble) 

22  mg 

Alcohol 

18% 

INDICATIONS  AND  USAGE 

SU-TON  contains  pentylenetetrazol  which  may  be  helpful  in  the 
older  patient  as  an  analeptic  agent  when  mental  confusion  and 
memory  defects  are  present  SU-TON  also  contains  vitamins, 
trace  minerals,  and  iron,  for  those  patients  who  may  benefit  by 
preventing  the  development  of  a deficiency 
CONTRAINDICATIONS 

Epilepsy,  convulsive  disorders  or  known  history  of  sensitivity  to 
any  of  the  listed  active  ingredients 

WARNINGS 

The  safety  of  this  preparation  during  pregnancy  and  lactation  has 
not  been  established  Use  of  this  drug  requires  that  the  physician 
evaluate  the  potential  benefits  of  the  drug  against  any  possible 
hazard  to  the  mother  and  child 


PRECAUTIONS 

Although  there  are  no  absolute  contraindications  to  pentyl- 
enetetrazol, it  should  be  used  with  caution  in  epileptic  patients 
or  those  known  to  have  a low  convulsive  threshold  or  a focal 
brain  lesion  Caution  should  be  exercised  when  treating  patients 
with  high  doses  of  SU-TON  who  have  heart  disease  While 
pentylenetetrazol  does  not  act  directly  on  the  myocardium,  the 
results  from  central  vagal  stimulation  could  cause  bradycardia 
ADVERSE  REACTIONS 

Pentylenetetrazol  in  high  doses  may  produce  toxic  symptoms 
typical  of  central  nervous  system  stimulants,  which  act  on  the 
higher  motor  centers  and  the  spinal  cord  Convulsions  resulting 
from  this  drug  are  spontaneous  and  are  not  induced  by  external 
stimuli  They  usually  last  for  several  minutes  and  are  followed  by 
profound  depression  and  respiratory  paralysis  Death  has  been 
reported  from  the  ingestion  of  10  grams  of  pentylenetetrazol 
DRUG  ABUSE 

Drug  dependence  has  not  been  reported  with  SU-TON 

OVERDOSAGE 

Signs  and  symptoms  of  acute  overdose  may  be  due  principally 
from  overstimulation  of  the  central  nervous  system  and  from 
excessive  vasodilatation  with  resulting  autonomic  nervous  sys- 
tem imbalance  The  symptoms  may  include  the  following 
vomiting,  agitation,  tremors,  hyperreflexia,  sweating,  confusion, 
hallucinations,  headache,  hyperpyrexia,  tachycardia  Treatment 
consists  of  appropriate  supportive  measures  If  signs  and  symp- 
toms are  not  too  severe  and  the  patient  is  conscious,  gastric 
evacuation  may  be  accomplished  by  induction  of  emesis  or 
gastric  lavage 

Intensive  care  must  be  provided  to  maintain  adequate  circulation 
and  respiratory  exchange 

DOSAGE  AND  ADMINISTRATION 

One  tablespoonful  (15  ml)  3 times  a day  20-30  minutes  before 
meals  This  drug  is  not  for  use  in  children  under  12  years  of  age 

HOW  SUPPLIED 

Bottles  of  473  ml  (16  fl  oz)  NDC  0524-0015-16 

Federal  law  prohibits  dispensing  without  prescription 
February  1980 


DESCRIPTION 

Each  15  milliliter  (one  tablespoonful)  supplies  20  mEq  of 
potassium  ions  as  a combination  of  potassium  gluconate  and 
potassium  citrate  in  a sorbitol  and  saccharin  solution 

INDICATIONS  AND  USAGE 

For  use  as  oral  potassium  therapy  in  the  prevention  or  treatment 
of  hypokalemia  which  may  occur  secondary  to  diuretic  or 
corticosteroid  administration  It  may  be  used  in  the  treatment  of 
cardiac  arrhythmias  due  to  digitalis  intoxication 

CONTRAINDICATIONS 

Severe  renal  impairment  with  oliguria  or  azotemia,  untreated 
Addison’s  disease,  adynamia  episodica  hereditaria,  acute  dehy- 
dration, heat  cramps  and  hyperkalemia  from  any  cause  This 
product  should  not  be  used  in  patients  receiving  aldosterone 
antagonists  or  triamterene 
WARNINGS 

TWIN-K  (potassium  gluconate  and  potassium  citrate)  is  a palatable 
form  of  oral  potassium  rep'acement.  It  appears  that  little  if  any 
potassium  gluconate-citrate  penetrates  as  far  as  the  jejunum  or 
ileum  where  enteric  coated  potassium  chloride  lesions  have  been 
noted  Excessive,  undiluted  doses  of  TWIN-K  may  cause  a saline 
laxative  effect 

To  minimize  gastrointestinal  irritation,  it  is  recommended  that 
TWIN-K  be  taken  with  meals  or  diluted  with  water  or  fruit  juice 
A tablespoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic  More  than  a single  tablespoonful  should  not  be  taken 
without  prior  dilution 
PRECAUTIONS 

Potassium  is  a major  intracellular  cation  which  plays  a significant 
role  in  body  physiology  The  serum  level  of  potassium  is  normally 
3 8-5  0 mEq/liter.  While  the  serum  or  plasma  level  is  a poor 
indicator  of  total  body  stores,  a plasma  or  serum  level  below 
3.5  mEq/liter  is  considered  to  be  indicative  of  hypokalemia 
The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine  However,  hypokalemia  can  also  occur  with 
vomiting,  gastric  drainage  and  diarrhea. 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements  With  normal  kidney  function, 
it  is  difficult  to  produce  potassium  intoxication  by  oral 
administration  However,  potassium  supplements  must  be  admin- 
istered with  caution  since,  usually,  the  exact  amount  of  the 
deficiency  is  not  accurately  known  Checks  on  the  patient's 
clinical  status  and  periodic  EKG  and/or  serum  potassium  levels 
should  be  made  High  serum  potassium  levels  may  cause  death 
by  cardiac  depression,  arrhythmias  or  arrest 
In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions.  TWIN-K  is  not  recom- 
mended for  use  in  these  patients 
ADVERSE  REACTIONS 

Symptoms  of  potassium  intoxication  include  paresthesias  of  the 
extremities,  flaccid  paralysis,  listlessness,  mental  confusion,  weak- 
ness and  heaviness  of  the  legs,  fall  in  blood  pressure,  cardiac 
arrhythmias  and  heart  block  Hyperkalemia  may  exhibit  the  follow 
mg  electrocardiographic  abnormalities  disappearance  of  the 
P wave,  widening  and  slurring  of  the  QRS  complex,  changes  of  the 
ST  segment  and  tall  peaked  T waves 

TWIN-K  taken  on  an  empty  stomach  in  undiluted  doses  larger  than 
30  ml  can  produce  gastric  irritation  with  nausea,  vomiting,  diarrhea, 
and  abdominal  discomfort 

OVERDOSAGE 

The  administration  of  oral  potassium  supplements  to  persons 
with  normal  kidney  function  rarely  causes  serious  hyperkalemia 
However,  if  the  renal  excretory  function  is  impaired,  potentially 
fatal  hyperkalemia  can  result  It  is  important  to  note  that  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by 
an  increased  serum  potassium  concentration  with  or  without 
EKG  changes  Treatment  measures  include 

1 Elimination  of  potassium  containing  drugs  or  foods 

2 Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10-20  units  of  crystalline  insulin 
per  1000  milliliters 

3 Correction  of  acidosis 

4 Use  of  exchange  resins  or  peritoneal  dialysis 


In  treating  hyperkalemia,  it  should  be  noted  that  patients  stabilized 
on  digitalis  can  develop  digitalis  toxicity  when  the  serum  potas- 
sium concentration  is  changed  too  rapidly 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  is  one  tablespoonful  (15  ml)  in  6-8  fluid 
ounces  of  water  or  fruit  juice,  two  to  four  times  a day.  This  will 
supply  40  to  80  mEq  of  potassium  ions  The  usual  preventative 
dose  of  potassium  is  20  mEq  per  day  while  therapeutic  doses 
range  from  30  mEq  to  100  mEq  per  day  Because  of  the  potential 
for  gastrointestinal  irritation,  undiluted  large  single  doses  (30  ml  or 
more)  of  TWIN-K  are  to  be  avoided 

Deviations  from  this  schedule  may  be  indicated,  since  no  average 
total  daily  dose  can  be  defined,  but  must  be  governed  by  close 
observation  for  clinical  effects. 

HOW  SUPPLIED 

Bottles  of  1 pint  ( 16  fl  oz  ) NDC  0524-0021-16 

CAUTION 

Federal  law  prohibits  dispensing  without  prescription 
July  1980 

TWIN-K-CP 

DESCRIPTION 

Each  15  ml  (one  tablespoonful)  supplies  15  mEq  of  potassium 
ions  and  4 mEq  of  chloride  ions  as  a combination  of  potassium 
gluconate,  potassium  citrate,  and  ammonium  chloride,  in  a sorbital 
and  saccharin  solution 

INDICATIONS 

For  use  as  oral  potassium  therapy  in  the  prevention  or  treatment 
of  hypokalemia  which  may  occur  secondary  to  diuretic  or 
corticosteroid  administration  It  may  be  used  in  the  treatment  of 
cardiac  arrhythmias  due  to  digitalis  intoxication 
Potassium  and  chloride  are  usually  the  salts  of  choice  in  the  treat- 
ment of  hypokalemia  since  chloride  and  potassium  deficiencies 
are  likely  to  be  associated  with  each  other 
CONTRAINDICATIONS 

Severe  renal  impairment  with  oliguria  or  azotemia,  untreated 
Addison’s  disease,  adynamia  episodica  hereditaria,  acute  dehy- 
dration, heat  cramps  and  hyperkalemia  from  any  cause  This 
product  should  not  be  used  in  patients  receiving  aldosterone 
antagonists  or  triamterene 
WARNINGS 

TWIN-K-CI  is  a palatable  form  of  oral  potassium  replacement 
Excessive,  undiluted  doses  of  TWIN-K-CI  may  cause  a saline 
laxative  effect 

To  minimize  gastrointestinal  irritation,  it  is  recommended  that 
TWIN-K-CI  be  taken  with  meals  or  diluted  with  water  or  fruit  juice 
A tablespoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic  More  than  a single  tablespoonful  should  not  be  taken 
without  prior  dilution. 

PRECAUTIONS 

Potassium  is  a major  intracellular  cation  which  plays  a significant 
role  in  body  physiology  The  serum  level  of  potassium  is  normally 
3 8-5.0  mEq/liter  While  the  serum  or  plasma  level  is  a poor 
indicator  of  total  body  stores,  a plasma  or  serum  level  below 
3.5  mEq/liter  is  considered  to  be  indicative  of  hypokalemia 
The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine  However,  hypokalemia  can  also  occur  with 
vomiting,  gastric  drainage  and  diarrhea 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements  With  normal  kidney  function,  it  is 
difficult  to  produce  potassium  intoxication  by  oral  administration 
However,  potassium  supplements  must  be  administered  with 
caution  since,  usually,  the  exact  amount  of  the  deficiency  is  not 
accurately  known  Checks  on  the  patient  s clinical  status  and 
periodic  EKG  and/or  serum  potassium  levels  should  be  made 
High  serum  potassium  levels  may  cause  death  by  cardiac  depres- 
sion, arrhythmias  or  arrest 

In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions  TWIN-K-CI  is  recom- 
mended for  use  in  these  patients 

ADVERSE  REACTIONS 

Symptoms  of  potassium  intoxication  include  paresthesias  of  the 
extremities,  flaccid  paralysis,  listlessness,  mental  confusion,  weak- 
ness and  heaviness  of  the  legs,  fall  in  blood  pressure,  cardiac 
arrhythmias  and  heart  block  Hyperkalemia  may  exhibit  the  follow- 
ing electrocardiograph  abnormalities,  disappearance  of  the  P 
wave,  widening  and  slurring  of  the  QRS  complex,  changes  of  the 
ST  segment  and  tall  peaked  T waves 

TWIN-K-CI  taken  on  an  empty  stomach  in  undiluted  doses  larger 
than  30  ml  can  produce  gastric  irritation  with  nausea,  vomiting, 
diarrhea,  and  abdominal  discomfort 

OVERDOSAGE 

The  administration  of  oral  potassium  supplements  to  persons  with 
normal  kidney  function  rarely  causes  serious  hyperkalemia  How- 
ever, if  the  renal  excretory  function  is  impaired,  potentially  fatal 
hyperkalemia  can  result  It  is  important  to  note  that  hyperkalemia 
is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  with  or  without  EKG 
changes 

Treatment  measures  include 

1 Elimination  of  potassium  containing  drugs  or  foods 

2 Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10-20  units  of  crystalline  insulin 
per  1000  milliliters 

3 Correction  of  acidosis 

4 Use  of  exchange  resins  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  noted  that  patients  stabilized 
on  digitalis  can  develop  digitalis  toxicity  when  the  serum  potas- 
sium concentration  is  changed  too  rapidly 
DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  is  one  tablespoonful  (15  ml)  in  6-8 
fluid  ounces  of  water  or  fruit  juice,  two  to  four  times  a day 
This  will  supply  30  to  60  mEq  of  potassium  ions  and  8 to  16  mEq 
of  chloride  ions  The  usual  preventative  dose  of  potassium  is 
20  mEq  per  day  while  therapeutic  doses  range  from  30  mEq 
to  100  mEq  per  day  Because  of  the  potential  for  gastrointestinal 
irritation,  undiluted  large  single  doses  (30  ml  or  more)  of 
TWIN-K-CI  are  to  be  avoided 

Deviations  from  this  schedule  may  be  indicated,  since  no  average 
total  daily  dose  can  be  defined,  but  must  be  governed  by  close 
observation  for  clinical  effects 
HOW  SUPPLIED  Bottles  of  1 pint  (16  fl  oz) 

NDC  0524-0022-16 


MANUFACTURED  & DISTRIBUTED  BY 

Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 

Pioneers  in  Medicine  For  the  Family 


More 

physicians 

are  coming  to 
MMFES 


because  MMFES  does 
more  for  physicians. 


The  active  and  involved  physician  has  to 
rely  on  comprehensive  insurance  pro- 
grams tailored  to  fit  the  day-to-day  special 
needs  of  his  profession. 

One  of  these  special  needs  is  mal- 
practice insurance.  MMFES  is  a non-profit 
Mississippi  Corporation  sponsored  by  the 
Mississippi  State  Medical  Association  and 


directed  by  Mississippi  physicians. 
MMFES  offers  comprehensive  coverage  on 
three  types  of  malpractice  insurance 
policies  and  it'll  probably  cost  you  less 
than  other  plans. 

Mike  Houpt  is  aware  of  your  special 
need.  Give  him  a call  toll  free  at  1- 
800-682-6415  or  944-0072. 


“ The  people  to  see  for  Malpractice  Insurance 
MISSISSIPPI  MEDICAL  FRATERNAL  AND  EDUCATIONAL  SOCIETY' 

735  Riverside  Dr.  • Box  4625  • Jackson,  Ms.  39216  • 944-0072 


COM  KEY  SYSTEMS 


TALK,  PAGE,  PLAY  MUSIC,  CALL 
CONFERENCES,  GUARD  YOUR  PRIVACY 
AND  WORKOVERTIME. 

ALL  THIS,  PLUS  BELL  SERVICE  THAT 
DOESN'T  QUIT 


htttttttt - UiiJJjjJ))  ' 


Com  Key*  systems  are  a whole  new  family  of 
phones  that  can  adapt  to  your  business  needs. 
Designed  to  give  you  better,  faster  telecommuni- 
cations With  your  employees,  customers, 
and  suppliers 

If  your  business  requires  several  phone  lines, 
we  have  a Com  Key  system  that  can  handle  up  to 
21  incoming  lines  and  route  calls  to  as  many  as  52 
stations  But,  if  your  needs  aren't  that  large,  investi- 
gate others  in  our  Com  Key  family — a smaller 
system  may  ideally  answer  your  needs 

Standard  features  on  all  Com  Key  systems 
include: 

• Two  distinctive  tones  that  let  you  distinguish 
internal  from  external  calls.  If  you're  already  on  the 
phone,  a muted  verbal  message  or  tone  lets  you 
know  another  call  is  standing  by 

• Multi-line  conferencing  that  can  connect  your 
business  line  with  two  or  more  outside  lines 

• Line  buttons  that  pop  up  automatically  when 
you  hang  up  to  minimize  the  chance  of  someone 
inadvertently  picking  up  during  your  conversation 

• Your  choice  of  console  faceplates,  in  colors 
or  woodgrain,  to  complement  office  decor 


Optional  features  include 
• A ringing  feature  that  keeps  your 
phones  working  even  if  outside 
power  fails 

Paging  systems  that  can  broadcast 
messages  to  an  entire  office  area  or  to  specific 
departments  Or  carry  background  music.  (That 
same  music  can  be  piped  into  the  system's  ''hold'' 
function,  for  waiting  callers  ) 

• A night  transfer  option  (standard  on  the 
model  416)  to  connect  after-hours  incoming  calls 
to  any  phone  in  your  system. 

• A privacy  feature  that  keeps  your  conversa- 
tions confidential  when  needed 

• Pre-set  conferencing  that  will  ring  pre- 
selected combinations  of  phones  simultaneously 
(a  feature  that  could  make  lots  of  office 
memos  obsolete). 

Two  more  important  considerations  in  any 
business  phone  decision:  service  and  maintenance 
At  Bell,  we  take  total  responsibility 

So,  before  you  choose  a new  office  telephone 
system,  call  in  a South  Central  Bell  Account 
Executive  at  no  extra  cost  And  get  the  total  story 
on  Com  Key  systems 

(2)  South  Central  Bell 


•Trademark  of  AT&T 


Art  Exhibit  at  Jackson,  MS  - Physicians  and  their  spouses  are  invited 

Annual  Session  to  participate  in  an  art  exhibit  during  MSMA's  113th 

Annual  Session  in  Biloxi  later  this  month.  The  work 
can  be  in  any  medium,  recent  or  not,  and  does  not  have  to  be  for  sale.  First, 
second  and  third  place  awards  will  be  presented  by  Judi  Betts  of  Baton  Rouge, 
noted  artist  and  instructor.  For  information,  contact  Mrs.  J.  0.  Manning, 

2025  E.  Northside  Drive,  Jackson,  MS  39211. 


EMS  Symposium  Is  Jackson,  MS  --  A dozen  different  continuing  education 

Next  Month  workshops  are  offered  for  physicians,  nurses,  EMTs 

and  other  health  care  professionals  attending  the  1981 
EMS  Statewide  Symposium.  Among  the  topics  are:  care  of  the  patient  with  facial 
injuries,  medical  management  of  overdosed  patients,  neonatal  care  and  transport, 
environmental  injuries,  trauma  centers,  and  cardiac  drugs.  MSMA  is  affiliate 
sponsor  of  the  symposium,  scheduled  for  May  27-29  in  Biloxi. 


Shortage  of  Nurses  Jackson,  MS  - The  nationwide  shortage  of  nurses  which 

Affects  State  began  in  the  1970s  continues  to  affect  Mississippi, 

despite  vigorous  recruiting  efforts  on  the  part  of 
many  state  hospitals.  Some  247  nursing  staff  vacancies  exist  at  three  Jackson 
hospitals,  and  a fourth  hospital  reports  a 10%  shortage.  The  continuing  decline 
in  enrollments  reported  by  officials  at  state  nursing  schools  is  said  to  be 
typical  of  a nationwide  trend. 


Physician  Population  Chicago,  IL  - There  were  17,078  more  physicians  in  the 

Continues  Increase  U.S.  and  possessions  in  1979  than  in  the  previous  year, 

according  to  the  AMA  publication  "Physician  Distribution 
and  Medical  Licensure  in  the  U.S."  The  1979  figures  show  that  there  were  356,783 
physicians  in  direct  patient  care.  Seventy  percent  of  those  were  in  office-based 
practice.  There  were  96,605  foreign  medical  graduate  physicians  and  50,604 
women  physicians  in  the  total. 


Sunbelt  Reports  Chicago,  IL  - The  incidence  of  malignant  melanoma  in 

Melanoma  Increase  southern  Arizona  increased  340%  in  a ten-year  period, 

says  a report  in  Archives  of  Dermatology.  In  1969, 

20  malignant  melanomas  were  reported.  That  figure  climbed  to  120  in  1978.  The 
highest  incidence  was  in  the  age  brackets  of  50  to  59  and  60  to  69.  The  area 
has  more  sunlight,  more  clear  days  and  less  daytime  cloudiness  than  any  other 
area  in  North  America,  increasing  exposure  to  ultraviolet  light. 


When  painful  spasm 
is  the  presenting 
symptom . . . 


. . . in  the  functional  bowel/irritable  bowel 
syndrome + 

be  sure  to  specify 

Bentyl 

(dicyclomine 
hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injectable 

*- M'D'U/z&tAe  OA  UJt&Ssi 

because: 


Bentyl  passes  these  tests  for  product  integrity. 


The  Bentyl  molecule  is  a product  of  original  Merrell  research. 


At  Merrell,  Bentyl  must  go  through  140  checkpoints/tests  from  its  synthesis 
through  the  packaging  of  the  final  product. 


Bentyl  bioavailability  of  tablets,  capsules,  syrup  and  injectable. 

The  bioequivalence  of  the  oral  dosage  forms  permits  a choice  of  tablets, 
capsules,  or  syrup  that  satisfies  patient’s  dosage  preferences. 


Pharmacologic  effect  in  the  distal  colon  compared  to  placebo™ 
shows  how  Bentyl  affects  abnormal  motor  activity 
in  the  irritable  colon  patient. t 


tThis  drug  has  been  classified  “probably"  effective  for  this  indication. 


ft  In  the  experiments  that  showed  significant  pharmacologic  effect,  the  dose  of  Bentyl  used  was 
50  mg.  I.M.,  which  is  higher  than  that  permitted  in  the  labeling.  This  dose  was  deemed  justified 
since  the  recommended  daily  dose  of  injectable  Bentyl  is  20  mg.  (2  ml.)  every  4 to  6 hours.  Thus, 
in  8 hours,  a patient  could  receive  a total  of  60  mg.  I.M.  and  at  that  time,  as  a result  of  the 
sustained  plasma  levels  from  the  20  mg.  injections  at  0 and  4 hours,  might  show  an  even  higher 
plasma  level  that  occurs  after  a single  50  mg.  I.M.  dose.  Presumably,  the  same  pharmacologic 
effect  would  follow.  These  observations  do  not  constitute  evidence  of  efficacy. 


Bentyl® 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences — National  Research  Council  and/or  other  infor- 
mation, FDA  has  classified  the  following  indications  as 
“probably"  effective: 

For  the  treatment  of  functional  bowel/irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RELIEVED 
BY  VARYING  COMBINATIONS  OF  SEDATIVE,  REASSUR- 
ANCE, PHYSICIAN  INTEREST,  AMELIORATION  OF  EN- 
VIRONMENTAL FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example , bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal 
stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly  or  debili- 
tated patient;  unstable  cardiovascular  status  in  acute  hemorrhage; 
severe  ulcerative  colitis;  toxic  megacolon  complicating  ulcerative 
colitis;  myasthenia  gravis. 

WARNINGS:  In  the  presence  of  a high  environmental  temperature, 
heat  prostration  can  occur  with  drug  use  (fever  and  heat  stroke  due 
to  decreased  sweating).  Diarrhea  may  be  an  early  symptom  of 
incomplete  intestinal  obstruction,  especially  in  patients  with  ileos- 
tomy or  colostomy.  In  this  instance  treatment  with  this  drug  would 
be  inappropriate  and  possibly  harmful.  Bentyl  may  produce  drow- 
siness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazardous 
work  while  taking  this  drug.  There  are  rare  reports  of  infants,  6 
weeks  of  age  and  under,  administered  dicyclomine  hydrochloride 
syrup,  who  have  evidenced  respiratory  symptoms  (breathing  diffi- 
culty, shortness  of  breath,  breathlessness,  respiratory  collapse, 
apnea),  as  well  as  seizures,  syncope,  asphyxia,  pulse  rate  fluctua- 
tions, muscular  hypotonia,  and  coma.  The  above  symptoms  have 
occurred  within  minutes  of  ingestion  and  lasted  20  to  30  minutes. 
The  timing  and  nature  of  the  reactions  suggest  that  they  were  a 
consequence  of  local  irritation  and/or  aspiration  rather  than  a direct 
pharmacologic  effect.  No  known  deaths  or  permanent  adverse 
effects  have  been  reported.  Bentyl  syrup  should  be  used  with 
caution  in  this  age  group. 

PRECAUTIONS:  Although  studies  have  failed  to  demonstrate  ad- 
verse effects  of  dicyclomine  hydrochloride  in  glaucoma  or  in 
patients  with  prostatic  hypertrophy,  it  should  be  prescribed  with 
caution  in  patients  known  to  have  or  suspected  of  having  glaucoma 
or  prostatic  hypertrophy. 

Use  with  caution  in  patients  with: 

Autonomic  neuropathy.  Hepatic  or  renal  disease.  Ulcerative  coli- 
tis. Large  doses  may  suppress  intestinal  motility  to  the  point 
of  producing  a paralytic  ileus  and  the  use  of  this  drug  may 
precipitate  or  aggravate  the  serious  complication  of  toxic 
megacolon. 

Hyperthyroidism,  coronary  heart  disease,  congestive  heart  fail- 
ure, cardiac  arrhythmias,  and  hypertension. 

Hiatal  hernia  associated  with  reflux  esophagitis  since  anti- 
cholinergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics/  antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia,  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness; 
insomnia;  nausea;  vomiting;  impotence;  suppression  of  lactation; 
constipation;  bloated  feeling,  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of  light- 
headedness and  occasionally  local  irritation 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  adjusted  to  indi- 
vidual patient's  needs. 

Usual  Dosage 

Bentyl  10  mg.  capsule  and  syrup:  Adults:  1 or  2 capsules  or  tea- 
spoonfuls syrup  three  or  four  times  daily.  Children  1 capsule  or 
teaspoonful  syrup  three  or  four  times  daily.  Infants:  14  teaspoon- 
ful syrup  three  or  four  times  daily.  (Dilute  with  equal  volume 
of  water.) 

Bentyl  20  mg.:  Adults:  1 tablet  three  or  four  times  daily. 

Bentyl  Injection:  Adults  2 ml.  (20  mg.)  every  four  to  six  hours 
intramuscularly  only. 

NOT  FOR  INTRAVENOUS  USE 

MANAGEMENT  OF  OVERDOSE:  The  signs  and  symptoms  of  over- 
dose are  headache,  nausea,  vomiting,  blurred  vision,  dilated 
pupils,  hot,  dry  skin,  dizziness,  dryness  of  the  mouth,  difficulty  in 
swallowing,  CNS  stimulation  Treatment  should  consist  of  gastric 
lavage,  emetics,  and  activated  charcoal . Barbiturates  may  be  used 
either  orally  or  intramuscularly  for  sedation  but  they  should  not  be 
used  if  Bentyl  with  Phenobarbital  has  been  ingested.  If  indicated, 
parenteral  cholinergic  agents  such  as  Urecholine®  (bethanecol 
chloride  USP)  should  be  used. 

Product  Information  as  of  July,  1980 


Injectable  dosage  forms  manufactured  by 
CONNAUGHT  LABORATORIES,  INC. 
Swiftwater,  Pennsylvania  18370  or 
TAYLOR  PHARMACAL  COMPANY 
Decatur,  Illinois  62525  for 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215,  U S A 


Merrell 


0-6546  (Y115C)  MNQ442 


Ob-Gyn  Alumni 
Meet  at  UMC 


Members  of  the  University  of  Mississippi  Medical  Center 
ob-gyn  alumni  group  met  at  the  Medical  Center  Feb.  13 
and  14.  Speakers  included,  from  left,  Dr.  Ramon 
McGehee  (a  UMC  School  of  Medicine  1975  graduate), 
fellow  in  gynecology-oncology  at  M.D.  Anderson  Hospi- 
tal and  Tumor  Institute  in  Houston,  TX;  Dr.  David  H . 
Nichols,  professor  of  ob-gyn  and  chairman  of  the  depart- 
ment at  Brown  University  School  of  Medicine  in  Provi- 
dence, RI;  and  Dr.  Raymond  A.  Lee,  professor  of  obstet- 
rics and  gynecology  at  Mayo  Medical  School  and  consul- 
tant in  gynecological  surgery. 


PHYSICIANS 

One  of  America's  largest  health  care  cor- 
porations is  currently  seeking  a part-time 
Physician  for  our  Plasma  Donor  Center 
located  in  Jackson,  MS. 

Responsibilities  will  include  performing 
physicals  in  conjunction  with  donor 
screening  and  evaluation  in  support  when 
regular  staff  Physicians  are  on  vacation. 

Our  requirements  are  flexible  and  we  will 
consider  licensed,  but  non-practicing 
Physicians,  as  well  as  those  desiring  to 
work  on  a consulting  basis. 

We  offer  excellent  working  environment 
and  a highly  competitive  salary.  For  fur- 
ther information  please  send  curriculum 
vitae  or  call  LARRY  MELTON: 


Rlpha 


r THERAPEUTIC  CORPORATION  “ 

Formerly  a Division  of 
ABBOTT  LABORATORIES 
840-42  West  Capitol  St.  Jackson,  MS  39203 
. (601)  353-3801 

Equal  Opportunity  Employer  M/F 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 


Thomas 

Yates&Co. 

Insurance  with  Innovation 


The  basic  idea  of  Thomas  Yates  & Co.  hasn’t  changed.  It’s  just 
grown.  Good  ideas  usually  do. 

As  we  begin  our  fourth  decade  of  service  to  the  Mississippi  State 
Medical  Association,  Thomas  Yates  & Co.  has  continued  to  upgrade 
coverages  and  to  design  well  planned  group  insurance  programs 
responsive  to  some  very  special  needs  of  its 
members.  Our  aim  is  to  steadily  strengthen 
membership  benefit  programs  through  the 
introduction  of  new  and  improved  coverages;  to 
give  members  more  protection  for  their  money; 
to  make  insurance  more  adaptable  and  to  back 
up  the  plans  we  offer  with  imagination  and 
thorough  service  . . . That’s  the  Thomas  Yates 
idea  — the  simple  but  profound  idea  to  offer  its 
members  the  best  possible  group  insurance 
plan. 

Yes,  the  basic  idea  . . . Insurance  With 
Innovation  ...  it  hasn’t  changed  . . . it’s  just 
grown.  Thomas  Yates 


Thomas  Yates  & Co. 

GROUP  INSURANCE  ADMINISTRATORS 

735  Riverside  Drive  • RO.  Box  5048  • Jackson,  Mississippi  39216 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae),  Haemophilus  influenzae , andS 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS,  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor,  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions:  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulm  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false- 
positive reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict's  and  Fehlmg's 
solutions  and  also  with  Clinitest*  tablets  but  not  with 
Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP.  Lilly) 

Usage  in  Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  1 2 times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy— Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Cefaclor 

Pulvules- . 250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor7 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below: 
Gastrointestinal  symptoms  occur  in  about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia  arthritis,  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 m 100  patients) 

Causal  Relationship  Uncertain— Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic— Slight  elevations  in  SGOT,  SGPT,  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal — Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  [iososor] 

• Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either  S 
pneumoniae  or  H influenzae  8 
Note  Ceclor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
References 

1 Antimicrob  Agents  Chemother . 8 91  1975 

2 Antimicrob  Agents  Chemother  , it  470,  1977 

3 Antimicrob  Agents  Chemother . 13  584, 1978 

4 Antimicrob  Agents  Chemother  . 12  490.  1977 

5 Current  Chemotherapy  (edited  by  W Siegenthaler 
and  R Luthy) . 1 1 880  Washington,  DC  American 
Society  for  Microbiology,  1978 

6 Antimicrob  Agents  Chemother  73  861 . 1978 

7 Data  on  file.  Eli  Lilly  and  Company 

8 Principles  and  Practice  of  Infectious  Diseases 
(edited  by  G L Mandell.  R G Douglas.  Jr . and  J E 
Bennett),  p 487  New  York  John  Wiley  & Sons,  1979 


Additional  information  available  to 
the  profession  on  request  from 
Eh  Lilly  and  Company. 

Indianapolis  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina  Puerto  Rico  00630 


We’re  looking  for  doctors  who 
think  thev  don’t  need  a computer. 


Because  they  think  a computer  is 

too  expensive. 

The  Sequoia  Medical  System™  can 
pay  for  itself: 

• Increased  collections 

• Decreased  receivables 

• Improved  staff  efficiency 

Because  they  think  they  already 
have  firm  control  of  their  billing. 

The  Sequoia  Medical  System  auto- 
matically processes  billing 
paperwork: 

• Ment  statements 
•Third  party  claims 

• Collection  letters 

Because  they  think  they  have 
easy  access  to  vital  practice  data. 


• Daily  production  and  revenue 
analysis 

• On-line  access  to  4k>  million 
medical  journal  articles  in  the 
National  Library  of  Medicine 

• And  many  other  forms  of 
essential  data 

Because  they  think  a computer  is 
administratively  disruptive. 

The  Sequoia  Medical  System  is 

designed  to  blend  smoothly  into 

solo  and  small  group  practices: 

• Easy  to  use 

• Pre-programmed,  tum-key  system 


• Includes  training,  installation, 
local  service  and  support 

Because  they  haven't  seen  a 
Sequoia  Medical  System. 

Sequoia  can  provide  more  time  for 
health  care  in  your  practice.  While 
it’s  taking  care  of  business . . . you're 
taking  care  of  patients. 

Start  looking  into  the  benefits  of  a 
computer  today  by  calling 
Sequoia  Group.  Call  toll  free 
(800)  227-2360:  in  California 
(800)  772-2655 ...  or  write  for  our 
brochure. 


The  Sequoia  Medical  System 
provides  information  immediately: 

• Aged  receivable  reports 

• Procedure  and  diagnosis  analysis 


SEQUOIA  GROUP" 

INCORPORATED 

1100  Larkspur  Landing  Circle.  Larkspur,  CA  94939 

Atlanta.  Birmingham.  Boston.  Buffalo.  Charlotte.  Chicago.  Cleveland.  Columbus.  Dallas.  Denver.  Detroit. 

Hartford.  Houston.  Indianapolis.  Irvine.  Kansas  City.  D>s  .Angeles.  Memphis.  Miami.  Minneapolis.  Nashville. 

New  Orleans.  New  York  City-.  Norfolk  Oklahoma  City.  Philadelphia.  Phoenix.  Pittsburgh.  Portland.  Salt  Lake 
City.  San  Diego.  San  Francisco.  Seattle.  St  D>uis. Tampa.  Washington.  D C 


works  well  in  your  office . . . 

NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 
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There  are  a number  of  radiographic  “classical” 
findings  or  “virtually  pathognomonic”  findings  the 
student  of  radiology  learns.  He  also  goes  on  to  learn 
that  even  with  identification  of  such  findings  on  an 
imaging  study  (be  it  from  a radiographic,  ultrasonic 
or  other  imaging  modality),  the  shrewd  radiologist 
still  has  to  remember  the  zebras  along  with  the 
horses  when  he  hears  hoofbeats  in  the  night.  He  still 
has  to  remember  he  does  not  have  a tissue  specimen 
under  a microscope  when  he  views  a radiographic 
image.  In  other  words,  many  times  he  has  to  straddle 
the  fence  with  his  diagnosis.  This  is  oftentimes  much 
to  the  dismay  of  the  referring  physician.  They  some- 
times dislike  those  so-called  gamuts  of  differential 
possibilities  when  the  single  answer  seems  to  be 
staring  everybody  in  the  face.  Everybody  knows  the 
radiologists’  favorite  phrase:  “This  is  consistent 
with,  but  not  diagnostic  of  . . . ” Is  there  any  won- 
der that  rumor  has  it  that  the  radiologists’  national 
flower  is  “the  hedge”? 

The  following  interesting  case  report  is  presented 
as  an  unusual  radiographic  presentation  of  hepatoma 
which  presented  as  a “classical”  radiographic  dem- 
onstration of  a primary  lesion  of  the  colon  with 
metastases  to  the  liver. 


Sponsored  by  the  Mississippi  Radiological  Society. 

* From  the  Mississippi  Baptist  Medical  Center,  Jackson,  MS. 
t From  Holmes  County  Hospital,  Lexington,  MS. 


Case  Report 

A retired  69-year-old  man  with  abdominal  pain, 
nausea,  occasional  vomiting,  and  ten-pound  weight 
loss  presented  for  evaluation.  Physical  examination 
revealed  a chronically  ill,  emaciated  male  with  a 
markedly  enlarged,  tender  and  nodular  liver. 
Laboratory  results  revealed  CEA  2.6,  normal  alpha 
fetoprotein  of  12,  hemoglobin  of  7,  hematocrit  of 
20,  WBC  9,200,  NCV  of  77,  SGOT  100,  LDH  250, 
alkaline  phospatase  400,  and  total  bilirubin  of  2. 
Chest  x-ray  was  normal  except  for  some  suspected 
mild  emphysematous  changes. 

A real  time  ultrasound  examination  of  the  upper 
abdomen  was  done  by  the  radiologist  and  a moderate 
amount  of  ascites  was  noted  (see  Figure  1).  There 
was  also  noted  an  enlarged  liver  with  multiple  focal 
solid  nodular  areas  of  varying  acoustical  characteris- 
tics. The  margin  of  the  inferior  aspect  of  the  right 
lobe  of  the  liver  was  not  distinguishable.  There  was 
noted  an  approximately  five-centimeters  in  diam- 
eter, somewhat  irregularly  spherical,  highly 
echogenic  solid  mass  at  the  level  of  the  inferior  right 
lobe  of  the  liver;  there  were  some  anechoic  barely 
resolvable  spaces  centrally.  It  could  not  be  deter- 
mined if  this  lesion  represented  a primary  lesion  of 
the  liver  or  a metastatic  lesion,  or  if  there  was  inva- 
sion of  contiguous  structures  (colon ?)  or  if  this  rep- 
resented an  extra-hepatic  lesion  (colon?)  with  exten- 
sion to  adjacent  liver. 
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The  routine  barium  enema  (see  Figure  2)  revealed 
a stenosed,  approximately  four-centimeter  segment 
of  colon  in  the  hepatic  flexure  with  overhanging 
edges  and  a “classical  apple-core”  or  annular  type 
of  configuration.  There  was  noted  caudal  displace- 
ment of  the  hepatic  flexure  and  transverse  colon  by 
what  was  felt  to  represent  previously  palpated  and 
ultrasonically  visualized  grossly  enlarged  liver  (see 
Figure  3).  An  isotope  liver  scan  revealed  enlarge- 
ment of  the  liver  with  marked  involvement  of  the  left 
lobe  which  was  interpreted  as  compatible  with  ex- 
tensive metastatic  involvement  (secondary  to  a pri- 
mary in  the  colon). 


Figure  1 . Real  time  ultrasound  transverse  section 
through  most  inferior  part  of  right  hepatic  lobe.  Black 
crescent  shaped  space  above  “B”  is  ascites  lateral  to 
right  lobe  of  liver.  “A"  is  a 4-5  cm  solid  mass  involving 
the  inferior  right  lobe. 


The  patient  underwent  exploratory  surgery  to  re- 
lieve symptoms  of  partial  obstruction  secondary  to 
the  colonic  lesion.  There  were  approximately  1200 
cc  of  ascitic  fluid  in  the  abdomen.  The  liver  was 
found  to  be  markedly  enlarged  and  at  least  half  of  the 
liver  parenchyma  was  replaced  by  what  appeared  to 
be  metastatic  disease.  Wedge  biopsy  was  done  and 
the  frozen  section  returned  a diagnosis  of  hepa- 
tocellular carcinoma,  moderately  differentiated, 
arising  in  multilobular  cirrhosis.  The  segment  of 
stenotic  colon  was  adherent  to  the  under  surface  of 
the  liver  secondary  to  what  appeared  to  be  serosal 
metastasis.  Due  to  brisk  oozing  during  an  attempt  to 
separate  liver  from  colon,  it  was  elected  to  do  an 
ileotransverse  colostomy.  Due  to  widespread  liver 
involvement,  it  was  elected  not  to  inject  chemother- 
apeutic agents  directly  into  the  liver  intravenously. 

Discussion 

The  purpose  of  the  discussion  will  be  directed  at  a 
review  of  two  areas:  ( 1 ) Comparison  of  radiographic 
findings  in  primary  colonic  neoplasms  and  in 
metastatic  colonic  neoplasm  and  (2)  a review  of  the 
clinical  presentation  of  hepatoma  and  an  approach  to 
its  diagnosis. 

Tumors  of  the  colon.  A colonic  metastasis  may 
simulate  a sharply  demarcated  flat  or  annular  neo- 
plasm, or  it  may  appear  as  a longer,  concentric, 
stenotic  lesion  with  tapered  edges.  Metastatic  le- 
sions may  also  cause  shallow,  extrinsic  pressure 
defects  against  the  bowel  wall,  or  the  overlapping 
edge  of  uninvolved  bowel  may  mimic  an  intramural, 
extramucosal  tumor.  Mucosa  is  rarely  effaced  but 
may  show  transverse  ridging.  Nodular  filling  defect, 
mucosa]  ulceration,  or  obstruction  may  occur  in  the 
late  stages.1 

Metastatic  lesions  to  large  bowel  are  often  multi- 
ple, which  helps  in  differentiating  this  from  primary 
carcinoma.  However,  even  this  might  often  be  con- 
fused with  segmental  inflammatory  bowel  disease. 
Eccentric  strictures,  mucosal  nodularity,  marginal 
ulceration,  speculation  and  rigidity  may  all  be  pres- 
ent, and  these  different  forms  and  sites  may  well 
mimic  inflammatory  bowel  disease.  Metastic  en- 
casement of  colon  may  occur,  especially  with  con- 
tiguous spread  of  carcinoma  from  the  stomach  or 
ovary. 1 

On  the  other  hand  the  terms  annular  carcinoma  or 
napkin  ring  carcinoma  or  applecore  carcinoma  are 
usually  reserved  for  some  primary  carcinomas  of  the 
colon.  The  predominant  characteristics  of  an  annular 
carcinoma  are  extensive  infiltration  and  rigidity  of 
the  bowel  wall,  rather  than  formation  of  an  intralu- 
minal polypoid  filling  defect,  another  form  which 
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Figure  2.  Segment  of  narrowed  colon  between  the 
areas  was  several  centimeters  in  length  and  had  a typical 
‘ 'apple-core  ’ ’ appearance . 


primary  carcinoma  of  the  colon  often  takes.  The 
bowel  lumen  may  be  narrowed  by  an  annular  carci- 
noma and  the  abrupt  change  from  normal  bowel  to 
tumor  results  in  a so-called  “tumor  shelf’  at  the 
proximal  and  distal  ends  of  the  mass.  The  annular 
primary  colonic  tumor  may  evolve  from  a polypoid 
tumor  but  most  commonly  from  a flat  or  saddle  type 
of  lesion.  In  contrast  with  diverticulitis  the  annular 
carcinoma  extends  over  a relatively  short  segment  of 
bowel  and  the  mucosa  through  the  narrowed  central 
core  is  ulcerated.2 

Location  of  an  annular  primary  lesion  of  the  colon 
can  be  anywhere,  although  left  colonic  lesions  tend 
to  be  either  annular  or  flat  and  ulcerated  and  tend  to 
cause  symptoms  earlier  due  to  bleeding  and  obstruc- 
tion. Those  colon  carcinomas  in  the  right  colon  tend 
to  grow  larger  in  the  more  distensible  right  colon, 
where  bowel  contents  are  semiliquid;  obstructive 
symptoms  are  less  and  blood  loss  is  usually  occult.1 
Either  annular  or  polypoid  tumors  in  the  colon  may 
cause  total  obstruction  or  more  commonly,  there 
will  be  apparent  retrograde  obstruction  to  the  flow  of 
barium.1  But  one  has  to  remember  inflammatory 
lesions  also  when  an  obstructing  lesion  of  the  colon 
is  found.3 

Hepatoma.  The  cause  of  primary  hepatocellular 
carcinoma  is  unknown,  but  cirrhosis  is  found  in 


Figure  3.  White  line  spans  the  distance  between  the 
right  hemidiaphragm  and  the  hepatic  flexure.  This  space 
is  abnormally  increased.  Dark  arrows  point  to  the  ste- 
notic lesion  in  the  hepatic  flexure  region. 


two-thirds  of  patients  with  hepatoma  and  it  is  either 
Laennec’s  cirrhosis  or  post  necrotic  cirrhosis.  It  is 
found  in  20%  of  patients  with  post  necrotic  cirrhosis. 
Patients  may  be  deteriorating  for  no  particular 
reason,  as  in  this  case.  Cachexia,  weakness,  weight 
loss  and  epigastric  or  right  upper  quadrant  pain  are 
common.  They  are  rarely  jaundiced  and  gastrointes- 
tinal bleeding  is  common.  Alpha-fetoprotein  is  fre- 
quently positive  but  absent  in  other  malignancies  of 
the  liver.  Thirty  percent  are  hypoglycemic;  alkaline 
phosphatase  and  transaminase  are  almost  alw-ays 
abnormal.  In  metastatic  disease  to  the  liver  these 
values  are  usually  elevated  without  elevation  of 
other  liver  function  studies,  and  indeed,  all  functions 
may  be  normal.  An  increased  indirect  bilirubin  is 
extremely  common  with  metastatic  disease  to  the 
liver.4 

Diagnostic  imaging  of  the  liver  with  hepatoma 
will  be  quite  non-specific  if  ultrasound  is  done,  since 
the  hepatocellular  carcinoma  has  a spectrum  of  mor- 
phologic appearances,  from  focal  mass  to  diffuse 
infiltrative  spread,  and  gray  scale  findings  reflect 
this  variability.5  A reasonable  investigative  work-up 
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where  hepatoma  is  suspected  should  include  alpha- 
fetoprotein  assay,  technetium  99m  sulphur  colloid 
scans  (hepatoma  will  be  “cold”),  and  gallium  ci- 
trate tumor  imaging  (90%  of  cases  avidly  seek  this 
isotope).  Angiography  might  be  done  then  for  con- 
firmation and  possible  guide  for  resection. h 
Although  not  necessary  in  the  work-up,  it  is  of  in- 
terest to  note  that  CT  has  a 79%  accuracy  of  identify- 
ing these  tumors;  this  is  due  to  the  large  size  of  some 
of  the  tumors  and  the  isodense  appearance  of  some 
of  the  tumors,  even  following  contrast.7 

Summary 

Although  this  patient’s  prognosis  and  manage- 
ment would  not  have  been  significantly  altered  by 
the  difference  in  preoperative  and  postoperative  di- 
agnosis, the  case  serves  as  a reminder  of  the  fact  that 
radiography  is  not  always  specific.  The  case  gives 
one  the  opportunity  to  review  radiographic  features 
of  primary  and  metastic  neoplasm  of  the  colon  and  to 


recognize  they  may  not  be  as  “pathognomonic”  as 
they  appear  to  be  on  the  surface.  The  clinical  pre- 
sentation and  laboratory  findings  of  hepatoma  are 
reviewed.  Finally,  an  investigative  scheme  is 
offered  for  use  in  those  patients  in  whom  a primary 
hepatocellular  neoplasm  is  suspected.  ★★★ 

1600  North  State  Street  (39201) 
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sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association's 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA.”  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors. 
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The  President  Speaking 


Let's  Get  Back  to  Grass  Roots 


PAUL  H.  MOORE,  M.D. 
Pascagoula,  Mississippi 


To  us  country  boys,  the  term  ‘ ‘grass  roots"  may  have  a different 
connotation  than  to  most  people,  especially  if  we  happen  to  be  row 
farmers.  We  are  hearing  this  term  thrown  about  more  and  more 
these  days.  People  are  saying,  "let’s  get  back  to  the  grass  roots 
. . . ground  floor  . . . or  to  the  basics."  What  we  are  really  saying 
is,  "let’s  make  everything  simple  . . . reduce  the  paperwork  . . . 
handle  it  on  the  local  level  . . . keep  it  out  of  the  hands  of  the  big 
city  slickers,  especially  the  Washington  bureaucrats."  Sometimes 
it  seems  that  this  is  only  talk  — that  we  really  don’t  mean  what  we 
are  saying.  I think  that  we  should. 

President  Reagan  still  tells  us  that  he  wants  to  decentralize  the 
federal  government,  as  his  campaign  platform  stated.  He  wants  to 
send  each  state  a sack  of  money  and  let  it  be  their  responsibility 
how  and  on  whom  it  is  to  be  spent.  This  sounds  good,  and  it  is  what 
a majority  of  the  American  people  have  stated  that  they  want. 
Almost  immediately  we  are  now  hearing  the  state  and  local  offi- 
cials crying  out  that  it  won’t  work.  They  complain,  "We  do  not 
want  the  responsibility  . . . the  Feds  won’t  send  us  enough  . . .we 
won’t  get  our  fair  share  and  besides,  who  said  that  this  was  the 
states’  responsibility  . . . these  are  federal  problems  ...  let  the 
federal  government  take  care  of  it." 

It  seems  that  when  it  gets  down  to  the  basics,  we  are  admitting 
that  we  do  not  want  to  bite  the  bullet.  We  are  admitting  that  we 
trust  the  federal  government  more  than  we  do  our  local  and  state 
government.  We  are  afraid  we  won’t  get  our  fair  shake,  that  too 
much  will  go  to  certain  local  interest  groups,  while  others  will 
suffer.  We  are  really  afraid  of  the  grass  roots.  We  are  not  so  sure 
that  only  a select  few  will  not  get  all  the  roots. 

We  hear  about  a candidate  or  a project  being  successful  because 
of  support  at  the  grass  roots  level.  This  sounds  good,  but  I doubt 
seriously  if  this  happens  to  a large  degree.  It  appears  that  sooner  or 
later  the  "big  guns"  move  in.  It  appears  to  me  that  the  weakest 
levels  of  government  are  the  local  or  state  components,  but  this 
should  not  be  the  case.  However,  if  local  leaders  are  not  good 
ones,  we  are  probably  better  off  with  someone  from  above  dictat- 
ing to  us.  It  is,  however,  everyone's  responsibility  to  see  that  we 
do  have  good  local  and  state  officials. 

As  I have  traveled  over  the  state  and  have  also  had  the  pleasure 
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Congratulations,  MSMA  and  MMFES! 

The  members  of  the  executive  staff  of  the  Missis- 
sippi State  Medical  Association  and  the  Mississippi 
Medical  Fraternal  and  Educational  Society  are  to  be 
congratulated  on  their  recent  malpractice  seminar 
held  in  Jackson.  Those  in  attendance  were  held  at 
rapt  attention  by  an  outstanding  group  of  speakers 
composed  of  doctors,  lawyers,  and  judges.  Both 
plaintiff  and  defense  lawyers  were  present  to  present 
opposing  views  of  the  doctor  on  trial.  One  physician 
who  was  sued  presented  the  entire  trial  replete  with 
videotape  recordings  of  depositions.  He  won  his 
suit. 

The  keystone  to  not  being  sued  is  prevention. 
Good  rapport  between  physician  and  patient  is  of 
utmost  importance  in  avoiding  a lawsuit.  Should  a 
bad  result  occur,  adequate  legible  office  and  hospital 
records  are  a must.  For  legal  purposes  anything  not 
in  writing  is  hearsay. 

In  this  time  of  increasing  suits  against  doctors, 
one  must  be  constantly  alert  for  the  possibility  of 
being  sued.  Seminars  such  as  the  one  held  recently 
do  much  to  educate  the  physician,  not  only  in  the 
avoidance  of  suits  but  also  in  how  to  aid  his  lawyer  in 
his  defense. 

George  H.  Martin,  M.D. 

Associate  Editor 


Medico-Legal  Brief 

Jury  Exonerates  Medical  Groups 
In  Chiropractic  Antitrust  Case 

A federal  court  jury  in  Illinois  has  entered  a unani- 
mous verdict  in  favor  of  several  medical  organiza- 
tions and  individuals  accused  by  chiropractors  of 
conspiring  to  restrain  their  trade. 

The  plaintiffs,  five  individual  chiropractors,  filed 
the  case  in  October  1976,  against  the  American 
Medical  Association,  the  American  Osteopathic 
Association,  the  Americal  Hospital  Association,  the 


Joint  Commission  on  Accreditation  of  Hospitals, 
five  medical  specialty  societies,  state  and  local 
medical  societies  and  several  individual  defendants. 

The  five  chiropractors  claimed  that  these  defend- 
ants had  conspired  to  monopolize  health  care  ser- 
vices and  to  unreasonably  restrain  duly  licensed 
chiropractors  from  competing  with  physicians  in 
providing  health  care  services.  They  also  charged 
the  defendants  with  conspiring  to  isolate  and  elimi- 
nate chiropractic  as  an  “unscientific  cult”  and  the 
practice  of  chiropractic  as  a hazard  to  the  health  of 
the  public.  They  claimed  loss  of  income  due  to 
denial  of  access  to  hospitals  and  referrals  from 
physicians. 

In  its  defense,  the  defendants  assessed  that  they 
had  acted  in  the  public  interest  in  protecting  the 
public  from  unsafe  or  ineffective  health  care. 

The  jury,  after  an  eight-week  trial,  found  that 
none  of  the  defendants  had  conspired  to  restrain  the 
trade  of  chiropractors  within  the  meaning  of  the 
Sherman  Antitrust  Act.  The  jury  also  found  that  the 
defendants  had  not  conspired  to  monopolize  nor 
attempted  to  monopolize  any  of  the  “markets”  for 
health  services  which  the  plaintiffs  alleged  to  exist. 

The  jury  voted  unanimously  for  acquittal.  — Wilk 
v.  American  Medical  Association.  Docket  No.  CA- 
76-3777  (D.C.,  111.,  Jan.  30,  1981) 


113th  Annual  Session 
Biloxi  Hilton,  April  26-30 

• 14  Scientific  Sections 

• Seminar  (Diagnostic  Approaches  to  Some 
Common  GI  Problems) 

• Specialty  Society  Meetings 

• House  of  Delegates 

• Tennis,  Golf,  Deep  Sea  Fishing 

• Art  Exhibit 

• Annual  Fellowship  Party 
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PRESIDENT'S  PAGE/Continued 

and  privilege  of  attending  meetings  and  seminars 
involving  organized  medicine  at  the  national  level.  1 
have  come  to  the  conclusion  that  the  weakest  link  in 
organized  medicine  is  the  local  component  society. 
The  reason  for  this  is  we  don’t  have  people  input  and 
participation.  One  would  hope  that  we  are  spending 
all  our  time  and  efforts  locally  taking  care  of  the 
sick,  but  I am  afraid  that  this  is  not  the  case.  What  is 
happening  is  we  are  allowing  our  hired  hands  to 
make  most  of  the  decisions  about  the  future  of  Amer- 
ican medicine.  In  general.  I believe  they  have  done  a 
credible  job.  but  this  is  not  the  way  it  should  be.  In 
my  opinion,  most  physicians  appear  not  to  give  a 
tinker’s  damn  about  the  happenings  of  medicine 
until  some  law  is  enacted  or  guideline  passed  which 
goes  against  their  grain.  Then  immediately  they  turn 
to  the  three  or  four  who  are  trying  to  keep  the  home 
fire  burning  and  want  to  know  why  they  are  not 


RECOLLECTIONS 


Twenty  years  ago  the  April  Journal  MSMA  pub- 
lished the  program  for  the  93rd  Annual  Session  of 
the  association,  to  be  held  at  the  Buena  Vista  Hotel 
in  Biloxi.  Association  president  Dr.  G.  Swink  Hicks 
of  Natchez  was  scheduled  to  address  the  House  of 
Delegates,  along  with  the  president-elect  of  the 
AMA,  Dr.  Leonard  W.  Larson  of  Bismarck,  ND. 
The  inauguration  of  Dr.  Lawrence  W.  Long  of  Jack- 
son  as  MSMA  president  was  included  in  the  agenda 
for  the  closing  session  of  the  House  of  Delegates. 

General  chairman  of  the  annual  session.  Dr.  C.  D. 
Taylor.  Jr.,  of  Pass  Christian,  and  Council  on  Scien- 
tific Assembly  chairman  Dr.  William  E.  Lotterhos 
of  Jackson,  had  assembled  the  program.  Among 
speakers  scheduled  to  make  presentations  before  the 
seven  scientific  sections  were:  Dr.  Raymond  F. 
Grenfell  of  Jackson.  “A  Double  Blind  Study  of  the 
Treatment  of  Hypertension";  Dr.  Thomas  E.  Weiss 
of  New  Orleans,  "Rheumatoid  Arthritis  — Typical 
and  Atypical”;  Dr.  C.  G.  Sutherland  of  Jackson. 
"Ruptured  Uterus";  Dr.  Blair  E.  Batson  of  Jackson. 
"Immunizations,  Past.  Present  and  Future";  Dr. 


representing  them  better. 

If  we  as  physicians  could  come  to  understand  that 
with  only  a minimum  of  time  and  participation  the 
local  medical  component  could  be  strong  and  in- 
fluential. then  organized  medicine  throughout  the 
country  would  have  much  grass  roots  flavor.  But 
without  local  input,  how  can  we  expect  laws  to  be 
enacted  or  guidelines  published  which  have  local 
flavor?  If  we  really  did  our  homework  and  tried  to 
solve  our  problems  before  they  happened,  there 
would  be  no  group  or  organization  that  could  dictate 
to  organized  medicine.  After  all.  we  deliver  the  best 
health  service  in  the  world  by  the  most  respected 
group  of  professionals. 

Make  those  reservations  today,  if  you  have  not 
already,  for  the  MSMA  Annual  Session  on  the 
beautiful  Gulf  Coast.  Come  tell  your  colleagues  and 
House  of  Delegates  those  thoughts  and  ideas  you 
have,  lest  you  forget  them  before  anyone  else 
knows. 


J.  T.  Davis  of  Corinth.  "Closure  of  Wounds  of  the 
Hand”;  and  Dr.  Richard  T.  Farrior  of  Tampa.  FL. 
"Management  of  Facial  Injuries." 

News  stories  in  that  issue  reported  that  40  percent 
of  the  nation's  population  was  not  yet  inoculated 
against  polio,  prompting  the  American  Medical 
Association  to  take  action  to  stimulate  a nationwide 
immunization  campaign.  Another  article  observed 
that  medical  charlatans  were  receiving  some  $610 
million  each  year,  largely  from  the  sale  of  quack 
health  machines,  a business  that  was  flourishing 
because  of  the  public's  gullibility  and  because  of 
legal  loopholes. 

In  that  issue,  it  was  reported  that  the  cost  of  living 
has  risen  1 .5%  in  1960,  and  that  taxes  were  taking 
one  dollar  out  of  every  four  dollars  earned  by  the 
majority  of  American  families.  The  Tax  Foundation 
revealed  that  in  1 960  more  than  four  out  of  five  U . S . 
families  had  annual  incomes  between  $2,000  and 
$15,000  and  were  paying  about  70%  of  the  nation's 
total  tax  bill. 

Scientific  articles  published  in  that  same  issue  of 
the  journal  included  "Acute  Pancreatitis:  Diagnosis 
and  Treatment,"  by  Dr.  Frank  A.  Wood  of  Jackson 
and  "Case  Report  V of  Maternal  Mortality  Study: 
Amniotic  Fluid  Embolism,"  by  Dr.  Michael  New- 
ton of  Jackson. 
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1 13th  Annual  Session 


Mississippi  State  Medical  Association 

April  26-30,  1981 

Biloxi 

The  sunny  Gulf  Coast  beckons  Mississippi  physi- 
cians and  their  families  as  the  1 13th  Annual  Session 
of  the  association  gets  underway  April  26  at  the 
Biloxi  Hilton  Hotel.  Fourteen  scientific  sections, 
sixteen  specialty  societies  and  related  groups,  four 
medical  alumni  social  occasions,  scientific  exhibits, 
the  House  of  Delegates,  and  a host  of  fellowship 
events  are  slated  for  the  five-day  meet. 

Principal  speakers  at  the  opening  session  of  the 
House  of  Delegates  will  be  Dr.  Robert  B.  Hunter  of 
Sedro  Woolley,  WA,  president  of  the  American 
Medical  Association  and  Dr.  Paul  H.  Moore  of  Pas- 
cagoula, MSMA  president. 

Delegates  will  receive  their  complete  House  of 
Delegates  folders  prior  to  April  26,  according  to 
House  Speaker  Carl  G.  Evers  of  Jackson  and  Vice 
Speaker  Walter  H.  Rose  of  Indianola.  In  addition  to 
hearing  guest  speakers  and  taking  action  on  reports 
and  resolutions,  the  agenda  for  House  of  Delegates 
meetings  on  Monday  and  Thursday  call  for  the  pre- 
sentation of  awards,  election  of  officers,  and  the 
installation  of  Dr.  R.  Faser  Triplett  of  Jackson  as 
1981-82  president. 

Dr.  J.  Elmer  Nix  of  Jackson,  chairman  of  the 
Council  on  Scientific  Assembly,  said  that  the 
Assembly  will  open  on  Sunday  morning,  April  26. 
and  continue  through  Wednesday  afternoon,  April 
29.  The  Scientific  Assembly  has  been  approved  for 
16  hours  Category  I credit  toward  the  AM  A Physi- 
cian’s Recognition  Award  and  also  carries  pre- 
scribed hour  credits  recognized  by  the  American 
Academy  of  Family  Physicians. 

Among  the  many  medical-related  groups  which 
have  scheduled  meetings  in  conjunction  with  the 
annual  session  are  the  Mississippi  Foundation  for 
Medical  Care  (Monday  afternoon  at  1:00)  and  the 
Mississippi  Medical  Fraternal  and  Educational  Soci- 
ety (Sunday  afternoon  at  3:30).  Senator  Thad 
Cochran  will  address  the  Foundation’s  annual  mem- 
bership meeting,  and  Mrs.  Betty  Britton,  patient 
representative  at  Mississippi  Baptist  Medical  Cen- 
ter, will  speak  at  the  MMFES  meeting. 

The  MSMA  Auxiliary  will  conduct  its  58th 
Annual  Session  during  the  week.  Among  special 
activities  planned  are  a luncheon  and  fashion  show 
on  Tuesday,  and  a beauty  and  health  clinic  con- 


OFFICIAL CALL 

To  all  members  of  the  Mississippi 

State  Medical  Association: 

The  1 1 3th  Annual  Session  of  the  Mississippi 
State  Medical  Association  is  called  to  meet  at 
Biloxi,  Mississippi,  on  Sunday,  April  26, 
1981,  pursuant  to  Article  V of  the  Constitu- 
tion. The  House  of  Delegates  will  be  convened 
at  the  Biloxi  Hilton  at  9:00  a.m.  on  April  27. 

The  Scientific  Assembly,  consisting  of  the 
14  Scientific  Sections,  will  meet  during  April 
26-29,  1981. 

No  member  or  guest  will  be  permitted  to 
participate  in  any  aspect  of  the  annual  session 
until  regularly  registered. 

Paul  H.  Moore 
President 

J.  Elmer  Nix 
Secretary-Treasurer 


ducted  by  representatives  of  the  Greenhouse,  luxu- 
rious resort  in  Arlington,  TX,  on  Wednesday. 

The  MSMA’s  annual  fellowship  party,  featuring 
cocktails  and  hors  d’oeuvres,  is  scheduled  for 
Wednesday  evening.  Medical  alumni  from  Ole  Miss 
and  the  University  of  Tennessee  will  have  social 
functions  on  Monday  evening,  and  medical  alumni 
from  Tulane  and  LSU  will  host  receptions  on  Tues- 
day evening. 

Tennis  and  golf  tournaments,  a fishing  rodeo,  and 
an  art  exhibit  featuring  works  of  MSMA  and  Auxil- 
iary members  are  just  a few  of  the  many  other  activi- 
ties scheduled  during  the  five-day  convention. 

Room  reservations  at  the  Biloxi  Hilton  should  be 
made  directly  with  the  hotel. 
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STATE  OFFICERS  1980-1981 


Dr.  Moore 


President 

Paul  H.  Moore,  Pascagoula 
President-Elect 

R.  Faser  Triplett,  Jackson 
Vice  Presidents 

W.  B.  Howard,  Pontotoc 
Martin  H.  McMullan,  Jackson 
Victor  E.  Landry,  Lucedale 
Secretary-T  reasurer 
J.  Elmer  Nix,  Jackson 
Speaker  of  the  House  of  Delegates 
Carl  G.  Evers,  Jackson 
Vice  Speaker  of  the  House  of  Delegates 
Walter  H.  Rose,  Indianola 
Editor 

W.  Moncure  Dabney,  Crystal  Springs 
Associate  Editors 

Myron  W.  Lockey,  Jackson 
George  H.  Martin,  Vicksburg 
Delegates  to  AMA 

James  O.  Gilmore,  Oxford 
W.  Lamar  Weems,  Jackson 

BOARD  OF  TRUSTEES 

Sidney  O.  Graves,  Natchez,  Chairman 

Whitman  B.  Johnson,  Clarksdale,  Vice  Chairman 

W.  Boyce  White,  Laurel,  Secretary 

W.  Joseph  Burnett,  Oxford 

William  C.  Gates,  Columbus 

William  B.  Hunt,  Grenada 

Ellis  M.  Moffitt,  Jackson 

James  O.  Manning,  Jackson 

George  L.  Arrington,  Jr.,  Meridian 

Roy  D.  Duncan,  Pascagoula 


Dr.  Triplett 
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EXECUTIVE  OFFICE 


EXECUTIVE  BUSINESS 


Mr.  Charles  L.  Mathews,  Executive  Secretary 
Mr.  H.  Cody  Harrell,  Assistant  Executive  Secre- 
tary and  Controller 

Mr.  Bucky  Murphy,  Assistant  Executive  Secretary 
and  General  Counsel 

Mrs.  Patsy  Silver,  Managing  Editor,  Journal 
MSMA 

Mrs.  Barbara  Shelton,  Membership  Director 
Mrs.  Addie  Wright,  Secretary 


LIVING  PAST  PRESIDENTS 

S.  Lamar  Bailey,  Kosciusko  1955-56 

Howard  A.  Nelson,  Greenwood  1957-58 

Guy  T.  Vise,  Meridian  1958-59 

Stanley  A.  Hill,  Corinth  1959-60 

G.  Swink  Hicks,  Natchez  1960-61 

Lawrence  W.  Long,  Jackson  1961-62 

C.  P.  Crenshaw,  Collins  1962-63 

Omar  Simmons,  Newton  1964-65 

Everett  Crawford,  Tylertown  1965-66 

James  T.  Thompson,  Moss  Point  1966-67 

Temple  Ainsworth,  Jackson  1967-68 

Joseph  B.  Rogers,  Biloxi  1968-69 

James  L.  Royals,  Jackson  1969-70 

Paul  B.  Brumby,  Lexington  1970-71 

Charles  R.  Jenkins,  Laurel  1972-73 

Arthur  A.  Derrick,  Jr.,  Durant  1973-74 

J.  T.  Davis,  Corinth  1974-75 

Lyne  S.  Gamble,  Greenville  1976-77 

James  O.  Gilmore,  Oxford  1977-78 

Carl  G.  Evers,  Jackson  1978-79 

Gerald  P.  Gable,  Hattiesburg  1979-80 


REGISTRATION 

General  Registration  for  the  Scientific  Assembly 
and  House  of  Delegates  will  be  located  on  First 
Level  near  the  Grand  Ballroom.  No  person  may  be 
admitted  to  any  activity  of  the  annual  session 
without  first  registering.  There  will  be  a registra- 
tion fee  of  $75.00  for  nonmember  physicians 
except  interns  and  residents.  Hours  of  registra- 
tion will  be:  8:00  a. m. -3:00  p.m.,  Sunday;  8:00 
a. m. -4:30  p.m.,  Monday,  Tuesday  and  Wednes- 
day; and  8:00-9:00  a.m.,  Thursday. 


Dr.  Evers 
Speaker 


Dr.  Rose 
Vice-Speaker 


HOUSE  OF  DELEGATES 
April  27,  1981 
9:00  a.m. 

Crystal  and  Topaz  Rooms 


Dr.  Hunter 


The  opening  meeting  of  the  House  will  be  called  to 
order  by  the  President,  and  the  Speaker  will 
announce  the  order  of  business.  All  MSMA  mem- 
bers and  Auxiliary  members  are  invited  to  the  open 
meeting,  which  will  feature  addresses  by  Dr.  Paul 
H.  Moore,  president  of  MSMA,  and  Dr.  Robert  B. 
Hunter,  president  of  the  American  Medical  Associa- 
tion. The  adjourned  meeting  of  the  House  will  con- 
vene at  9:00  a.m.  on  April  30. 


REFERENCE  COMMITTEES 

Reports  of  Officers,  Trustees  and  Councils,  April 
27,  2:15  p.m.,  Topaz  Room 
Constitution  and  Bylaws,  April  27,  3:30  p.m., 
Pacific  Room 

Nominating  Committee,  April  29,  11:00  a.m., 
Dunes  Room 
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ACTIVITIES  CALENDAR 

MONDAY,  APRIL  27 

SUNDAY.  APRIL  26 

7:30  a.m 

Ole  Miss  Alumni  Association 

Stardust 

Past  President's  Breakfast 

7:30  a.m. 

Miss.  EENT  Association 
Breakfast 

Stardust 

8:00 

MSMA  Reference  Committee 

Atlantic 

Breakfast 

Miss.  Dermatology  Society 
Breakfast 

Pacific 

9:00 

MSMA  House  of  Delegates 

Crystal/Topaz 

8:00 

MSMA  Scientific  Session  — 
Section  on  Orthopedic  Surgery 

Emerald 

11:00 

MSMA  Art  Exhibit  (all  day) 
Auxiliary  Board  Meeting 

Caribbean 

Pacific 

Miss.  Society  of  Anesthesiology 
Breakfast 

Topaz 

11:45 

MFMC  Committee  on  Long  Term 

Care  Stardust 

Luncheon 

9:00 

MSMA  Scientific  Session  — 

Topaz 

Section  on  Anesthesiology 

12:00 

Miss.  Society  of  Plastic  and 

Atlantic 

noon 

Reconstructive  Surgery 

MSMA  Scientific  Session  — 
Section  on  Pathology 

Crystal 

1:00  p.m 

Luncheon 

Miss.  Foundation  for 

Crystal/Topaz 

MSMA  Scientific  Session  — 

Atlantic 

Medical  Care  Annual 

Section  on  Psychiatry 

Membership  Meeting 

MSMA  Scientific  Session  — 

Stardust 

1:30 

Miss.  Gastrointestinal  Society 

Sands 

Section  on  EENT  (ENT's) 

Seminar 

MSMA  Scientific  Session  — 

Sands 

2:15 

MSMA  Reference  Committee  on 

Crystal/Topaz 

Section  on  EENT  (Ophthalmology) 

Reports  of  Officers, 

Board  of  Trustees,  and  Councils 

MSMA  Scientific  Session  — 
Section  on  Radiology 

Dunes 

3:30 

MSMA  Reference  Committee  on 
Constitution  and  Bylaws 

Pacific 

MSMA  Scientific  Session  — 
Section  on  Dermatology 

Pacific 

4:30 

Miss.  Foundation  for  Medical  Care 
Board  of  Directors  Meeting 

Sands 

12:00 

Miss.  Association  of  Pathologists 

Crystal 

noon 

Luncheon 

5:30- 

Tennessee  Medical  Alumni 

Stardust 

7:00 

Reception 

Academy  of  Facial  Plastic  and 
Reconstructive  Surgery 

Dunes 

7:00 

Ole  Miss  Medical  Alumni 

Royal 

Luncheon 

Poolside  Jamboree 

D'Iberville 

Miss.  Psychiatric  Association 
Luncheon 

Atlantic 

12:30 

Miss.  Orthopedic  Society 

Emerald 

TUESDAY.  APRIL  28 

Luncheon 

7:00  a.m. 

Deep  Sea  Fishing  Rodeo  Broadwater  Marina 

2:30 

MMPAC  Board  Meeting 

Pacific 

(all  day) 

3:30 

Miss.  Medical  Fraternal  and 

Emerald 

American  College  of  Surgeons. 

Pacific 

Educational  Society.  Inc. 

Miss.  Chapter 

Annual  Membership  Meeting 

Officers  Breakfast 

5:30- 

7:30 

MSMA  Jail  Health  Project 

Atlantic 

7:00 

MSMA  President’s  Reception 

Crystal/Topaz 

Advisory'  Committee  Breakfast 
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7:30  a.m. 

Ole  Miss  Medical  Alumni 
Breakfast  Meeting 

Stardust 

8:00 

Association  of  American  Physicians 
and  Surgeons,  Miss.  Chapter 
Continental  Breakfast 

Sands 

8:30 

MSMA  Scientific  Session  — 
Section  on  Medicine 

Emerald 

9:00 

American  College  of  Surgeons, 
Miss.  Chapter 
Meeting  and  Program 

Crystal 

Auxiliary  General  Session 

Dunes 

MSMA  Art  Exhibit  (all  day) 

Caribbean 

12:00 

noon 

Auxiliary  Luncheon 

Topaz 

Flying  Physicians  Association, 

Miss.  Chapter 

Luncheon 

Atlantic 

Miss.  Society  of  Internal  Medicine 
Luncheon 

Stardust 

12:30  p.m. 

American  College  of  Surgeons, 

Miss.  Chapter 

Luncheon 

Crystal 

1:00 

Miss.  Urological  Society 
Business  Meeting 

Sands 

Golf  Tournament  Broadwater  Seacourse 

2:00 

MSMA  Scientific  Session  — 
Section  on  Urology 

Sands 

MSMA  Scientific  Session  — 
Section  on  Preventive  Medicine 

Dunes 

MSMA  Scientific  Session  — 
Section  on  Surgery 

Emerald 

Tennis  Tournament 

Hilton  Court 

3:30 

Auxiliary  Board  Meeting 

Pacific 

5:30 

Tennis  Tournament 
Awards 

Sidewalk  Cafe 

5:30- 

Tulane  Medical  Alumni 

Atlantic 

7:00 

Reception 

6:00 

Miss.  Urological  Society 
Cocktail  Buffet 

Stardust 

6:30 

LSU  Medical  Alumni 
Cocktail  Buffet 

Dunes 

WEDNESDAY,  APRIL  29 

7:00  a.m. 

“Meet  the  Professors” 
Continental  Breakfasts 

Stardust/ 

Sands/Dunes 

Deep  Sea  Fishing  Rodeo  Broadwater  Marina 

(all  day) 

7:30 

Miss.  Ob-Gyn  Society 
Executive  Committee  Breakfast 

Atlantic 

8:00 

MSMA  Past  Presidents’  Breakfast 

Pacific 

MSMA  Scientific  Session  — 
Section  on  Family  Practice 

Emerald 

8:30 

Auxiliary  Past  Presidents 
Breakfast 

Topaz 

9:00 

MSMA  Art  Exhibit  (all  day) 

Caribbean 

10:00 

Auxiliary  Beauty  & Health  Clinic 

Grand  Casino 

11:00 

MSMA  Nominating  Committee 

Dunes 

Miss.  Perinatal  Association 
Business  Meeting 

Atlantic 

11:30 

Miss.  Academy  of  Family  Physicians  Crystal 

Luncheon  and  Program 

American  Academy  of  Pediatrics, 

Miss.  Chapter 

Luncheon 

Sands 

12:00 

noon 

MSMA  Fifty  Year  Club 
Luncheon 

Pacific 

Miss.  Ob-Gyn  Society 
Luncheon  Meeting 

Stardust 

1:30  p.m. 

MSMA  Scientific  Session  — 
Section  on  Ob-Gyn 

Emerald 

2:00 

MSMA  Scientific  Session  — 
Section  on  Pediatrics 

Topaz 

6:30 

MSMA  Membership  and  Auxiliary 
Fellowship  Party 

THURSDAY,  APRIL  30 

9:00  a.m.  MSMA  House  of  Delegates  Crystal/Topaz 
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SCIENTIFIC  ASSEMBLY 


SPONSORS 


COUNCIL  ON  SCIENTIFIC 
ASSEMBLY 


J.  Elmer  Nix,  Chairman 


Dr.  Nix 


Anesthesiology 

David  I.  Carlson,  Chairman 
Orin  F.  Guidry,  Secretary 
Dermatology 

Thomas  C.  Garrott,  Chairman 
Donald  F.  Barraza,  Secretary 
EENT 

J.  George  Smith,  Chairman 
W.  Joe  Burnett,  Secretary 
Family  Practice 

Frank  W.  Bowen,  Chairman 
W.  K.  Stewart,  Secretary 
Medicine 

Richard  M.  Nowell,  Chairman 
Don  Q.  Mitchell,  Secretary 
OB-Gyn 

Lewis  D.  Lipscomb,  Chairman 
W.  L.  Kahlstorf,  Secretary 
Orthopedic  Surgery 

James  L.  Hughes,  Chairman 
Pathology 

Benella  H.  Oltremari,  Chairman 
Thomas  G.  Puckett,  Secretary 
Pediatrics 

Mary  J.  Ward,  Chairman 
William  B.  Simmons,  Secretary 
Preventive  Medicine 

Steven  L.  Moore,  Chairman 
Thomas  E.  Waller,  Secretary 
Psychiatry 

William  M.  Wood,  Chairman 
Nan  Brantley,  Secretary 
Surgery 

H.  Vann  Craig,  Chairman 
Jerry  R.  Adkins,  Secretary 
Radiology 

Kenneth  G.  Carter,  Chairman 
Sandra  Rhoden,  Secretary 
Urology 

Stanley  A.  Wade,  Chairman 
Ronald  L.  Brown,  Secretary 


The  Mississippi  State  Medical  Association  is  grate- 
ful to  the  following  individuals  and  companies  for 
their  financial  support  of  the  1 13th  Annual  session. 

Eli  Lilly  and  Company  Merck  Sharp  & Dohme 
Pfizer  Laboratories  South  Central  Bell 

The  Upjohn  Company 

THE  SCIENTIFIC  EXHIBIT 

Physicians,  foundations,  organizations  and  major 
medical  institutions  will  present  the  Scientific  Ex- 
hibit. Physicians  are  eligible  for  the  Aesculapius 
Awards  given  for  excellence  of  presentation, 
quality  of  content,  and  originality. 

EXHIBITS  AND  AUTHORS 

Athletic  Injury  of  the  Lower  Extremity 

Thomas  F.  Hewes,  William  C.  Hopper  and 
William  L.  Seidensticker,  Gulf  Coast  Surgical 
Clinic,  Gulfport,  MS. 

Balloon  Angioplasty:  Indications  and  Results  in 
Coronary  and  Peripheral  Vascular  Disease 

Kenneth  Bennett,  James  Crosthwait,  Quinton 
Dickerson,  James  Hayes,  William  Harper.  Jeff 
Hollingsworth.  Arthur  Jones,  George  McMullan, 
Thomas  Paine,  McKamy  Smith  and  Henry  Tyler, 
Mississippi  Heart  Institute  — St.  Dominic’s  Hos- 
pital, Jackson,  MS. 

Breast  Reconstruction 

H.  C.  Ethridge,  W.  Douglas  Godfrey,  William 
O.  Bobo,  Robert  Allen  Smith  and  William  H. 
Wallace,  Jackson  Plastic  Surgery  Clinic, 
Jackson,  MS. 

Correlation  of  Non- Invasive  Vascular  Studies 
with  Angiographic  Studies 

Lewis  E.  Hatten  and  Ralph  E.  Abraham, 

Forrest  General  Hospital  Vascular  Laboratory, 
Hattiesburg,  MS. 

Diagnoses  and  Surgical  Treatment  of  Ventricular 
Aneurysm 

Martin  H.  McMullan  and  Thomas  L.  Kilgore, 
Jr.,  Surgical  Clinic,  Jackson,  MS. 

Hospice  — Close  Care  of  the  Terminally  III 
Edward  M.  Lowicki,  Jackson,  MS. 

Mississippi  Transplant  Program 

Seshadri  Raju,  Department  of  Surgery, 
University  Medical  Center,  Jackson,  MS. 
Non-Invasive  Examination  of  the  Venous  System 
Seshadri  Raju.  Tom  K.  Billups  and  James  D. 
Hardy,  Division  of  Vascular  Surgery  and  the 
Doppler  Laboratory.  University  Medical 
Center,  Jackson,  MS. 
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Surgical  Treatment  of  Morbid  Obesity > 

Jack  B.  Campbell  and  Charles  E.  Farmer, 
Mississippi  Surgical  Group,  Jackson,  MS. 
Thumb  Reconstruction 

William  H.  Wallace  and  Robert  Allen  Smith, 
Jackson  Plastic  Surgery  Group,  Jackson,  MS. 
Unusual  Problems  in  Pulmonary  Surgery > 

Richard  L.  Yelverton,  Anthony  B.  Petro  and 
Walter  R.  Jones,  Jr.,  Lakeland  Surgical  Clinic, 
Jackson,  MS. 


SHORT  COURSES  IN: 

Pregnancy  and  Hypertension 

Patricia  Norman,  assistant  professor  of  anes- 
thesiology, University  of  Mississippi  School  of 
Medicine,  Jackson 

Aypokalemia 

Dexter  C.  Nettles,  Jackson,  MS 

Renin-Angiotension 
William  B.  Hulett,  Jackson,  MS 


SCIENTIFIC  PROGRAM 

Program  is  acceptable  for  16  prescribed  hours 
Category  I credit  toward  the  AMA  Physician's 
Recognition  Award. 


SCIENTIFIC  PROGRAM 

Section  on  Orthopedic  Surgery 

Sunday,  April  26 
8:00  a.m. 

Emerald  Room 

James  L.  Hughes,  Jackson, 
Chairman 


Dr.  Hughes 

SHORT  COURSE  IN: 

Current  State  of  the  Art  in  External  Fixa- 
tion Techniques 

Dana  C.  Mears,  associate  professor  of 
orthopedic  surgery.  University  of  Pittsburgh, 
Pittsburgh,  PA 


SCIENTIFIC  PROGRAM 
Section  on  Anesthesiology 

Sunday,  April  26 
9:00  a.m. 

Topaz  Room 

David  I.  Carlson,  Jackson 
Chairman 

Orin  F.  Guidry,  Jackson 
Secretary 


Dr.  Carlson 


SCIENTIFIC  PROGRAM 

Section  on  EENT 

Sunday,  April  26 
9:00  a.m. 

Sands/Stardust  Rooms 

J.  George  Smith,  Jackson 
Chairman 

W.  Joe  Burnett,  Oxford 
Secretary 

SHORT  COURSES  IN: 

Rhinoplasty:  Case  Presentations 
Stardust  Room,  9:00  a.m. 

Intraocular  Lenses:  Case  Presentations 
Sands  Room,  9:00  a.m. 

Head  and  Neck  Surgery:  Case  Presentations 
Stardust  Room,  10:45  a.m. 


Dr.  Smith 


SCIENTIFIC  PROGRAM 

Section  on  Radiology 

Sunday,  April  26 

9:00  a.m. 

Dunes  Room 

Kenneth  G.  Carter,  Jackson 
Chairman 

Sandra  A.  Rhoden,  Jackson 
Secretary 

SHORT  COURSE  IN: 

Interventional  Biliary  Radiology-Retained 

Stone  Removal  and  Percutaneous  Biliary 

Drainage  by  the  Radiologist 

Thomas  S.  Moore,  assistant  professor  of  radiol- 
ogy, University  of  Mississippi  School  of  Medi- 
cine, Jackson 


Dr.  Carter 
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SCIENTIFIC  PROGRAM 
Section  on  Dermatology 

Sunday,  April  26 
9:00  a.m. 

Pacific  Room 

Thomas  C.  Garrott,  Biloxi 
Chairman 

Donald  F.  Barraza,  Natchez 
Secretary 

SHORT  COURSE  IN: 

Purpura  and  Vasculitis 

William  H.  Gullung,  Hattiesburg,  MS 

Case  Presentations 

Members  of  Mississippi  Dermatology  Society 


SCIENTIFIC  PROGRAM 
Section  on  Psychiatry 

Sunday,  April  26 

9:00  a.m. 

Atlantic  Room 

William  M.  Wood,  Gulfport 
Chairman 

Nan  Brantley,  Jackson 
Secretary 

SHORT  COURSE  IN: 

Sex  and  Intimacy 

Domeena  C.  Renshaw,  professor  and  assistant 
chairman.  Department  of  Psychiatry,  Loyola 
University  Stritch  School  of  Medicine  and 
director,  Loyola  Sexual  Dysfunction  Clinic, 
Maywood,  IL 


Dr.  Wood 


Dr.  Garrott 


SCIENTIFIC  PROGRAM 

Section  on  Pathology 

Sunday,  April  26 
9:00  a.m. 

Crystal  Room 

Benella  J.  Oltremari,  Green- 
ville 

Chairman 

Thomas  G.  Puckett,  Hatties-  Dr.  Oltremari 
burg 

Secretary 


SHORT  COURSES  IN: 

Bone  Marrow  Interpretation 

Francis  Morrison,  professor  of  medicine  and 
director.  Division  of  Hematology,  University 
of  Mississippi  School  of  Medicine,  Jackson 

Diagnostic  Problems  in  Soft  Tissue  Tumors 
of  Children 

Bruce  L.  Webber,  Department  of  Pathology, 
St.  Jude  Children’s  Research  Hospital,  Mem- 
phis, TN 


SCIENTIFIC  PROGRAM 

Section  on  Medicine 

Tuesday,  April  28 

8:30  a.m. 

Emerald  Room 

Richard  M.  Nowell,  Jackson 
Chairman 

Don  Q.  Mitchell,  Jackson 
Secretary 

SHORT  COURSES  IN: 

Renovascular  Hypertension:  Evaluation 

and  Treatment 

Charles  H.  Laney,  Jackson,  MS 

Gastrointestinal  Tract  Bleeding 

Robert  Lewis  Slaughter,  professor  of  medicine, 
University  of  Alabama  in  Birmingham  School 
of  Medicine.  Birmingham 

What’s  New  in  Antibiotics 

William  A.  Causey,  associate  professor  of 
medicine.  Veterans  Administration  Medical 
Center,  Jackson,  MS 

Advances  in  Oncology 

Martin  M.  Newcomb,  Jackson,  MS 


Dr.  Nowell 


SCIENTIFIC  PROGRAM 
Section  on  Urology 

Tuesday,  April  28 
2:00  p.m. 

Sands  Room 

Stanley  A.  Wade,  Meridian 
Chairman 

Ronald  L.  Brown,  Gulfport 
Secretary 


Dr.  Wade 
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SHORT  COURSE  IN: 


SHORT  COURSES  IN: 


Genitourinary  Malignancy:  Case  Presenta- 
tions 

Harry  Grabstald,  professor  and  director  of  uro- 
logic  oncology,  Division  of  Urology,  Depart- 
ment of  Surgery,  University  of  Florida  College 
of  Medicine,  Gainesville 


SCIENTIFIC  PROGRAM 

Section  on  Surgery 

Tuesday,  April  28 

2:00  p.m. 

Emerald  Room 

H.  Vann  Craig,  Natchez 
Chairman 

Jerry  R.  Adkins,  Biloxi 
Secretary 

SHORT  COURSES  IN: 

Antibiotics  for  the  Septic  Hospital  Patient 
George  A.  Pankev.  head,  section  on  infectious 
diseases,  Ochsner  Clinic,  New  Orleans 

Indications  for  the  Flexible  Sigmoidoscopy 
Howard  D.  Robertson,  USAF  Medical  Center, 
Keesler  Air  Force  Base,  Biloxi 

Breast  and  Chest  Wall  Reconstruction 
Frederick  R.  Heckler,  associate  professor  of 
surgery  (plastic)  and  chief,  Division  of  Plastic 
Surgery,  University  of  Mississippi  School  of 
Medicine,  Jackson 

Diagnosis  and  Treatment  of  Abdominal  Aor 

tic  Aneurysm 

Rodney  Y.  Wolf,  Memphis,  TN 


Dr.  Craig 


Building  a Model  for  Community  Health 

Care 

Wilfred  R.  Gillis,  professor  and  chairman.  De- 
partment of  Family  Medicine,  University  of 
Mississippi  School  of  Medicine,  Jackson 

T.  Walter  Treadwell,  professor  of  family  medi- 
cine, University  of  Mississippi  School  of  Medi- 
cine, Jackson 

Preventive  Medicine/Periodic  Health 

Screening/Birth  to  Death 

H.  Tom  Milhorn,  assistant  professor  (re- 
search), Department  of  Family  Medicine,  Uni- 
versity of  Mississippi  School  of  Medicine, 
Jackson 

Hypertension  Problem:  Office  Management 
T.  D.  Lampton,  associate  professor  of  medi- 
cine, University  of  Mississippi  School  of  Medi- 
cine, Jackson 

Rocky  Mountain  Spotted  Fever  in  Mississippi 
Frank  M.  Wiygul,  assistant  professor.  Depart- 
ment of  Family  Medicine,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson 


SCIENTIFIC  PROGRAM 

Section  on  Family  Practice 

Wednesday,  April  29 
8:00  a.m. 

Emerald  Room 

Frank  W.  Bowen,  Carthage 
Chairman 

W.  K.  Stewart,  Pass  Christian 

Secretary  Dr.  Bowen 


SCIENTIFIC  PROGRAM 

Section  on  Preventive  Medi- 
cine 

Tuesday,  April  28 
2:00  p.m. 

Dunes  Room 

Steven  L.  Moore,  Jackson 
Chairman 

Thomas  E.  Waller,  Starkville 
Secretary 


Dr.  Moore 


“Meet  the  Professor”  Breakfasts 


7:00  a.m. 

“Diabetes  in  the  Aged" 

Stardust 

William  S.  Nicholas 
Jackson 

7:00  a.m. 

“Anemias” 

Sands 

Dale  E.  Hammerschmidt 
Minneapolis,  MN 

7:00  a.m. 

“Myocardial  Ischemia” 

Dunes 

Allan  M.  Lefer 
Philadelphia,  PA 
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SECTION  ON  FAMILY  PRACTICE/Continued 


8:00  a.m.  James  Grant  Thompson  Memorial 
Lecture: 

Prostaglandins  in  Acute  In- 
flammation 

Gerald  Weissmann,  professor  of 
medicine  and  director.  Division  of 
Rheumatology,  New  York  Uni- 
versity Medical  Center,  New  York, 
NY 

9:00  a.m.  Immune  Bases  of  Atherosclerosis, 
Shock  Lung,  and  Other  Disorders 
Dale  E.  Hammerschmidt,  assistant 
professor  of  medicine,  University 
of  Minnesota  Hospital,  Minneapo- 
lis 


9:30  a.m.  Cardiovascular  Actions  of  Pros- 
taglandins in  the  Treatment  of 
Shock 

Allan  M.  Lefer,  professor  and 
chairman.  Department  of  Physiolo- 
gy, Jefferson  Medical  College, 
Philadelphia,  PA 

10:00  a.m.  Panel  Discussion:  Drs.  Weissmann, 
Lefer,  Hammerschmidt 

10:30  a.m.  Break 


10:45  a.m.  Management  of  the  Insulin  Depen- 
dent Diabetic  Patient 

William  S.  Nicholas,  associate  pro- 
fessor of  medicine.  University  of 
Mississippi  School  of  Medicine, 
Jackson 


11:15  a.m.  Management  of  the  Insulin  Inde- 
pendent Patient 
Dr.  Nicholas 


First  Annual 
James  Grant  Thompson 
Memorial  Lecture 

“Prostaglandins  in 
Acute  Inflammation’’ 

Gerald  Weissmann,  New  York,  NY 

Wednesday,  April  29 
8:00  a.m.,  Emerald  Room 


SCIENTIFIC  PROGRAM 

Section  on  Ob-Gyn 

Wednesday,  April  29 
1:30  p.m. 

Emerald  Room 

Lewis  D.  Lipscomb,  Jackson 
Chairman 

W.  L.  Kahlstorf,  Tupelo 
Secretary 

SHORT  COURSES  IN: 


Dr.  Lipscomb 


Result  of  McIndoe  Vaginoplasty  for  Con- 
genital Absence  of  Vagina  and  Surgical  Ex- 
cision of  the  Vagina 

Clifford  R.  Wheeless,  Jr.,  chief  of  obstetrics 
and  gynecology.  Union  Memorial  Hospital, 
Baltimore,  MD 

Molar  Pregnancy  Update 
John  P.  Mladineo,  Jackson,  MS 

Ovarian  Cancer:  Problems  and  Progress 
Richard  C.  Boronow,  Jackson,  MS 

Anatomy  and  Physiology  of  a Medical- 
Legal  Dilemma 

Glenn  Wegener,  Clarksdale,  MS 


SCIENTIFIC  PROGRAM 

Section  on  Pediatrics 

Wednesday,  April  29 
2:00  p.m. 

Topaz  Room 

Mary  J.  Ward,  Corinth 
Chairman 

William  B.  Simmons,  Me- 
ridian 
Secretary 

SHORT  COURSES  IN: 

Potpourri  of  Outpatient  Infectious  Disease 
Problems 

Charles  M.  Ginsburg,  director  of  ambulatory 
services.  Department  of  Pediatrics,  Southwest- 
ern Medical  School,  Dallas,  TX 

An  Antibiotic  Update 

Heinz  F.  Eichenwald,  chairman.  Department 
of  Pediatrics,  Southwestern  Medical  School, 
Dallas,  TX 


Dr.  Ward 
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OUT  OF  STATE  ESSAYISTS 


SUNDAY,  APRIL  26,  1981 


Gerald  Weissmann 
New  York,  NY 


Dana  C.  Mears 
Pittsburgh,  PA 


Bruce  L.  Webber 
Memphis,  TN 


Dale  E.  Domeena  C.  Renshaw 

Hammerschmidt  Maywood,  IL 

Minneapolis,  MN 


Robert  Lewis 
Slaughter 
Birmingham,  AL 


Rodney  Y.  Wolf  Harry  Grabstald  Heinz  F.  Eichenwald 
Memphis,  TN  Gainesville,  FL  Dallas.  TX 


George  A Pankey  Allan  M.  Lefer  Clifford  R.  Wheeless 
New  Orleans,  LA  Philadelphia,  PA  Baltimore,  MD 


Photo  Not  Available  — Charles  M.  Ginsburg,  Dallas 


MISSISSIPPI  DERMATOLOGY  SOCIETY 

The  Mississippi  Dermatology  Society  will  hold  a 
breakfast  meeting  at  7:30  a.m. , Sunday,  April  26, 
in  the  Pacific  Room.  Thomas  C.  Garrott  of  Biloxi 
is  president,  and  Donald  F.  Barraza  of  Natchez  is 
secretary-treasurer  and  president-elect. 


MISSISSIPPI  EENT  ASSOCIATION 

The  Mississippi  EENT  Association  will  hold  a 
breakfast  and  business  session  on  Sunday,  April 
26,  at  7:30  a.m.  in  the  Stardust  Room.  Associa- 
tion officers  are:  Myron  W.  Lockey  of  Jackson, 
president;  John  L.  Pendergrass  of  Hattiesburg, 
vice  president;  and  Wilson  E.  Moak  of  Jackson, 
secretary-treasurer. 


MISSISSIPPI  SOCIETY  OF  ANESTHESIOLOGY 

The  Mississippi  Society  of  Anesthesiology  will 
hold  a breakfast  meeting  on  Sunday,  April  26,  at 
8:00  a.m.  in  the  Topaz  Room.  Society  officers 
are:  David  I.  Carlson  of  Jackson,  president;  Orin 
F.  Guidry  of  Jackson,  president-elect;  and  Betty 
Miles  Bailey  of  Biloxi,  secretary-treasurer. 


MISSISSIPPI  ASSOCIATION  OF 
PATHOLOGISTS 

The  Mississippi  Association  of  Pathologists  will 
hold  a luncheon  meeting  at  12:00  noon  on  Sun- 
day, April  26,  in  the  Crystal  Room.  Benella  Oltre- 
mari  of  Greenville  is  association  president;  David 
R.  Steckler  of  Natchez  is  president-elect;  T.  G. 
Puckett  of  Hattiesburg  is  secretary;  and  R.  Lamar 
Burrow,  Jr.,  of  McCornb  is  treasurer. 


ACADEMY  OF  FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 

The  Academy  of  Facial  Plastic  and  Reconstruc- 
tive Surgery  will  hold  a luncheon  on  Sunday, 
April  26,  at  12:00  noon  in  the  Dunes  Room. 
Academy  officers  are:  Will  K.  Austin,  Jr.,  of 
McCornb,  president;  Michael  H.  Carter,  Jr.,  of 
Greenwood,  vice  president;  and  J.  George  Smith 
of  Jackson,  secretary. 
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MISSISSIPPI  ORTHOPEDIC  SOCIETY 

The  Mississippi  Orthopedic  Society  will  hold  a 
luncheon  on  Sunday,  April  26,  at  12:30  p.m.  in 
the  Emerald  Room.  Society  officers  are:  James  L. 
Hughes  of  Jackson,  president;  George  Truett  of 
Jackson,  president-elect;  Thomas  Blake  of 
Laurel,  secretary;  and  W.  T.  Lamar  of  Oxford, 
vice  president. 

MISSISSIPPI  MEDICAL  FRATERNAL  AND 
EDUCATIONAL  SOCIETY 

The  Mississippi  Medical  Fraternal  and  Education- 
al Society  will  hold  its  fourth  annual  membership 
meeting  on  Sunday,  April  26.  beginning  at  3:30 
p.m. , in  the  Emerald  Room.  Guest  speaker  will  be 
Mrs.  Betty  Britton,  R.N.,  patient  representative  at 
Mississippi  Baptist  Medical  Center.  She  will  dis- 
cuss “Hospital  Liability  and  the  Patient  Repre- 
sentative.” 

PRESIDENT'S  RECEPTION 

The  annual  President’s  Reception  for  officers, 
members  of  MSMA  and  the  Auxiliary  and  invited 
guests  will  be  held  in  the  Crystal  and  Topaz 
Rooms  on  Sunday,  April  26,  from  5:30  to  7:00 
p.m. 


MONDAY,  APRIL  27,  1981 


UNIVERSITY  OF  MISSISSIPPI  ALUMNI 
ASSOCIATION 

The  University  of  Mississippi  Alumni  Associa- 
tion will  host  a Past  Presidents’  Breakfast  at  7:30 
a.m.,  Monday.  April  27,  in  the  Stardust  Room. 

REFERENCE  COMMITTEE  BREAKFAST 

Members  of  all  reference  committees  of  the  House 
of  Delegates  will  meet  at  8:00  a.m.  for  breakfast 
and  an  orientation  session  on  Monday,  April  27, 
in  the  Atlantic  Room.  Hosts  are  Carl  G.  Evers  of 
Jackson,  speaker,  and  Walter  H.  Rose  of  Indiano- 
la,  vice  speaker. 

MISSISSIPPI  SOCIETY  OF  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 

The  Mississippi  Society  of  Plastic  and  Recon- 
structive Surgery  will  hold  a luncheon  meeting  on 
Monday,  April  27  at  12:00  noon  in  the  Atlantic 


Room.  Society  officers  are:  H.  C.  Ethridge  of 
Jackson,  president;  Michael  E.  Jabaley  of  Jack- 
son,  vice  president;  and  Robert  T.  Love  of  Green- 
ville, secretary. 

MISSISSIPPI  FOUNDATION  FOR  MEDICAL 
CARE 

The  Mississippi  Foundation  for  Medical  Care  will 
hold  its  annual  meeting  on  Monday,  April  27, 
beginning  at  1:00  p.m.  in  the  Crystal  and  Topaz 
Rooms.  Guest  speaker  will  be  Sen.  Thad 
Cochran,  who  will  discuss  Washington’s  view  of 
current  health  issues.  All  members  are  urged  to 
attend. 

MISSISSIPPI  GASTROINTESTINAL  SOCIETY 

The  Mississippi  Gastrointestinal  Society  will 
sponsor  a seminar  on  “Diagnostic  Approaches  to 
Some  Common  GI  Problems,”  featuring  discus- 
sions of  dysphagia,  jaundice,  GI  bleeding  and 
chronic  diarrhea.  The  seminar  will  begin  at  1:30 
p.m.  on  Monday,  April  27,  in  the  Sands  Room. 
Society  officers  are  James  Q.  Sones  of  Jackson, 
president,  and  William  M.  McKell,  Jr.,  of  Jack- 
son,  secretary. 

UNIVERSITY  OF  TENNESSEE  MEDICAL 
ALUMNI 

Medical  graduates  of  the  University  of  Tennessee 
will  be  feted  at  a reception  from  5:30-7:00  p.m.  on 
Monday,  April  27,  in  the  Stardust  Room. 

OLE  MISS  MEDICAL  ALUMNI 

Alumni  registration  will  be  located  adjacent  to 
MSMA  general  registration  on  the  First  Level 
Lobby  near  the  Grand  Ballroom,  and  will  be  open 
at  8:00  a.m.  Tickets  for  the  evening  party  will  be 
available.  A cocktail  party  and  seafood  jamboree 
will  be  held  Monday,  April  27  at  the  Royal 
D’Iberville  Hotel,  beginning  at  7:00  p.m.  A busi- 
ness meeting  and  continental  breakfast  will  be 
held  Tuesday.  April  28,  beginning  at  7:30  a.m.  in 
the  Stardust  Room  at  the  Biloxi  Hilton. 

TUESDAY,  APRIL  28,  1981 

AMERICAN  COLLEGE  OF  SURGEONS, 
MISSISSIPPI  CHAPTER 

The  American  College  of  Surgeons,  Mississippi 
Chapter,  will  conduct  a scientific  meeting  at  9:00 
a.m.  on  Tuesday,  April  28,  in  the  Crystal  Room. 
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Guest  speaker  will  be  Dr.  Harry  Grabstald,  pro- 
fessor and  director  of  urologic  oncology  of  the 
University  of  Florida  College  of  Medicine.  His 
topic  will  be  “Role  of  Lymphadenectomy  in  the 
Surgical  Management  of  Cancer.”  Fellows  will 
assemble  for  luncheon  in  the  Crystal  Room  at 
12:30  p.m.  Officers  of  the  chapter  are:  W.  Lamar 
Weems  of  Jackson,  president;  Whitman  B.  John- 
son, Jr.,  of  Clarksdale,  president-elect;  and  Ben- 
ton M.  Hilbun  of  Tupelo,  secretary-treasurer.  An 
officers’  breakfast  will  be  held  in  the  Pacific 
Room  at  7:00  a.m. 


MSMA  JAIL  HEALTH  PROJECT  ADVISORY 
COMMITTEE 

The  MSMA  Jail  Health  Project  Advisory  Com- 
mittee will  hold  a breakfast  meeting  on  Tuesday, 
April  28,  at  7:30  a.m.  in  the  Atlantic  Room. 


MISSISSIPPI  CHAPTER,  ASSOCIATION  OF 
AMERICAN  PHYSICIANS  AND  SURGEONS 

All  physicians  are  invited  to  attend  a breakfast 
meeting  at  8:00  a.m.,  Tuesday,  April  27  in  the 
Sands  Room.  Curtis  Caine  of  Jackson,  national 
president  of  the  association,  is  in  charge  of 
arrangements. 


FLYING  PHYSICIANS  ASSOCIATION, 
MISSISSIPPI  CHAPTER 

The  Mississippi  Chapter  of  the  Flying  Physicians 
Association,  Inc.,  will  host  a luncheon  in  the 
Atlantic  Room  on  Tuesday,  April  28,  beginning  at 
12:00  noon.  James  B.  Martin  of  Ocean  Springs  is 
president  and  Thomas  R . Singley  of  Pascagoula  is 
secretary-treasurer. 


MISSISSIPPI  SOCIETY  OF  INTERNAL 
MEDICINE 

The  Mississippi  Society  of  Internal  Medicine  will 
hold  a luncheon  at  12:00  noon  on  Tuesday,  April 
28,  in  the  Stardust  Room.  Society  officers  are 
Bruce  E.  Atkinson  of  Amory,  president  and  W. 
Mack  Gorton,  Belzoni,  secretary-treasurer. 


MISSISSIPPI  UROLOGICAL  SOCIETY 

The  Mississippi  Urological  Society  will  hold  a 
business  meeting  at  1:00  p.m.  on  Tuesday,  April 
28  in  the  Sands  Room.  They  will  also  host  a 
cocktail  buffet  beginning  at  6:00  p.m.  in  the  Star- 
dust Room.  Society  officers  are:  Stanley  Wade  of 
Meridian,  president;  Robert  F.  Carter  of  Biloxi, 
president-elect;  and  Ronald  L.  Brown  of  Gulf- 
port, secretary-treasurer. 

MSMA  GOLF  TOURNAMENT 

The  golf  tournament,  sponsored  by  South  Central 
Bell,  will  begin  at  1:00  on  Tuesday  afternoon. 
April  28. 

MSMA  TENNIS  TOURNAMENT 

The  MSMA  tennis  tournament,  sponsored  by  the 
Mississippi  Medical  Fraternal  and  Educational 
Society,  will  begin  at  2:00  p.m.  on  Tuesday,  April 
28.  James  O.  Manning  of  Jackson  is  chairman. 

MSMA  FISHING  RODEO 

The  MSMA  Fishing  Rodeo  will  begin  at  7:00  a.m. 
on  Tuesday,  April  28  and  Wednesday,  April  29. 
Boats  will  leave  from  the  Broadwater  Marina  and 
return  at  3:30  p.m. 

TULANE  MEDICAL  ALUMNI  ASSOCIATION 

The  Tulane  Medical  Alumni  will  sponsor  a recep- 
tion for  alumni,  faculty  and  guests,  beginning  at 
5:30  p.m.  on  Tuesday,  April  28.  Miss  Lou  John- 
son, director  of  Tulane  Medical  Alumni  Associa- 
tion, is  in  charge  of  arrangements. 

LSU  MEDICAL  ALUMNI  ASSOCIATION 

LSU  Medical  Alumni  Association  will  host  a 
cocktail  buffet  beginning  at  6:30  p.m.  on  Tues- 
day, April  28,  in  the  Dunes  Room.  Roland  Samp- 
son of  Jackson  is  in  charge  of  arrangements. 


WEDNESDAY,  APRIL  29 

MISSISSIPPI  PERINATAL  ASSOCIATION 

The  Mississippi  Perinatal  Association  will  hold  a 
business  meeting  at  11:00  a.m.  on  Wednesday. 
April  29,  in  the  Atlantic  Room.  Officers  are:  Dan 
Draughn  of  Jackson,  president;  Rodney  Meeks  of 
Jackson,  vice  president;  and  Frank  Wilburn  of 
Tupelo,  secretary-treasurer. 
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MISSISSIPPI  ACADEMY  OF  FAMILY 
PHYSICIANS 

The  Mississippi  Academy  of  Family  Physicians 
will  conduct  a luncheon  meeting  at  11:30  a.m., 
Wednesday,  April  29,  in  the  Crystal  Room.  Guest 
speaker  will  be  Thomas  E.  Weiss  of  Ochsner 
Clinic,  New  Orleans.  His  topic  will  be  “Current 
Concepts  in  the  Therapy  of  Common  Arthritic 
Conditions.”  Officers  of  the  Mississippi 
Academy  are:  J.  Edward  Hill  of  Hollandale,  pres- 
ident; Ben  E.  Kitchens  of  Iuka,  president-elect; 
Louis  Rubenstein  of  Ocean  Springs,  vice- 
president;  and  Hardy  B.  Woodbridge,  Jr. , of  Jack- 
son,  secretary-treasurer. 

AMERICAN  ACADEMY  OF  PEDIATRICS, 
MISSISSIPPI  CHAPTER 

The  M ississippi  Chapter  of  the  American 
Academy  of  Pediatrics  will  host  a luncheon  meet- 
ing on  Wednesday,  April  29,  at  1 1 :30  a.m.,  in  the 
Sands  Room.  David  Watson  of  Jackson  is  chapter 
president;  Shelby  Smith  of  McComb  is  vice- 
president;  and  Robert  Buckley,  Jr.,  of  Columbus 
is  secretary-treasurer. 

FIFTY  YEAR  CLUB 

The  Board  of  Trustees,  sponsors  of  the  associa- 
tion’s Fifty  Year  Club,  will  honor  the  half- 
century-plus  members  at  a special  luncheon  on 
Wednesday,  April  29,  at  12:00  noon  in  the  Pacific 
Room.  Sidney  O.  Graves  of  Natchez,  chairman  of 
the  board,  will  preside. 

MISSISSIPPI  OB-GYN  SOCIETY 

The  Mississippi  Ob-Gyn  Society  will  conduct  a 
luncheon  meeting  on  Wednesday,  April  29,  at 
12:00  noon  in  the  Stardust  Room.  Society  officers 
are:  Thomas  R.  Singley  of  Pascagoula,  president; 
Fred  Ingram  of  Jackson,  vice-president;  and  Earl 
T.  Stubblefield  of  Jackson,  secretary-treasurer. 
The  Society  will  also  hold  a breakfast  meeting  for 
the  executive  committee  at  7:30  a.m.  on  Wednes- 
day. 


MSMA  MEMBERSHIP  AND  AUXILIARY 
FELLOWSHIP  PARTY 

A fellowship  hour  for  all  MSMA  members, 
spouses  and  guests  will  be  held  Wednesday  eve- 
ning, April  29,  beginning  at  6:30  p.m.  Tickets 
will  be  available  at  MSMA  registration. 


MISSISSIPPI  STATE  MEDICAL 
ASSOCIATION  AUXILIARY 

58th  Annual  Session  Biloxi  Hilton 

April  26-30,  1981 


OFFICERS 

President 

Mrs.  Curtis  D.  Roberts,  Brandon 
President-Elect 

Mrs.  John  Estess,  Hollandale 

First  Vice-President 
Mrs.  James  Martin,  Ocean  Springs 

Second  Vice-President 
Mrs.  Stanley  Hartness,  Kosciusko 

Third  Vice-President 
Mrs.  I.  C.  Knox,  Jr.,  Vicksburg 

Fourth  Vice-President 
Mrs.  Ben  Martin,  Columbus 

Recording  Secretary 
Mrs.  Stewart  Williford,  Hattiesburg 

Corresponding  Secretary 
Mrs.  Barry  B.  Aden,  Jackson 

Treasurer 

Mrs.  Joe  Herrington,  Natchez 

Parliamentarian 
Mrs.  Ralph  Sneed,  Jackson 


Mrs.  Roberts  Mrs.  Estess 

President  President-Elect 
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ACTIVITIES  CALENDAR 

Sunday,  April  26 

9:00  a.m.  Registration  First  Level  Lobby 

4:00  p.m.  Hospitality  Center 
Boutique  Booth 

Monday,  April  27 

9:00  a.m.  MSMA  House  of  Delegates 

1 1 :00  Preconvention  Board  Meeting 

7:00  p.m.  Ole  Miss  Medical  Alumni 
Seafood  Jamboree 

Tuesday,  April  28 

9:00  a.m.  General  Session  Dunes 

Invocation 
Welcome 
Introductions 
Memorial 
Roll  Call 
Minutes 
Reports 

Appointment  of  Delegates  to 
AMA  Auxiliary  Convention 
Speakers 

Mrs.  John  G.  Bates,  1st  Vice- 
President,  AMA  Auxiliary 
Mrs.  Charles  A.  Prater,  President 
Southern  Medical  Auxiliary 
Business  and  Awards 
Election  and  Installation  of  Officers 
Courtesy  Resolutions 
Adjournment 

12:00  noon  Social  Hour,  Luncheon  and  Topaz 

Fashion  Show 
Invocation 

Presentation  of  County  Presidents 

Introductions 

Greetings 

Dr.  Paul  H.  Moore,  MSMA  President 
Presentation  of  1981  President 
Fashion  Show 

3:00  Postconvention  Board  Meeting  Pacific 

Wednesday,  April  29 

8:30  a.m.  Past  Presidents'  Breakfast  Pacific 

10:00  Beauty  and  Health  Program  Grand  Casino 

Jill  Cury,  Director 
Toni  Beck,  Exercise  Supervisor 
Greenhouse  Health  & Beauty  Resort 
Arlington.  TX 

6:30  p.m.  MSMA  Membership  and  Auxiliary  Party 


Thursday,  April  30 

9:00  a.m.  MSMA  House  of  Delegates  Crystal/Topaz 


REGISTRATION  INFORMATION 

The  registration  desk  and  Hospitality  Center  for 
the  58th  Annual  Session  of  the  MSMA  Auxiliary 
well  be  located  on  the  First  Level  Lobby  near  the 
Grand  Ballroom.  Hours  of  registration  will  be: 

Sunday,  April  26  — 9:00  a.m. -4:00  p.m. 
Monday,  April  27  — 9:00  a.m. -4:00  p.m. 
Tuesday.  April  28  — 8:30  a.m. -9:30  a.m. 

Hospitality  Center  hours  will  be  10:00  a.m. -4:00 
p.m.  daily. 

BOUTIQUE  BOOTH 

A collection  of  hand-made  articles  and  crafts  will 
be  offered  for  sale.  The  proceeds  will  go  to  the 
AMA-ERF,  and  credit  will  be  issued  for  each  auxil- 
iary toward  the  AMA-ERF  Award. 

ART  EXHIBIT 

An  exhibit  of  art  works  by  MSMA  and  MSMA 
Auxiliary  members  will  be  on  display  each  day  be- 
ginning at  9:00  a.m.  on  Monday  April  27.  The 
exhibit  will  be  located  in  the  Caribbean  Room.  Judi 
Betts,  well-known  artist  and  instructor  from  Baton 
Rouge,  will  judge  the  works  and  present  first, 
second  and  third  place  awards. 

COMMITTEE  CHAIRMEN 

Convention  Chairman 
Mrs.  R.  Faser  Triplett,  Jackson 

Convention  Co-Chairman 
Mrs.  Alvin  E.  Brent,  Jr.,  Jackson 

Registration 

Mrs.  Floyd  L.  Lummus,  Tupelo 
Hospitality  Center 

Mrs.  James  Martin,  Ocean  Springs 
Luncheon 

Mrs.  Carl  Evers,  Jackson 
Boutique  Booth 

Mrs.  Terrell  Blanton,  Jackson 
Publicity 

Mrs.  I.  C.  Knox,  Jr.,  Vicksburg 


Crystal/Topaz 
Pacific 
Royal  D'Iberville 
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PRACTICE  MANAGEMENT  MAILBOX 


Getting  the  Most  from  Your 
Collection  Agency 

Some  patients  who  can  pay  you,  won’t  pay  you 
. . . that’s  a fact.  In  fairness  to  those  patients  who 
make  an  effort  to  pay  you  for  your  services,  some- 
thing must  be  and  should  be  done  about  the  first 
group. 

A collection  agency  might  be  the  answer  . . . 
especially  if  your  office  staff  does  a good  job  on 
following  up  on  overdue  accounts.  After  repeated 
contacts  and  requests  to  pay,  turning  “won’t  pay” 
patients  over  may  be  your  best  alternative. 

We  recommend  selecting  an  agency  that  has  had 
experience  in  collecting  for  physicians,  dentists,  and 
hospitals.  Checking  agency  references  is  a must. 
Then  your  next  step  is  being  sure  that  your  staff 
cooperates  with  the  agency  in  the  four  ways  we’ve 
outlined. 

1 . Use  a good  ‘ ‘ patient  history”  form.  It  will  help 
your  staff  and  your  collection  agency  to  do  a better 
job  on  delinquent  accounts.  At  the  very  least,  you’ll 
need  the  patient’s  (or  responsible  person’s)  name, 
full  address,  phone  number,  marital  status,  birth- 
date,  employer,  employer’s  address  and  phone  num- 
ber, the  name  of  the  person  or  physician  who  re- 
ferred the  patient,  and  full  insurance  information.  If 
the  patient  is  married  you  should  ask  for  the  same 
information  on  the  spouse,  and  remember  to  have 
patients  fill  out  a new  form  periodically  — annually 
is  recommended.  Today,  name,  marital  status,  and 
jobs  change  with  great  frequency. 

2.  Keep  good  records.  This  means  your  staff 
should  record  all  written  or  telephone  contacts  with  a 


patient  as  they  try  to  collect.  Share  the  record  of  your 
efforts  with  the  collection  agency.  Never  bill  or 
contact  the  patient  after  turning  the  account  over. 

3.  Turn  accounts  over  on  a regular,  monthly 
basis.  If  a patient  hasn't  responded  to  repeated  bill- 
ing and  contacts  from  your  office  after  a period  of 
time  — take  action.  Medical  accounts  should  be 
given  to  a professional  collector  after  120  or  180 
days.  Many  physicians  wait  too  long  — as  long  as  a 
year  or  two,  making  it  almost  impossible  for  even 
the  agency  to  do  its  job.  “Aging”  your  accounts  will 
help  you  determine  which  ones  to  refer.  Your 
accountant  can  show  your  staff  how  to  do  this. 

4.  Don't  ask  for  “ progress  reports Repeated 
calls  by  your  staff  for  information  about  the  status  of 
delinquent  accounts  isn’t  a good  idea.  Agency  per- 
sonnel are  busy  “reporting”  when  they  should  be 
“collecting. 

Do  remember  that  an  effective  in-office  collection 
system  is  a must.  Give  your  staff  your  guidance  and 
support  in  this  area. 

One  word  of  caution.  If  your  account  followup 
indicates  the  patient’s  refusal  to  pay  is  based  on 
dissatisfaction  with  the  service,  review  the  account 
carefully  before  turning  it  over  to  a collection  agen- 
cy. A malpractice  suit  can  be  triggered  by  collection 
enforcement  of  an  account  of  a patient  with  a sub- 
stantive grievance. 

(Editor  s Note:  This  month's  article  was  prepared 
by  Karen  Zupko  of  the  AMA’s  Department  of  Prac- 
tice Management . Please  direct  your  practice  man- 
agement inquiries  to  Buck y Murphy,  P.O.  Box 
5229,  Jackson,  MS  39216.) 
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MEDICAL  ORGANIZATION 


Senator  Cochran  Will  Speak 
During  MSMA  Annual  Session 

Senator  Thad  Cochran  will  address  the  annual 
meeting  of  the  Mississippi  Foundation  for  Medical 
Care,  which  will  be  held  later  this  month  in  conjunc- 
tion with  MSMA’s 
113th  Annual  Session. 

The  meeting  is  sched- 
uled for  1:00  p.m., 

Monday,  April  27,  at  the 
Biloxi  Hilton. 

Senator  Cochran  will 
discuss  Washington's 
view  of  current  health 
care  issues. 

Cochran’s  election  to 
the  U.S.  Senate  in  1978, 
replacing  James  O.  East- 
land,  marked  the  first 
time  in  over  100  years  a 
Republican  was  elected  to  statewide  office  in  Mis- 
sissippi. In  the  Senate  he  serves  on  the  Agriculture 
and  Appropriations  Committee.  During  the  97th 
Congress  he  is  serving  as  chairman  of  the  Produc- 
tion, Marketing  and  Price  Stabilization  Subcommit- 
tee of  Agriculture,  and  as  chairman  of  the  Agricul- 
tural Subcommittee  of  Appropriations. 

A native  of  Pontotoc,  Senator  Cochran  received 
his  B.A.  and  law  degrees  from  the  University  of 
Mississippi.  He  served  in  the  U.S.  Navy,  and  stud- 
ied international  law  for  a year  at  the  University  of 
Dublin,  Ireland,  under  a Rotary  Foundation  Fel- 
lowship. For  seven  years,  he  practiced  law  in  Jack- 
son,  MS.  He  was  president  of  the  Young  Lawyers 
Section  of  the  Mississippi  State  Bar,  and  in  1971  he 
was  named  one  of  the  three  outstanding  young  men 
of  the  year  in  the  state.  He  served  three  terms  in  the 
U.S.  House  of  Representatives  before  being  elected 
to  the  Senate. 

Ole  Miss  Medical  Alumni 
Will  Meet  This  Month 

The  annual  reunion  of  University  of  Mississippi 
medical  alumni  will  take  place  during  MSMA’s  up- 
coming 113th  Annual  Session  in  Biloxi. 

Medical  alumni,  their  families  and  guests  will 
meet  for  a cocktail  party  and  seafood  jamboree  be- 


ginning at  7:00  p.m.  on  Monday,  April  27,  in  the 
Versailles  Room  of  the  Royal  D'Iberville  Hotel. 
Sponsors  of  the  annual  event  and  their  representa- 
tives are:  Berlex  Laboratories  — Fred  Mann,  David 
Flanagan  and  John  Harris;  Bristol  Laboratories  — 
Bill  Vaughn;  Foster  Meidcal  Corp.  — Bud  Keim 
and  David  McNamara;  McNeil  Pharmaceutical  — 
John  Scott;  Pfizer  Pharmaceuticals  — Wayne  Burke; 
and  Thomas  Yates  and  Company  — Thomas  Yates. 
Dr.  Leonard  D.  Ball  of  Gulfport  is  chairman  of 
program  planning. 

The  Medical  Alumni  Chapter  business  meeting 
will  be  held  at  the  Biloxi  Hilton  on  Tuesday,  April 
28,  beginning  with  a continental  breakfast  at  7:30 
a.m.  in  the  Stardust  Room.  Chapter  president  is  Dr. 
Thomas  R.  Singley  of  Pascagoula. 

Ole  Miss  Guardian  Society  Day  will  be  conducted 
on  Sunday,  April  26  at  the  Royal  D’Iberville  Hotel. 
A business  meeting  at  10:00  a.m.  in  the  Beauvoir 
Room  will  be  followed  by  a brunch  at  1 1 :30  a.m.  in 
the  Versailles  Room.  Dr.  Joseph  Johnston  of  Mount 
Olive  is  president  of  the  society  and  Dr.  James  C. 
Waits  of  Laurel  is  vice-president.  Members  of  the 
Guardian  Society  planning  committees  are:  Dr. 
Bryan  Barksdale,  Dr.  J.  Dan  Mitchell  and  Mrs.  Carl 
G.  Evers,  all  of  Jackson;  and  Dr.  George  Abraham 
of  Vicksburg,  chairman. 


Plan  to  Attend 
113th  Annual  Session 
April  26-30,  1981 
Biloxi  Hilton 


Sen.  Cochran 
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Medical  Licensure  Board 
Increases  Registration  Fee 

By  action  of  the  Mississippi  State  Board  of 
Medical  Licensure,  the  annual  reregistration  fee  for 
medical  licensure  has  been  increased  from  $30  to 
$50,  effective  with  the  1981-82  reregistration 
period. 

Executive  Officer  Frank  J.  Morgan,  Jr.,  M.D., 
noted  that  the  self-sustaining  Board  operates  on  fees 
alone  — without  local,  state  or  federal  appropria- 
tions. 

Authorized  by  the  1980  Mississippi  State  Legisla- 
ture and  in  operation  since  July  1,  1980,  the  State 
Board  of  Medical  Licensure  licenses  and  sets  poli- 
cies and  professional  standards  of  practice  for  physi- 
cians, osteopaths,  and  podiatrists;  conducts  exams 
and  considers  applications  for  licensure;  investigates 
alleged  violations  of  the  Medical  Practice  Act;  and 
considers  disciplinary  action.  Dr.  Morgan  is  serving 
a six-year  term  as  executive  officer. 


"Art  of  Healing"  Exhibit 
Opens  This  Month  in  Jackson 

"The  Art  of  Healing:  Medicine  and  Science  in 
American  Art”  opens  April  10  at  the  Mississippi 
Museum  of  Art  in  Jackson.  The  exhibit  brings 
together  three  centuries  of  American  art  dealing  with 
the  science  of  medicine. 

Approximately  50  works  make  up  the  exhibit, 
which  includes  such  paintings  as  Winslow  Homer’s 
"Surgeon  at  Work  at  the  Rear  During  an  Engage- 
ment,” a 1962  work;  George  Catlin's  “Blue  Medi- 
cine: A Medicine  Man  of  the  Ting-ta-to-ah  Band” 
from  1835;  and  Norman  Rockwell’s  "The  Oculist" 
from  1956. 

Local  physicians  and  medical-related  organiza- 
tions are  sponsoring  the  exhibit  in  this  area.  "The 
Art  of  Healing”  is  the  first  collection  of  its  kind,  and 
was  organized  by  the  Birmingham  Museum  of  Art. 

The  collection  can  be  seen  through  June  7 during 
the  Museum’s  gallery  hours:  Fridays  from  10:00 
a.m.  to  8:00  p.m.;  other  days,  including  Sundays, 
from  10:00  a.m.  to  5:00  p.m.  The  gallery  is  closed 
on  Mondays. 

The  Museum  welcomes  special  tours.  Arrange- 
ments, including  lunch  at  The  Palette  Restaurant  on 
Tuesdays  through  Fridays,  can  be  made  by  calling 
(601)  960-1515. 


CYCMPEN-IV  (cyclacillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  by  S . pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H.  influenzae. 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P mirabihs. 
(This  drug  should  not  be  used  in  any  E . coli  and  P mirabihs  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  other  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed 
NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  ore,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pom, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilia.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced.  In  Group  A beto-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 


Dosage  (Give 

m equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN" 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q.i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d. 
body  weight  > 20  kg 
(44  lbs)  250  mg  q i d 

Bronchitis  and 
Pneumonia 

Mild  or 

Moderate 

Infections 

250  mg  q.i.d. 

50  mg/kg/day  q.i.d 

Chronic 

Infections 

500  mg  q i d 

100  mg/kg  day  q.i.d 

Otitis  Media 

250  mg  to  500  mg 

q.i.d  t 

50  to  100  mg/'kg/dayT 

Skm  & Skm 

250  mg  to  500  mg 

50  to  100  mg/kg/dayt 

Structures 

q-i  d-  + 

Urinary  Tract 

500  mg  q i d 

100  mg/kg/day 

"Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
(depending  on  severity 


Wyeth 

JJ 


Laboratories 

Philadelphia.  Pa  1 9 1 0 1 
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less  rash,  less  diarrhea  than  with  ampicillin  in  studies  to  date. 

, Efficacy  proven  in  the  treatment  of  bronchitis, 
pneumonia,  and  upper  respiratory  infections. t 


Mean  blood  levels  in  meg/ 
cydacillin  single  oral  dose 


• Rapid,  virtually  complete  absorption  from  Gl  tract 

• Exceptionally  high  peak  blood  levels  — 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

• Rapidly  excreted  unchanged  in  urine  — 

1 V2  times  faster  than  ampicillin 


High  Cure  Rates  with  CYCLAPEN"-W  (cydacillin) 

Causative 

Organism 

Bronchitis/Pneumonia’ 

No.  of 
Patients 

S.  pneumoniae 

100% 

70 

95% 

/ o 

Chronic  Bronchitis1  (acute  exacerbation) 

H.  influenzae 

92% 

Though  clinical  improvement  has  been  shown,  bocterio- 
logic  cures  cannot  be  expected  in  oil  patients  with 
chronic  respiratory  disease  due  to  H influenzae 

12 

Streptococcal  Sore  Throat’ 

Group  A beta- 

hemolytic 

Streptococcus 

100% 

86% 

1 H%  Climrnl  Rpspnnsp 
I 1%  Bacterial  Eradication 

tDue  to  susceptible  organisms. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 


‘Based  on  single  oral  doses  of  500  mg  cydacillin  tablet  and  500  mg 
ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

See  important  information  on  facing  page. 

Wyeth  Laboratories  • Philadelphia.  Pa  19101 
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CYCLAPEN-W 

( k *11*  \ 250  and  500  mg  Tablets 
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more  than  just  spectrum 


POSTGRADUATE 

CALENDAR 


PERSONALS 


April  21-22,  1981 

Hematology  Update:  Neoplastic  Disorders 
University  Medical  Center,  Jackson 

Sponsors  are  the  University  of  Mississippi 
School  of  Medicine  Department  of  Medicine  Di- 
vision of  Hematology  and  the  Medical  Center 
Division  of  Continuing  Health  Professional 
Education. 

Coordinator:  Francis  S.  Morrison,  M.D.,  professor 
of  medicine  and  director  of  the  division  of  hema- 
tology, University  of  Mississippi  School  of  Medi- 
cine. 

This  program  is  designed  for  primary  care 
physicians  and  will  provide  practical  information 
on  the  modem  approach  to  management  and  sup- 
portive care  of  patients  with  hematologic  neoplas- 
tic disorders.  Emphasis  is  on  recent  advances  in 
management  of  leukemia  and  lymphoma  which 
have  resulted  in  a higher  rate  of  cure.  Fee:  $40. 
Credit:  6.5  credit  hours  (.65  CEU),  Category  I of 
the  Physician’s  Recognition  Award,  AMA. 

May  2-3,  1981 

Clinical  Nuclear  Medicine  Imaging 
University  Medical  Center,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Radiology  and 
the  Medical  Center  Division  of  Continuing  Health 
Professional  Education. 

Coordinator:  C.  Jay  Kees,  III,  M.D.,  clinical  in- 
structor in  radiology.  University  of  Mississippi 
School  of  Medicine. 

This  program  will  include  sessions  on  applica- 
tion of  nuclear  medicine  in  abdominal  disease  and 
procedures  in  oncology,  nuclear  medicine  brain 
imaging  in  the  era  of  CT  and  thyroid  diagnosis  and 
treatment.  Fee:  $50  for  physicians  and  scientist 
members  of  the  Mississippi  Society  of  Nuclear 
Medicine  ($60  for  nonmembers).  Credit:  8 con- 
tact hours  (.8  CEU),  Category  I of  the  Physician’s 
Recognition  Award,  AMA. 

For  more  information,  contact  the  Division  of 
Continuing  Health  Professional  Education,  Uni- 
versity of  Mississippi  Medical  Center,  2500  North 
State  Street,  Jackson,  MS  39216.  Phone:  (601 ) 987- 
4914. 


James  Achord  of  UMC  attended  a recent  executive 
committee  meeting  of  the  American  College  of  Gas- 
troenterology in  Portchester,  NY. 

Patrick  Barrett  of  Jackson  spoke  at  a recent  Indi- 
anola  Civic  League  educational  workshop  on  sco- 
liosis. 

Columbus  Children’s  Clinic,  P.A.  (Robert  L. 
Buckley,  Jr.  and  Jacob  Skiwski)  announce  their 
relocation  to  Doctor’s  Park,  425  Hospital  Drive, 
Columbus. 

Benjamin  L.  Crawford,  III,  has  associated  with 
the  Doctors  Clinic  of  Tylertown  for  the  practice  of 
gynecology. 

C.  Mims  Edwards  of  Jackson  announces  the 
reopening  of  his  office  for  the  practice  of  psychiatry 
at  1855  Lakeland  Drive. 

John  E.  Green  of  Hattiesburg  recently  attended  a 
Miami  Eye  Foundation  course  on  cataract  extraction 
and  intraocular  lens  implantation. 

James  D.  Hardy  of  UMC  recently  attended  an  ex- 
ecutive committee  meeting  of  the  International  Soci- 
ety of  Surgery  in  Basle,  Switzerland  and  presented  a 
paper  at  the  Southern  Association  for  Vascular 
Surgery  in  Dorado  Beach,  Puerto  Rico. 

Mark  H.  Leifer  of  Meridian  has  been  certified  as  a 
diplomate  by  the  American  Board  of  Internal  Medi- 
cine. 

John  C.  Morrison  of  UMC  was  guest  speaker  at  a 
recent  Southern  Perinatal  Association  meeting  in 
New  Orleans. 

Edward  R.  North  of  Jackson  recently  received  the 
“Book  of  Golden  Deeds’’  award  from  the  Exchange 
Club  of  North  Jackson. 

John  L.  Pendergrass  of  Hattiesburg  attended  the 
recent  Cataract  Microsurgical  Course  sponsored  by 
the  LSU  Eye  Center  in  New  Orleans. 

Charles  R.  Secrest  of  Houston  announces  the 
relocation  of  his  office  for  the  practice  of  cardiology 
and  internal  medicine  to  Medical  Plaza,  1002  East 
Madison. 

Elton  S.  Thomas  of  Columbus  announces  the  re- 
location of  his  office  for  the  practice  of  general 
surgery  to  428  Hospital  Drive. 
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In  Hypertension*...WhenYou  Need  to  Conserve  K+ 


Every 
Step 
of  the 
Way 


Each  capsule 
contains  50  mg.  of 
Dyrenium®  (brand  of  triamterene) 
and  25  mg  of  hydrochlorothiazide 


ADPnnlLAT°R 

vaso°  cNs 

'BL0nC®PlNB 


tStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent). 


should  be  checked  periodically  (see  Warnings). 


Serum  K+  and  BUN 

Before  prescribing,  see  complete  prescribing 
information  in  SK&f  Co.  literature  or  PDR.  A brief 
summary  follows: 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual  If  this 
combination  represents  the  dosage  so  deter 
mined,  its  use  may  be  more  convenient  in  patient 
management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progres- 
sive renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used  Hyperkalemia  can  occur, 
and  has  been  associated  with  cardiac  irregularities 
It  is  more  likely  in  the  severely  ill.  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency  Period- 
ically. serum  K+  levels  should  be  determined  If 
hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K+  intake  Associated  widened  QRS  com- 
plex or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 


bocytopenia, other  adverse  reactions  seen  in  adults 
Thiazides  appear  and  triamterene  may  appear  in 
breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing  Adequate  information  on  use  in  chil- 
dren is  not  available.  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma  Possible  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  deter 
minations  (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids)  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those 
with  suspected  or  confirmed  renal  insufficiency 
Watch  for  signs  of  impending  coma  in  severe  liver 
disease  If  spironolactone  is  used  concomitantly, 
determine  serum  K+  frequently  both  can  cause  K + 
retention  and  elevated  serum  K+  Two  deaths  have 
been  reported  with  such  concomitant  therapy  (in 
one,  recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly  moni- 
tored) Observe  regularly  for  possible  blood 
dyscrasias.  liver  damage,  other  idiosyncratic  re- 
actions Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  thiazides  Triam- 
terene is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Anti- 
hypertensive  effect  may  be  enhanced  in  post- 
sympathectomy patients  Use  cautiously  in  surgical 
patients  The  following  may  occur  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with 


possible  metabolic  acidosis  Dyazide'  interferes  with 
fluorescent  measurement  of  qumidine.  Hypo- 
kalemia, although  uncommon,  has  been  reported. 
Corrective  measures  should  be  instituted  cautiously 
and  serum  potassium  levels  determined  Discon- 
tinue corrective  measures  and  Dyazide'  should 
laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Serum  PBI  levels  may  decrease  with- 
out signs  of  thyroid  disturbance  Calcium  excretion 
is  decreased  by  thiazides  Dyazide  should  be  with- 
drawn before  conducting  tests  for  parathyroid 
function 

Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis,  rash, 
urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions,  nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal  disturbances 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis, xanthopsia  and,  rarely,  allergic  pneumo- 
nitis have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components 

Supplied:  Bottles  of  1000  capsules;  Single  Unit 
Packages  (unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patient-Pak™  umt-of-use  bottles 
of  100 

©SK&F  Co.,  1980 
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compare  the  analgesic  effect 

A Motrin  400  mg  dose  relieved  postsurgical  dental  pain  as  effectively  as  a combination 
of650mgaspirinand  60  mg  codeine  (twoaspirin-with-codeine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double-blind,  placebo-controlled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1, 2,  and  4 hours  between  the  Motrin  and  aspirin-with-codeine  groups. . . 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatment  was  significantly  more  effective  (p<  0.0001)  than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combination 


4 = Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 


c 1^1  Motrin  400  mg 

o Aspirin  650  mg  plus  codeine  60  mg 


T ime  after  drug  administration  (hours)  Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4-6h  prn 


For  relief  of  mild  to  moderate  pain: 

Motrin  400  mg 

ibuprofen.  Up  phn 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Nonscheduled 
•Acts  peripherally  • Relieves  pain  rapidly  • Relieves  inflammation  • Indicated 
in  acute  and  chronic  pain  • Well  tolerated  (The  most  common  side  effect 
with  Motrin  is  mild  gastrointestinal  disturbance.) 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


Motrill j (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


WHY  I’M 
A UNITED  WAY 
VOLUNTEER 


Motrin"  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain 
Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been  estab- 
lished in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS) 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS) 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established,  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogemc 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields 
Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation, 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  interactions.  Aspirin  Used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,'1'  epigastric  pain;'  heartburn;' 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness;'  headache,  nervousness  Dermatologic:  Rash"  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS) 

'Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoqlobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia.  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias,  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 
Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300,  400.  or  600  mg  t.i.d.  or  q.i  d 
Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day 

Caution:  Federal  law  prohibits  dispensing  without  prescription 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 

package  insert 
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THE  UPJOHN  COMPANY 
Kalamazoo,  Michigan  49001  USA 


MED  B-4-S 


STEPHEN  GRAHAM  ■■■■■■ 

Home:  Seattle,  Washington 
Career:  Attorney 
Age:  29 

Married:  One  daughter 
Interests:  Hiking,  writing,  cartoon- 
ing, bicycling  and  volunteering  for 
United  Way 


"Because  there's  more  to  my  life 
than  just  me. 

"Like  being  with  my  family  Hiking 
along  the  timberline.  And  getting 
involved  in  my  community 

"Volunteering  for  United  Way 
adds  another  dimension  to  my  life. 
I'm  putting  my  skills  to  work  for  the 
benefit  of  the  entire  community 
And  I'm  meeting  all  kinds  of  people 
who  are  doing  the  same. 

"Most  important  of  all.  I'm  learn- 
ing more  about  human  care  needs. 
And  how -as  a United  Way  volun- 
teer-1 can  make  a difference  here 
in  Seattle.  It's  a valuable  lesson  in 
leadership. 

"By  helping  shape  my  commu- 
nity's future,  through  United  Way,  I'm 
more  than  just  living 
my  life.  I'm  fulfilling  it. 


Thanks  to  you... 
it  works... 

for  ALL  OF  us  United  V\tey 
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Butts,  Donald  Hal,  Jackson.  Bom  Winona,  MS, 
July  9,  1938;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1976;  interned  Uni- 
versity Medical  Center,  Jackson,  one  year;  neurolo- 
gy residency,  same,  1977-80;  elected  by  Central 
Medical  Society. 

Davis,  Jacqueline  D.,  Natchez.  Born  Mound 
Bayou,  MS,  Oct.  9,  1951;  M.D.,  Meharry  Medical 
College  School  of  Medicine,  Nashville,  TN,  1975; 
interned  Hurley  Medical  Center,  Flint,  MI,  one 
year;  ob-gyn  residency.  Province  Hospital,  South- 
field,  MI,  1976-1979;  elected  by  Homochitto  Valley 
Medical  Society. 

Ford,  John  Robert,  Vicksburg.  Born  Hazlehurst, 
MS,  Sept.  19,  1950;  M.D. , University  of  Mississip- 
pi School  of  Medicine,  Jackson,  1976;  interned  and 
family  medicine  residency,  University  Medical  Cen- 
ter, Jackson,  1976-79;  elected  by  West  Mississippi 
Medical  Society. 

Gibson,  Don  Albert,  Brandon.  Bom  Jackson, 
MS,  June  1,  1948;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1976;  interned  and 
family  practice  residency.  University  Medical  Cen- 
ter, Jackson,  1976-79;  elected  by  Central  Medical 
Society. 

Nichols,  Aubrey  Norwood,  III,  Centreville.  Born 
Yazoo,  MS,  June  17,  1950;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1976;  in- 
terned Baptist  Memorial  Hospital,  Memphis,  one 
year;  ophthalmology  residency,  University  Medical 
Center,  Jackson,  1977-80;  elected  by  Amite- 
Wilkinson  Counties  Medical  Society. 

Sherman,  Bernadette  E.,  Natchez.  Bom  Alcorn 
County,  Oct.  13,  1947;  M.D.,  Meharry  Medical 
College  School  of  Medicine,  Nashville,  TN,  1976; 
interned  and  ob-gyn  residency.  Providence  Hospi- 
tal, Southfield,  MI,  1976-80;  elected  by  Homochitto 
Valley  Medical  Society. 

Streiffer,  Richard  H.,  Collins.  Born  New 
Orleans,  LA,  Feb.  5,  1952;  M.D.,  Louisiana  State 
University  School  of  Medicine,  New  Orleans,  1977; 
interned  and  family  practice  residency,  University  of 
Alabama  Medical  Center,  Tuscaloosa,  1977-80; 
elected  by  South  Mississippi  Medical  Society. 


Walker,  William  Edward,  Collins.  Born  Aransas 
Pass,  TX,  Nov.  4,  1952;  M.D.,  University  of  Mis- 
sissippi Medical  Center,  Jackson,  1977;  interned 
and  family  practice  residency.  University  of  Alaba- 
ma Medical  Center,  Tuscaloosa  1977-80;  elected  by 
South  Mississippi  Medical  Society. 


DEATHS 


Van  Landingham,  David  J.,  Jackson.  Born  West 
Point,  MS,  May  13,  1913;  M.D.,  University  of 
Tennessee  College  of  Medicine,  Memphis  1937; 
interned  Waterbury  General  Hospital,  Waterbury, 
CT,  one  year  and  interned  in  pathology,  John  Gaston 
Hospital,  Memphis,  1945-46;  internal  medicine  res- 
idency, same,  1946-48;  internal  medicine  residency, 
Peter  Brent  Brigham  Hospital,  Boston,  MA,  1948- 
49  and  3-month  fellowship  in  medicine,  Lahey  Cli- 
nic, Boston;  died  March  1,  1981,  age  67. 
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MSMA  and  MMFES  Sponsor  Seminar  to 
Examine  the  Medical  Malpractice  Problem 


When  Dr.  Robert  S.  Brittain  was  asked  to  chair  a 
Colorado  Medical  Society  panel  to  review  malprac- 
tice cases,  he  found  he  had  to  re-define  his  thinking 
about  the  real  source  of  the  malpractice  problem.  He 
shared  those  thoughts  with  physicians  attending  the 
recent  MSMA/MMFES-sponsored  malpractice 
seminar  in  Jackson. 

Speaking  on  the  topic  of  risk  management,  the 
Colorado  surgeon  remarked  that  after  reviewing  360 
cases,  the  CMS  panel  found  that  when  their  carrier 
lost  medical  malpractice  suits,  it  was  because  of  the 
doctors  involved  — not  the  previously  identified 
“villains”  — bad  laws  favoring  the  public,  bad 
juries,  unscrupulous  plaintiffs’  attorneys,  insurance 
carriers  bent  on  “ripping  off”  the  doctor,  and  an 
avaricious  public.  He  outlined  measures  physicians 
can  take  to  stop  contributing  to  the  malpractice  prob- 
lem. 

Dr.  Brittain  noted  that  statistics  indicate  that  two- 
thirds  of  practicing  doctors  will  not  be  sued  in  the 
next  ten  years.  Of  the  one-third  who  do  face  law- 
suits, only  one-half  will  be  involved  in  cases  having 
any  merit;  and  less  than  one  in  ten  of  the  cases  with 
merit  will  be  due  to  “gross  negligence.” 


Turning  to  the  remainder  of  the  cases,  Dr.  Brittain 
explored  the  reasons  why  suits  would  be  filed.  The 
major  cause,  he  said,  is  that  the  patient  is  angry.  He 


"Change  yourselves  . . . you  can't  solve  the 
medical  malpractice  problem  by  changing 
carriers,  changing  laws,  or  changing  the 
public." 


pointed  out  that  the  physician’s  own  attitude  is  often 
the  reason  for  that  anger.  A physician’s  arrogance, 
displayed  by  such  things  as  keeping  patients  waiting 
or  “talking  down”  to  patients,  can  produce  anger, 
as  can  what  Dr.  Brittain  termed  “unconscionable” 
bills  for  services.  One  such  bill,  he  said,  would  be  to 
charge  for  correcting  an  error  which  should  not  have 
happened  in  the  first  place.  Another  contributing 
factor  is  professional  jousting  — by  both  doctors  and 
nurses.  Disapproval  of  another  doctor’s  treatment, 
even  demonstrated  in  such  a subtle  way  as  a raised 
eyebrow,  can  make  a patient  angry. 
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Dr.  C.  G.  Sutherland  of  Jackson,  standing,  moderated  a panel  discussion  during  the  recent  malpractice  seminar  held 
in  Jackson  under  the  sponsorship  ofMSMA  and  the  Mississippi  Medical  Fraternal  and  Educational  Society.  Participants 
included,  from  left.  Dr.  Robert  S.  Brittain  of  Denver,  CO,  who  discussed  ‘ ‘Risk  Management  - the  Do’s  and  Don'ts  of 
Medical  Practice’  ’ ; Dr.  Glenn  Wegener  of  Clarksdale,  who  presented  ‘ ‘The  Anatomy  and  Physiology  of  a Medical-Legal 
Dilemma’’ ; attorney  William  Liston  of  Winona,  who  outlined  ' ‘Pertinent  Considerations  in  Undertaking  the  Prosecution 
of  Medical  Negligence  Claims” ; Judge  Andrew  Baker  of  Charleston,  who  presented  ‘ ‘A  View  of  the  Physician  from  the 
Bench” ; and  attorney  Thomas  L.  Stennis  of  Gulfport,  who  described  ‘‘The  Role  of  the  Defense  Lawyer  in  a Medical 
Malpractice  Action.” 


Often,  surprise  is  another  reason  a patient  files  a 
claim.  This,  Dr.  Brittain  observed,  suggests  that 
patients  often  sign  “informed  consent”  forms  with- 
out fully  understanding  them.  He  reminded  physi- 
cians that  it  is  not  the  form  which  is  important,  but 
the  informed,  and  he  illustrated  that  importance  by 
citing  the  fact  that  one-third  of  patients  go  to  plain- 
tiffs’ attorneys  because  of  problems  with  informed 
consent.  They  are  simply  surprised  at  the  results,  in 
spite  of  having  signed  a form. 

Dr.  Brittain  stressed  the  importance  of  maintain- 
ing adequate  and  legible  medical  records  and  noted 
that  failure  to  do  so  often  is  a contributing  factor 
when  cases  are  lost. 

Although  he  had  some  advice  for  physicians  who 
have  had  a complaint  lodged  against  them  (such  as 
being  thoroughly  prepared  to  give  a deposition  and 
heeding  their  attorney’s  advice  on  being  a witness), 
he  emphasized  the  importance  of  prevention.  He 
challenged  physicians  to  “change  yourselves  . . . 
you  can’t  solve  the  medical  malpractice  problem  by 
changing  carriers,  changing  laws  or  changing  the 
public.” 


Dr.  Robert  Brittain  advised  physicians  on  Risk  Man- 
agement. 
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Success  Reported 
For  MSMA  Legislation 

As  the  1981  regular  Session  of  the  Mississippi 
Legislature  nears  an  end,  MSMA-sponsored  bills 
appear  to  be  in  excellent  shape.  The  State  Medical 
Examiner  bill  (SB-2004)  passed  both  chambers  in 
different  forms  and  was  sent  to  conference.  Also  in 
conference  after  passing  both  chambers  is  a bill  to 
increase  the  per  diem  paid  to  hospitals  for  furnishing 
care  to  indigents.  A third  MSMA  bill  in  conference 
is  HB-743,  which  would  reduce  the  blood  alcohol 
content  for  D.W.I. 

The  Uniform  Determination  of  Death  Act  (SB- 
2203)  was  adopted  by  both  chambers  and  has  gone  to 
the  Governor  for  his  signature.  The  passage  of  this 
act  makes  Mississippi  the  first  state  to  adopt  this 
model  bill.  A bill  which  would  reduce  retention  time 
for  X-rays  from  seven  to  four  years  has  passed  both 
chambers  with  only  minor  differences.  The  Senate  is 
expected  to  concur  with  House  amendments,  thus 
sending  the  bill  to  the  Governor. 

The  association's  participation  in  the  legislative 
session  has  not  been  limited  to  vigorous  efforts  to 
gain  support  of  MSMA-sponsored  legislation, 
however.  For  the  17th  consecutive  year,  the  associa- 
tion’s Emergency  Medical  Care  Unit,  staffed  by 
Mavis  Barlow.  R.N.,  and  volunteer  Doctors  of  the 
Day,  has  provided  medical  services  to  legislators 
and  Capitol  employees.  The  MSMA  Auxiliary  again 
held  its  “Legislative  Day”  in  Jackson.  The  occasion 
included  a visit  to  the  Capitol  and  a luncheon  at  the 
Holiday  Inn  Downtown,  with  Mississippi  legislators 
as  special  guests. 


Rep.  Cecil  Simmons  attended  the  luncheon  in  the 
unique  role  of  legislative  guest  and  auxiliary'  member.  He 
is  married  to  Dr.  Sue  Simmons  of  Maben. 


Bucky  Murphy , at  left,  MSMA  assistant  executive 
secretary’  and  general  counsel,  welcomed  guests  to  the 
Legislative  Day  luncheon.  Among  those  seated  at  the 
head  table  were,  from  right,  Sen.  Wayne  Burkes  of  Bolton, 
Mrs.  Brad  Dye  and  Lt.  Gov.  Dye  of  Jackson,  and  Mrs. 
Curtis  Roberts  of  Brandon,  auxiliary  president. 


Sen.  Vince  Scoper  of  Laurel,  left,  and  Rep.  Johnny 
Stringer  of  Bay  Springs  were  among  guests  at  MSMA 
Auxiliary’s  Legislative  Day  luncheon. 


Sen.  Tommy  Brooks  of  Carthage,  at  right,  introduced 
Dr.  Arthur  A.  Derrick  of  Durant,  left,  to  the  Mississippi 
Senate.  Dr.  Derrick  is  among  the  volunteer  Doctors  of  the 
Day  who  have  staffed  the  association’ s Emergency 
Medical  Care  Unit  during  the  legislative  session. 
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antianxiety/antisecretory/antispasmodic 


for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome* 


Librax 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this 
drug  Dy  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

Possibly"  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  col- 
itis) and  acute  enterocolitis 
Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation 

Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  HCl  and/or 
clidinium  Bromide 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS 
depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  (eg  operat- 
ing machinery,  driving)  Physical  and  psychologi- 
cal dependence  rarefy  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 
(chlordiazepoxide  HCI/Roche)  to  known  addic- 


tion-prone individuals  or  those  who  might  increase 
dosage,  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially,  increase  gradually  as 
needed  and  tolerated)  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical 
reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression  suicidal  tend- 
encies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 


and  oral  anticoagulants,  causal  relationship  not 
established 

Adverse  Reactions:  No  side  effects  or  manifes- 
tations not  seen  with  either  compound  alone 
reported  with  Librax  When  chlordiazepoxide  HCl 
is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated,  avoid- 
able in  most  cases  by  proper  dosage  adjustment 
but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances  Also 
encountered  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent,  generally 
controlled  with  dosage  reduction,  changes  in  EEG 
patterns  may  appear  during  and  after  treatment, 
blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCl.  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  re,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  com- 
bined with  other  spasmolytics  and/or  low  residue 
diets 
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Manati.  Puerto  Rico  00701 


"We're  together  because  Dr.  Benson 
recommended  home  health  care." 


Home  health  care  is  an  excel- 
lent alternative  when  your  patients 
cannot  fully  care  for  themselves,  yet 
do  not  need  to  be  in  a hospital  or 
nursing  home.  They  can  enioy  the 
comforts  of  home  and  family  while 
receiving  the  care  they  need,  often 
at  a cost  far  below  that  of  institu- 
tional care.  And  you  are  always  in 
full  control  of  the  plan  of  care. 

Each  year,  thousands  of  people 
receive  care  at  home  from  Upjohn 
Healthcare  Servicess.M  We  employ 
nurses,  nurse  assistants,  home 
health  aides,  homemakers  and 
companions. 

We're  the  nation's  leading  pri- 
vate provider  of  home  health  care, 
with  hundreds  of  offices  through- 
out the  United  States  and  Canada. 
Many  of  our  offices  are  licensed 
to  provide  services  covered  by 
Medicare. 

Upjohn  Healthcare  Services  is 
a service  program  of  The  Upjohn 
Company,  a name  you  and  your  pa- 
tients can  trust.  For  free  home  health 
care  information  packets  you  can 
give  to  your  patients,  please  send  us 
the  coupon  below.  Or  call  our  office 
nearest  you,  listed  in  the  white 
pages  of  your  telephone  directory. 


Name 

Address 

City State Zip 

Mail  to:  Upjohn  Healthcare  Services 
Dept,  sjg 
3651  Van  Rick  Drive 
Kalamazoo,  Michigan  49002 
HM  6743  ©1981  Upjohn  Healthcare  Services,  Inc 


Please  □ send  me  10  free  home  health 
care  information  packets 
□ have  your  service  director 
call  me 


UPJOHN 

HEALTHCARE 

SERVICES” 


Let  us  help  you  tell  your  patients  about 
home  health  care. 


MEETINGS 


National  and  Regional 

American  Medical  Association.  Annual  Meeting,  June  7-11. 
1981,  Chicago;  James  H.  Sammons,  Executive  Vice  Presi- 
dent, 535  N.  Dearborn  St.,  Chicago,  IL  60610. 


State  and  Local 

Mississippi  State  Medical  Association,  113th  Annual  Session,  April 
26-30,  1981,  Biloxi.  Charles  L.  Mathews,  Executive  Secy.,  735 
Riverside  Drive,  P.O.  Box  5229,  Jackson  39216. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting.  July  29- 
August  1,  1981,  Biloxi.  Mrs.  Alyce  Palmore.  Executive  Secy.,  P.O. 
Box  12330,  Jackson  39211. 

Amite-WHkinson  Counties  Medical  Society,  3rd  Monday, 
March,  June,  September,  December.  James  S.  Poole,  Secy., 
The  Gloster  Clinic,  Gloster  39638,  Counties:  Amite,  Wilkin- 
son. 

Central  Medical  Society,  1st  Tuesday,  January,  April,  October, 
December,  6:30  p.m.,  Primos  Northgate  Restaurant,  Jackson. 
Patsy  Douglas,  Executive  Secy.,  B6  Medical  Arts  Bldg., 
1151  N.  State  St.,  Jackson  39201.  Counties:  Hinds,  Leake, 
Madison,  Rankin,  Scott,  Simpson,  Yazoo. 

Claiborne  County  Medical  Society,  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital,  Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County: 
Claiborne. 

Clarksdale  and  Six  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  p.m.,  Clarks- 
dale. Rodney  Baine,  Secy.,  110  Yazoo  Ave.,  Clarksdale 
38614.  Counties:  Coahoma,  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Society,  1st  Wednesday,  January, 
March,  May,  September  and  November.  H.  S.  Barrett,  Secy., 
P.O.  Box  1898,  Gulfport  39501.  Counties:  Hancock,  Harri- 
son, Stone. 

Delta  Medical  Society,  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751. 
Counties:  Bolivar,  Humphreys,  Leflore,  Sunflower,  Wash- 
ington. 

DeSoto  County'  Medical  Society,  3rd  Thursday,  February  and 
August,  1:00p.m.,  Kenny’s  Restaurant,  Hernando.  Malcolm 
D.  Baxter,  Jr.,  Secy.,  Baxter  Clinic,  Hernando  38632. 
County:  DeSoto. 

East  Mississippi  Medical  Society,  IstTuesday,  February,  April, 
June,  October,  December.  J.  Barry  Gilbert,  Secy.,  Mail:  Ms. 
Jenkins,  1415  50th  Ave.,  Meridian  39301.  Counties:  Clarke, 
Kemper,  Lauderdale,  Neshoba,  Newton,  Winston. 

Homochitto  Valley  Medical  Society,  1st  Tuesday,  February. 
June,  September,  December.  Ramada  Inn,  Natchez.  Walter 
T.  Colbert,  Secy.,  P.O.  Box  1488,  Natchez 39120.  Counties: 
Adams,  Jefferson. 

North  Central  District  Medical  Society,  3rd  Wednesday, 
March,  June,  September,  December.  Robert  L.  Coggin,  Pres, 
and  Secy.,  965  Avent  Dr.,  Grenada  38901.  Counties:  Attala, 
Carroll,  Choctaw,  Grenada,  Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Society,  1st  Thursday,  March, 
June,  September,  December.  Roger  L.  Lowery,  Secy.,  618 
Pegram  Dr.,  Tupelo  38801.  Counties:  Alcorn,  Calhoun, 
Chickasaw,  Itawamba,  Lee,  Monroe,  Pontotoc,  Prentiss, 
Tishomingo,  Union. 

North  Mississippi  Medical  Society,  1st  Thursday,  March.  Au- 
gust, December.  Cherie  Friedman,  Secy.,  424  South  5th, 
Oxford  38655.  Counties:  Benton,  Lafayette,  Marshall, 
Panola,  Tate,  Tippah,  Yalobusha. 

Pearl  River  County  Medical  Society,  2nd  Monday,  March,  June, 
September,  December.  J.  C.  Griffing,  Secy.,  Crosby  Memo- 
rial Hospital,  Picayune  39466.  County:  Pearl  River. 


Prairie  Medical  Society,  2nd  Tuesday,  March,  June,  Septem- 
ber, December.  Albert  H.  Laws,  Secy.,  816  Second  Ave. 
North,  Columbus  39701.  Counties:  Clay,  Oktibbeha, 
Lowndes,  Noxubee. 

Singing  River  Medical  Society,  3rd  Monday,  February,  May, 
August,  November.  Robert  D.  Holbert,  Secy.,  P.O.  Box 
1502,  Pascagoula  39567.  County:  Jackson. 

South  Central  Mississippi  Medical  Society,  2nd  Tuesday, 
March,  June,  September,  December.  Julian  T.  Janes,  Secy., 
304  Clark,  McComb  39648.  Counties:  Copiah,  Franklin, 
Lawrence,  Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Society , 2nd  Thursday,  March,  June, 
September,  December.  Douglas F.  Thomas,  Secy.,  415  South 
28th  Ave. , Hattiesburg  39401 . Counties:  Covington,  Forrest, 
George,  Greene,  Jasper,  Jefferson  Davis.  Jones,  Lamar, 
Marion,  Perry,  Smith,  Wayne. 

West  Mississippi  Medical  Society,  2nd  Tuesday,  January, 
March,  May,  September,  October,  November,  6:30  p.m.. 
Magnolia  Motor  Motel,  Vicksburg.  Martin  E.  Hinman, 
Secy.,  The  Street  Clinic,  Vicksburg  39180.  Counties:  Is- 
saquena, Sharkey,  Warren. 


Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organiza- 
tions have  been  accredited  in  accordance  with  the  “Essentials 
for  Accreditation  of  Institutions  and  Organizations  Offering 
Continuing  Medical  Education  Programs"  of  the  Liaison  Com- 
mittee on  Continuing  Medical  Education.  Information  concern- 
ing CME  programs  for  physicians  offered  by  these  accredited 
sources  may  be  obtained  by  writing  the  Director,  Continuing 
Medical  Education,  at  the  individual  institution  or  organization. 


Council  on  Scientific  Assembly 

Mississippi  State  Medical  Association 
735  Riverside  Drive 
Jackson.  MS  39216 

North  Mississippi  Medical  Center 
830  Gloster  Avenue 
Tupelo.  MS  38801 

Forrest  General  Hospital 
Box  1897 

Hattiesburg.  MS  39401 

Mississippi  Baptist  Hospital 
1225  N.  State  Street 
Jackson,  MS  39201 

Gulf  Coast  Community/Gulfport 
Memorial  Hospital  Consortium 
4642  W Beach  Boulevard 
Biloxi,  MS  39531 

Jefferson  Davis  Memorial  Hospital 
Box  1488 

Natchez.  MS  39120 

King’s  Daughter  Hospital 
Box  948 

Brookhaven.  MS  39601 

Delta  Medical  Center 
Greenville.  MS  38701 

Riverside  Hospital 
Lakeland  Drive 
Jackson.  MS  39208 


Mississippi  Radiological  Society 
316  Medical  Arts  Building 
Jackson.  MS  39201 


Northwest  Mississippi  Regional  Medical  Center 
Box  1218 

Clarksdale.  MS  38614 

Mississippi  Chapter 

American  College  of  Surgeons 
Box  5229 

Jackson.  MS  39216 

Mercy  Regional  Medical  Center 
100  McAuley  Drive 
Vicksburg.  MS  39180 


North  Panola  County  Hospital 
Drawer  160 
Sardis.  MS  38666 


Singing  River  Hospital 
2809  Denny  Avenue 
Pascagoula.  MS  39567 

Magnolia  Hospital 
Alcorn  Dnve 
Corinth.  MS  38834 


Greenwood  Leflore  Hospital 
1508  Leflore  Avenue 
Greenwood,  MS  38930 


Howard  Memorial  Hospital 
1559  Lafayette  St. 

Biloxi,  MS  39533 
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PLACEMENT  SERVICE 


Physicians  Wanted 

Anesthesiologist  to  join  large  community  hospi- 
tal. Contact  Tom  Askew,  Administrator,  Green- 
wood-Leflore  County  Hospital,  Greenwood,  MS 
38930. 

General  Practitioner  or  family  practitioner  to  join 
established  solo  practitioner.  Excellent  medical  fa- 
cilities, state  college  community,  JCAH  approved 
hospital.  Call  or  write  Dr.  G.  Leroy  Howell;  Hos- 
pital Drive;  Starkville,  MS  39759.  Phone  (601 ) 323- 
2911. 

Associate  or  Physicians  interested  in  independent 
practice  in  family  medicine,  internal  medicine, 
pediatrics,  surgery  or  ob-gyn.  Suite  ready  for  lease 
or  will  build  to  suit  tenant.  Located  in  rapidly  grow- 
ing Northeast  Jackson  suburban  area.  Contact 
Robert  Cates,  M.D. , Cates  Plaza  Clinic,  Ridgeland, 
MS  or  call  (601)  856-6000. 

Surgeon  to  associate  in  active  practice  in  town  of 
15,000  in  Southwest  Mississippi.  Drawing  area 
75,000.  Contact  Marvin  Harvey,  M.D.,  Box  728, 
McComb,  MS  39648. 

General  Practice  opportunity  in  group  practice  on 
Gulf  Coast.  No  initial  investment.  Excellent  hospital 
facilities.  Contact:  W.  E.  Calhoun,  M.D.  and  W.  P. 
Warfield,  M.D.,  P.O.  Box  764,  Moss  Point,  MS 
39563;  telephone  (601)  475-8821. 

Situations  Wanted 

Board  eligible  anesthesiologist  seeks  practice 
location.  M.D.  from  M.  P.  Shah  Medical  College, 
Jamnagar,  India,  1971.  Anesthesiology  residency  at 
University  of  Tennessee,  1980.  Married.  Contact 
Mohanlal  L.  Patel,  M.D.,  5289  Queen  Anne  Dr., 
Memphis,  TN  38134. 


Pediatrician  completing  military  obligation  in 
November  seeks  practice  opportunity  in  single  spe- 
cialty, multi-specialty  or  partnership  position  in 
community  of  20,000-80,000  population.  Contact 
David  W.  Drennen,  M.D.,  9998A  Saint  Onge  Ave- 
nue, Ellsworth  AFB,  SD  57706. 

Pediatrician  seeks  practice  location  upon  comple- 
tion of  residency  in  July  1981.  Contact  J.  K. 
Angrish,  M.D.,  1222  Vincent  Ct.,  #4,  Flint,  MI 
48503. 

Pathologist  — Board  Eligible.  University  trained. 
Completing  residency.  Available  July  1981 . Contact 
Ashraf  Mohammad , M . D . , University  Medical  Cen- 
ter, 2500  North  State  St.,  Jackson,  MS  39216. 

Cardiologist  seeks  solo  or  group  practice  opportu- 
nity in  hospital-based  consultative  practice.  Com- 
pleting fellowship  in  June  1981 . Contact  Amar  De- 
Sai,  M.D.,  1003  Fenley  Ave.,  Louisville,  KY 
40222. 


Pediatrician  and  Pathologist  (husband  and  wife) 
seek  practice  opportunity.  Available  July  1981. 
Contact  Michael  M.  Lessner,  M.D.  and  Evelyn  J. 
Diehl,  M.D.,  1920  Cheremoya  Ave.,  Los  Angeles, 
CA  90068. 


Pathologist  especially  interested  in  coagulation  and 
blood  banking  seeks  hospital-based  position.  Con- 
tact Daniel  Williams,  Jr.,  M.D.,  77  Rippowam  Rd., 
Apt.  A,  Stamford,  CT  06902. 

General  Practitioner  seeks  practice  location  in 
small  community.  Contact  Keith  Hummed,  M.D., 
405  Mesaba  Ave.,  Apt.  5C,  Duluth,  MN  55806. 

Ophthalmologist  seeks  practice  location  upon 
completion  of  military  service  in  January  1982. 
Contact  John  R.  Wood,  M.D.,  8430  Rocky  Path, 
San  Antonio,  TX  78250. 
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CLASSIFIED 


The  more  you  know  about  choices,  the  easier  it  is 
to  choose.  That’s  why  CompHealth,  the  oldest, 
largest  locum  tenens  organization  in  the  United 
States,  can  help  make  choices  easier  for  you.  Any 
specialty  can  be  covered  including:  F.P.,  I.M., 
Rad.,  Anes.,  and  Ob/Gyn.  With  a large  selection  of 
reliable,  qualified  physicians  to  choose  from,  Comp- 
Health  provides  physicians,  hospitals,  clinics  and 
communities  with  dependable  locum  tenens  cover- 
age, allowing  you  to  keep  your  practice  covered 
without  inconvenience  or  concern.  Turn  a difficult 
decision  into  an  easy  choice.  Contact  CompHealth, 
175  West  200  South,  Suite  2003,  Salt  Lake  City,  UT 
84101,  (801)  532-1200. 

Farm  Property  for  Sale  by  owner.  386  acres;  205 
cropland,  151  wooded;  15  min.  from  Jackson,  10 
min.  Brandon  and  Florence;  timber  ready  for  cut- 
ting; good  deer,  dove,  turkey,  squirrel  and  rabbit 
hunting;  pecan  grove;  beautiful  homesite;  on  paved 
roads;  subdivision  possibilities.  Excellent  invest- 
ment potential.  P.O.  Box  5272,  Jackson,  MS 
39216. 


Internist  — Board  certified  or  eligible  internist 
with  interests  either  in  medical  chest,  rheumatology, 
or  pulmonary  diseases  to  share  an  institutional  prac- 
tice as  well  as  private  practice.  Modern  facilities 
with  excellent  professional  and  economic  opportuni- 
ties. Send  vitae  to  P.  O.  Box  4878,  Fondren  Station, 
Jackson,  MS  39216,  attention  Personnel.  An  equal 
opportunity  employer. 

Duck  Hunting  Land  For  Sale.  Beautiful  80-acre 
Tupelo  brake.  Well  stocked  with  valuable  timber. 
All  under  water  except  for  5-acre  ridge.  Near  High- 
way 49  East,  just  north  of  Sidon,  MS.  Easy  access. 
To  be  sold  to  highest  and  best  bid.  For  showing  or 
other  information,  write  Occupant,  P.O.  Box  149, 
Lexington,  MS  39095. 


This  publication 
is  available  in  microform. 

University  Microfilms  International 

300  North  Zeeb  Road  30-32  Mortimer  Street 
Dept.  PR  Dept  PR 

Ann  Arbor.  Mi.  48106  London  WIN  7RA 
U.S.A.  England 
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The  relative  health  of  women  will  decline  as  they  increasingly  enter  the  workplace, 
says  an  article  in  published  proceedings  of  an  Occupational  Safety  and  Health 
Symposium  conducted  by  the  AMA  and  the  National  Institute  for  Occupational  Safety 
and  Health.  Exposure  to  environmental  risks  is  increasing  for  working  women,  as  is 
exposure  to  job  stress,  which  is  compounded  by  the  strain  of  home  responsibilities. 
Lack  of  exercise  (women  average  six  fewer  hours  of  free  time  for  exercise  per  week) , 
overeating,  drinking,  and  smoking  are  also  contributing  factors. 


Veterans  using  the  VA  hospitals  tend  to  be  older,  in  poor  health,  of  lower  income, 
and  lacking  in  health  insurance,  says  a report  in  the  March  13  JAMA.  Younger  and 
more  affluent  veterans  are  more  likely  to  use  community  health  resources  rather 
than  VA  facilities.  The  study,  conducted  to  determine  the  need  for  routine 
admission  chest  x-rays,  concluded  that  routine  screening  in  VA  hospitals  should  be 
continued.  More  than  90%  of  those  in  the  study  were  40  years  of  age  or  older,  and 
many  suffered  from  health  problems  of  the  heart  or  lungs. 


About  75%  of  the  3h  million  women  giving  birth  each  year  in  the  U.S.  begin  prenatal 
care  within  three  months  of  pregnancy,  and  the  AMA's  Committee  on  Maternal,  Adoles- 
cent and  Child  Health  has  called  for  an  all-out  national  effort  on  the  part  of  phy- 
sicians, government  and  the  public  to  extend  that  care  to  the  remaining  women.  The 
committee  recommended  the  consolidation  of  federal  programs  dealing  with  maternal 
and  child  health,  adequate  funding  of  Medicaid  and  other  programs  to  help  pregnant 
women,  and  increased  public  education  on  the  importance  of  prenatal  care. 


Many  people  are  aware  that  the  65-plus  age  group  is  the  fastest  growing  segment  of 
the  U.S.  population,  increasing  twice  as  fast  as  the  general  population.  A lesser 
known  fact  is  that  the  number  of  people  age  85  and  over  has  increased  by  60% 
since  1970.  "Insurance  Economics  Surveys"  notes  that  many  senior  citizens  are 
becoming  part  of  what  is  called  the  "mightiest  lobby  in  Washington."  Membership  in 
the  National  Association  of  Retired  Persons  has  grown  to  12.5  million  from  3 mil- 
lion in  1970.  Some  4 million  belong  to  the  National  Council  of  Senior  Citizens. 


During  the  annual  scientific  session  of  the  American  College  of  Cardiology,  phy- 
sicians were  urged  to  make  a major  effort  to  persuade  patients  to  act  to  reduce 
risk  factors  associated  with  coronary  disease.  A task  force  report  dealing  with 
the  private  practitioner's  role  in  heart  disease  prevention  acknowledged  the  re- 
sponsibility of  the  individual  citizen  for  his  or  her  own  health,  but  said  it  is 
the  physician's  responsibility  to  educate  the  public  about  such  risk  factors  as 
smoking,  hypertension,  high  serum  cholesterol,  physical  inactivity  and  obesity. 
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of  high  clinical 
effectiveness 
against  common 
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in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens...  with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . .on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coll,  KlebsiellaEntero- 
bacter,  Proteus  mirabills,  Proteus  vulgaris.  Proteus  morganll.  It  is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  In  physician's  judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
Is  due  to  ampiclllln-reslstant  Haemophilus  influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  is  not  Indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  In  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term: 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus,  infants  less  than  2 months  of  age. 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A 0-hemoiytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General.  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma.  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function,  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin;  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions.  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions.  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E.  phenomenon  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN. 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b.i.d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg,  kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children  s dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose*  packages  of  100:  Prescription  Paks 
of  20  and  28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored— bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


r#  ^ j*  * 

L 

*r  . 

z 

<n  % 

in  shigellosis. 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Bactrim 

succeeds 


in  recurrent  urinary  tract  infectio 


maximizes  results  with  B.I.D.  convenience 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae1 2 with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303  4 26-432,  Aug  21,  1980  2.  Data  on  file. 
Medical  Department,  Hoffmann-La  Roche  Inc. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 


DOUBLE  STRENGTH  TABLETS 


* due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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50 


Clear  correlation  between  anxiety  and  depression3 

The  above  graph  illustrates  a relationship  between  anxiety  and  depression,  indicating  that  patients  seldom 
present  with  anxiety  or  depression  alone,  more  often  they  have  both  in  varying  degrees  Data  based  on  a 
sampling  of  100  outpatients  (64  male,  36  female)  seen  at  a general  psychiatric  clinic, 

Adapted  from  Claghorn,  J,  The  anxiety-depression  syndrome.  Psychosomatics  11  438-441,  Sept-Oct  1970 


io  " 

Anxiety  Scores 

10  20  30  40  50 


DEPRESSED  PATIENTS  WHO  ARE 

ALSO  ANXIOUS12 

Most  depressed  patients  are  also  anxious. . . 

Some  authors  estimate  that  70%  of  all  nonpsychotic  patients  with  symptoms  of 
depression  have  concomitanf  symptoms  of  anxiety 12  One  author  found  a distinct 
correlation  between  anxiety  and  depression  scores  in  100  nonpsychotic  outpatients 
administered  the  Minnesota  Multiphasic  Personality  Inventory  in  a general  psychiatric 
clinic.3  As  depression  scores  increased,  so  did  anxiety  scores.  No  attempt  was  made 
to  select  patients  other  than  to  exclude  psychotics. 

but  not  psychotic 

The  logic  of  treating  both  components  of  anxious  depression  is  clear.  Antipsychotics, 
like  the  phenothiazines,  however,  carry  a well-documented  risk  of  tardive  dyskinesia.4 
Because  of  this,  an  APA  Task  Force  recently  recommended  the  judicious  use  of  pheno- 
thiazines in  cases  other  than  chronic  psychosis  or  the  use  of  alternative  treatments. 

A better  way  to  give  relief 

Limbitrol  combines  the  specific  anxiolytic  action  of  Librium 5 (chlordiazepoxide 
HCI/Roche)— a benzodiazepine  with  a long  history  of  safe  use— with  the 
antidepressant  action  of  amitriptyline,  a tricyclic  of  established  clinical  efficacy.  In 
comparison  to  phenothiazines,  Limbitrol  and  its  components  have  rarely  been 
associated  with  tardive  dyskinesia  or  other  extrapyramidal  side  effects.  And  in  terms 
of  rapid  response  and  patient  compliance,  Limbitrol  appears  to  be  superior  to 
amitriptyline  alone.  Controlled  multiclinic  studies  showed  Limbitrol  relieved  more 
symptoms  more  rapidly  than  did  amitriptyline.5  Despite  a higher  incidence  of 
drowsiness,  the  dropout  rate  due  to  side  effects  was  lower  with  Limbitrol.  (See 
adverse  reactions  section  in  summary  of  product  information  on  next  page.  As 
with  any  CNS-acting  agent,  patients  should  be  cautioned  about  driving  or  using 
dangerous  machines  while  on  therapy  with  Limbitrol.) 

References:  1.  Rickels  K:  Drug  treatment  of  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine , 
ed.  Jarvik  ME.  New  York,  Appleton-Century-Crofts,  1977,  p.  316.  2.  Schatzberg  AF,  Cole  JO  Benzodiaze- 
pines in  depressive  disorders  Arch  Gen  Psychiatry  35 1359-1365,  1978  3.  Claghorn  J The  anxiety- 
depression  syndrome.  Psychosomatics  7 7 438-441 , 1970  4.  The  Task  Force  on  Late  Neurological  Effects 
of  Anfipsychotic  Drugs:  Tardive  dyskinesia,  summary  of  a task  force  report  of  the  American  Psychiatric 
Association.  Am  J Psychiatry  137 11 63-1 172,  1980.  5.  Feighner  JP  et  at.  A placebo-controlled  multi- 
center trial  of  Limbifrol  versus  its'components  (amitriptyline  and  chlordiazepoxide)  in  the  symptomatic 
treatment  of  depressive  illness  Psychopharmacology  61  217 -225,  1979 


In  moderate  depression  and  anxiety 

Umbitrd 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 


(as  the  hydrochloride  salt) 


Relief  without  a phenothiazine 

Please  see  summary  of  product  information  on  next  page. 
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LIMBITROL"  TABLETS  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants.  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g.,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  ot  increased 
risk  ot  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  Instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients.  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives.  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12 

In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating.  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract. 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic:  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  block  tongue 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime.  Single  h s dose  may 
suffice  for  some  patients.  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  1 0-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol 
5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose’ 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 
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Now,  New  Age — a cheese  substitute  made  with 
vegetable  oil— provides  the  good  taste  of 
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cholesterol  content. 
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too  expensive . 

The  Sequoia  Medical  System™  can 
pay  for  itself: 

• Increased  collections 

• Decreased  receivables 

• Improved  staff  efficiency 

Because  they  think  they  already 
have  firm  control  of  their  billing. 

The  Sequoia  Medical  System  auto- 
matically processes  billing 
paperwork 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows 
"Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
HCI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CMS  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (eg,  operating 
machinery,  driving)  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium®  (chlordiazepoxide  MCI/Roche)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazines  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Ho  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
HCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  Also  encountered 
isolated  Instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent  generally  controlled 
with  dosage  reduction,  changes  in  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis), 
Jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor 
dlazepoxide  HCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  i e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 
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In  Duodenal 


The  proven  antispasmodic  and 
antisecretory  actions  of  Quarzan® 
(clidinium  bromide/Roche)  for 
the  ulcer 

The  well-known  antianxiety  action 
of  Librium®  (chlordiazepoxide 
MCI/Roche)  for  the  accompany- 
ing anxiety  found  in  many  ulcer 
patients 


_ Adjunctive 

^Dec^ Librax 
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Each  capsule  contains  5 mg  chlordiazepoxide  MCI 
and  2.5  mg  clidinium  Br 

Antianxiety/Antisecretory/Antbpasmodic 


* Librax  has  been  evaluated  as  possibly  effective  for 
this  indication.  Please  see  brief  summary  of  pre- 
scribing Information  on  facing  page. 


Photograph  of  simulated  gastric  hypersecretion. 


ULCER*  MANAGEMENT 


Although  weight  loss  achieved  in  a weight 
control  program  varies  from  patient  to  patient, 
this  simulated  sequence  of  a professional  model 
illustrates  dramatically  the  benefits  of  a 
successful  weight  loss  program. 
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. . .takes  dietary  restriction,  regular  exercise, 
behavior  modification,  and  sometimes 
the  addition  of  an  effective  anorectic. 


prescribe 

Tenuate  Dospan  e 

(diethylpropion 
hydrochloride  NF) 


75  mg.  controlled-release  tablets 


the#1  prescribed  anorectic 

An  effective  short-term  adjunct 
in  an  indicated  weight  loss 
program 

Overweight  patients  in  certain  diagnostic  categories 
often  require  strict  obesity  control.  Diethylpropion 
hydrochloride  has  been  reported  useful  in  obese 
patients  with  certain  complications.  While  it  is  not  sug- 
gested that  Tenuate  in  any  wav  reduces  these  compli- 
cations in  the  overweight,  it  may  have  a useful  place 
as  a short-term  adjunct  in  a prescribed  dietary  regi- 
men. Tenuate  should  not  be  administered  to  patients 
with  severe  hypertension;  see  additional  Warnings 
and  Precautions  on  this  page. 

In  uncomplicated  obesity 

Many  patients,  on  the  other  hand,  present  with  excess 
fat  but  no  disease.  While  this  condition  is  often  termed 
uncomplicated  obesity,  complications  of  both  a social 
and  a psychologic  nature  may  be  distressingly  real  for 
the  patients.  In  these  cases,  a short-term  regimen  of 
Tenuate  can  help  reinforce  your  dietary  counsel  dur- 
ing the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness 

The  anorectic  effectiveness  of  diethylpropion  hydro- 
chloride is  well  documented.  No  less  than  1 8 separate 
double-blind,  placebo-controlled  studies  attest  to  its 
usefulness  in  daily  practice.1  And  the  unique  chemistry 
of  Tenuate  provides  . . anorectic  potency  with  mini- 
mal overt  central  nervous  system  or  cardiovascular 
stimulation.” 2 Compared  with  the  amphetamines, 
diethylpropion  has  minimal  potential  for  abuse. 

Tenuate- it  makes  sense. 

And  it’s  responsible  medicine. 


Merrell 


Tenuate  ® 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan  @ 

(diethylpropion  hydrochloride  NF) 
controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 

Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the  management  of  exogenous  obesity 
as  a short-term  adiunct  (a  tew  weeks)  in  a regimen  ot  weight  reduction  based  on  caloric  restric- 
tion The  limited  usefulness  of  agents  of  this  class  should  be  measured  against  possible  risk  fac- 
tors inherent  in  their  use  such  as  those  described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism,  known  hypersensitivity,  or 
idiosyncrasy  to  the  sympathomimetic  amines,  glaucoma  Agitated  states  Patients  with  a history 
ot  drug  abuse  During  or  within  1 4 days  following  the  administration  of  monoamine  oxidase  in- 
hibitors. (hypertensive  crises  may  result) 

WARNINGS:  If  tolerance  develops,  the  recommended  dose  should  not  be  exceeded  in  an  attempt 
to  increase  the  effect:  rather,  the  drug  should  be  discontinued  Tenuate  may  impair  the  ability  of 
the  patient  to  engage  in  potentially  hazardous  activities  such  as  operating  machinery  or  driving  a 
motor  vehicle,  the  patient  should  therefore  be  cautioned  accordingly  Drug  Dependence  Tenuate 
has  some  chemical  and  pharmacologic  similarities  to  the  amphetamines  and  other  related  stim- 
ulant drugs  that  have  been  extensively  abused  There  have  been  reports  of  subjects  becoming 
psychologically  dependent  on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  ot  a weight  reduction  program  Abuse 
ot  amphetamines  and  related  drugs  may  be  associated  with  varying  degrees  of  psychologic  de- 
pendence and  social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe  There  are 
reports  of  patients  who  have  increased  the  dosage  to  many  times  that  recommended  Abrupt 
cessation  following  prolonged  high  dosage  administration  results  in  extreme  fatigue  and  men- 
tal depression,  changes  are  also  noted  on  the  sleep  EEG  Manifestations  of  chronic  intoxication 
with  anorectic  drugs  include  severe  dermatoses,  marked  insomnia,  irritability,  hyperactivity,  and 
personality  changes  The  most  severe  manifestation  of  chronic  intoxications  is  psychosis,  often 
clinically  indistinguishable  from  schizophrenia  Use  in  Pregnancy  Although  rat  and  human  repro- 
ductive studies  have  not  indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are  preg- 
nant or  may  become  pregnant  requires  that  the  potential  benefits  be  weighed  against  the  potential 
risks  Use  in  Children  Tenuate  is  not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate  for  patients  with  hypertension 
or  with  symptomatic  cardiovascular  disease,  including  arrhythmias  Tenuate  should  not  be  ad- 
ministered to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  Tenuate  and  the  concomitant  dietary  regimen  Tenuate  may 
decrease  the  hypotensive  effect  of  guanethidine  The  least  amount  feasible  should  be  prescribed 
or  dispensed  at  one  time  in  order  to  minimize  the  possibility  of  overdosage  Reports  suggest  that 
Tenuate  may  increase  convulsions  in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of  Tenuate  may  be  necessary 
ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia,  elevation  of  blood  pressure 
precordial  pain,  arrhythmia  One  published  report  described  T-wave  changes  in  the  ECG  of  a 
healthy  young  male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous  System 
Overstimulation,  nervousness,  restlessness,  dizziness,  iittermess.  insomnia,  anxiety,  euphoria 
depression,  dysphoria,  tremor,  dyskinesia,  mydriasis,  drowsiness,  malaise,  headache,  rarely 
psychotic  episodes  at  recommended  doses  In  a few  epileptics  an  increase  in  convulsive  epi- 
sodes has  been  reported  Gastrointestinal  Dryness  of  the  mouth,  unpleasant  taste,  nausea 
vomiting,  abdominal  discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturbances 
Allergic  Urticaria,  rash,  ecchymosis,  erythema  Endocrine  Impotence,  changes  in  libido 
gynecomastia,  menstrual  upset  Hematopoietic  System  Bone  marrow  depression,  agranulo- 
cytosis. leukopenia  Miscellaneous  A variety  of  miscellaneous  adverse  reactions  has  been 
reported  by  physicians  These  include  complaints  such  as  dyspnea,  hair  loss,  muscle  pain, 
dysuria.  increased  sweating,  and  polyuria 

OOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydrochloride)  One  25  mg  tablet 
three  times  daily,  one  hour  before  meals,  and  in  midevening  if  desired  to  overcome  night  hunger 
Tenuate  Dospan  (diethylpropion  hydrochloride)  controlled-release  One  75  mg  tablet  daily,  swal- 
lowed whole,  in  midmorning  Tenuate  is  not  recommended  for  use  in  children  under  12  years 
of  age 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  restlessness,  tremor,  hyperretlexia 
rapid  respiration,  confusion,  assaultiveness,  hallucinations,  panic  states  Fatigue  and  depression 
usually  follow  the  central  stimulation  Cardiovascular  effects  include  arrhythmias,  hypertension 
or  hypotension  and  circulatory  collapse  Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps  Overdose  ot  pharmacologically  similar  compounds  has  re- 
sulted in  fatal  poisoning,  usually  terminating  in  convulsions  and  coma  Management  of  acute 
Tenuate  intoxication  is  largely  symptomatic  and  includes  lavage  and  sedation  with  a barbiturate 
Experience  with  hemodialysis  or  peritoneal  dialysis  is  inadequate  to  permit  recommendation  in 
this  regard  Intravenous  phentolamme  ( Regitine  ‘ ) has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates  Tenuate  overdosage 

Product  Information  as  of  January.  1 980 

MERRELL-NATIONAL  LABORATORIES  Inc 

Cayey,  Puerto  Rico  00633 

Direct  Medical  Inquiries  to 

MERRELL  DOW  PHARMACEUTICALS  INC 

Subsidiary  of  The  Dow  Chemical  Company 

Cincinnati,  Ohio  45215 

Licensor  of  Merrell " 

References:  1 Citations  available  on  request  from  Merrell  Dow  Pharmaceuticals  Inc  . Cincinnati 
Ohio  45215  2 Hoekenga,  M T gta]  A comprehensive  review  of  diethylpropion  hydrochloride 
In  Central  Mechanisms  ot  Anorectic  Drugs.  S.  Garattim  and  R Samamn.  Ed  , New  York, 
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Dear  Doctor: 

One  out  of  five  patients  in  a general  medical  practice  is  in  fact  an  alcoholic, 
says  Dr.  Mark  A.  Schuckit  of  the  VA  Medical  Center  alcoholism  treatment  program 
in  San  Diego.  He  charges  that  physicians  are  missing  the  mark  in  identifying 
alcoholic  patients  because  they  are  trying  to  diagnose  alcoholism  on  the  basis 
of  how  much  somebody  drinks  or  on  the  severity  of  their  withdrawal  symptoms. 

He  says  most  alcoholics  in  the  VA  population  do  not  suffer  serious  withdrawal. 

He  says  most  doctors  have  a misconception  of  the  "typical  alcoholic." 
Alcoholism  is  so  prevalent,  he  says,  that  he  considers  it  a possibility 
in  almost  every  patient  presenting  with  certain  kinds  of  symptoms, 
including  hypertension,  high  blood  fats,  insomnia,  impotence,  depression, 
repeated  infections,  high  uric  acid,  cardiac  arrhythmias. 

Many  of  the  proposed  national  health  planning  goals  are  beyond  the  scope  of  the 
health  care  system  and  many  are  already  being  pursued  through  other  federal 
programs,  the  AMA  told  the  Health  and  Human  Services  Department.  The  AMA  said 
it  maintains  a strong  interest  in  constructively  participating  in  the  promulgation 
of  planning  policies,  even  though  it  favors  the  repeal  of  the  Health  Planning  Act. 

Practice  expenses  and  gross  income  more  than  doubled  during  the  1970s,  with  the 
proportion  of  practice  expenses  to  gross  income  rising.  These  and  other  changes 
in  average  income,  expenses,  fees,  visits,  hours  worked,  and  waiting  time  for  the 
typical  office-based  U.S.  ohysician  were  documented  by  AMA  staff  and  are  described 
in  the  article,  "Physicians'  Practice  Experience  During  the  Decade  of  the  1970s." 

Voluntary  efforts  by  physicians  to  restrain  the  increase  in  fees  has  been  very 
successful,  reports  the  Voluntary  Effort  to  Contain  Health  Care  Costs.  During 
almost  every  month  of  a 2h  year  period,  the  physician  services  index  of  the  CPI 
increased  less  rapidly  than  the  all-items  index.  The  complex  medical  care  price 
index  rose  10%  in  1980,  compared  with  12.4%  for  the  all-items  index. 

The  American  Cancer  Society  will  conduct  a nationwide  study  of  one  million  Americans 
to  determine  how  an  individual's  lifestyle  affects  chances  of  developing  cancer. 

The  new  study  will  focus  on  such  issues  as  whether  low- tar,  low-nicotine  cigarets 
are  truly  less  harmful,  whether  oral  contraceptives  have  either  harmful  or  pro- 
tective effects,  and  the  effects  of  air  pollution  and  low  levels  of  radiation. 


Sincerely , 


Patsy  Silver 
Managing  Editor 


More 

p]  wsicians 

are  coming  to 
MMFES 


because  MMFES  does 
more  for  physicians. 


The  active  and  involved  physician  has  to 
rely  on  comprehensive  insurance  pro- 
grams tailored  to  fit  the  day-to-day  special 
needs  of  his  profession. 

One  of  these  special  needs  is  mal- 
practice insurance.  MMFES  is  a non-profit 
Mississippi  Corporation  sponsored  by  the 
Mississippi  State  Medical  Association  and 


directed  by  Mississippi  physicians. 
MMFES  offers  comprehensive  coverage  on 
three  types  of  malpractice  insurance 
policies  and  it’ll  probably  cost  you  less 
than  other  plans. 

Mike  Houpt  is  aware  of  your  special 
need.  Give  him  a call  toll  free  at  1- 
800-682-6415  or  944-0072. 


"The  people  to  see  for  Malpractice  Insurance 

MISSISSIPPI  MEDICAL  FRATERNAL  AND  EDUCATIONAL  SOCIETY' 

735  Riverside  Dr.  • Box  4625  • Jackson,  Ms.  39216  • 944-0072 


Eliminate  pinworm 
without 


■ Unlike  Povan+(pyrvinium  pamoate),  VERMOX  is  not  a dye; 
it  will  not  stain  underwear,  bed  linen,  toilet  bowls. 


■ Just  one  VERMOX  tablet  eliminates  pinworm, 
regardless  of  age++  and  weight,  unlike  other  products 
which  require  large  dosages  for  adults. 

■ Economical;  one  tablet  for  each  family  member. 


Contraindications  VERMOX  is  contraindicated  in 
pregnant  women  (see:  Pregnancy  Precautions)  and  in 
persons  who  have  shown  hypersensitivity  to  the  drug 
Precautions  PREGNANCY:  VERMOX  has  shown 
embryotoxic  and  teratogenic  activity  in  pregnant 
rats  at  single  oral  doses  as  low  as  1 0 mg/kg.  Since 
VERMOX  may  have  a risk  of  producing  fetal 
damage  if  administered  during  pregnancy,  it  is 
contraindicated  in  pregnant  women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively 
studied  in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  two  years  the  relative 
benefit/ risk  should  be  considered 
Adverse  Reactions  Transient  symptoms  of 
abdominal  pain  and  diarrhea  have  occurred  in 
cases  of  massive  infection  and  expulsion  of  worms. 
Dosage  and  Administration  The  VERMOX  tablet 
may  be  chewed,  swallowed  or  crushed  and  mixed 
with  food.  For  control  of  pinworm  (enterobiasis)  a 
single  tablet  is  administered  orally,  one  time  If 
patient  is  not  cured  three  weeks  after  treatment,  a 
second  course  of  treatment  is  advised. 

t Registered  trademark  of  Parke-Davis. 
tt  Because  VERMOX  has  not  been  extensively 
studied  in  children  under  two  years  of  age,  the 
relative  benefit/ risk  should  be  considered  before 
treating  these  children.  VERMOX  is  contraindicated 
in  pregnant  women  (see:  Pregnancy  Precautions) 
and  in  persons  who  have  shown  hypersensitivity 
to  the  drug. 


Eliminates  pinworm.  . .without  stain 

Wmox 

(mebendazole) 


® 

CHEWABLE 

TABLETS 


£ 
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JANSSEN  PHARMACEUTICA  INC. 

New  Brunswick,  N.J.  08903 


Committed  to  research.  . . 
because  so  much  remains  to  be  done 


© Jonssen  Phormoceutico  Inc  1981 


JPI-021R 


Yes,  Uncle  Sam  Needs  You. 
Today,  As  Much  As  Ever. 


The  U.S.  Army  Medical  Department 
is  experiencing  a shortage  of  physicians 
in  its  community  hospitals  and  health 
clinics. 


We  are  looking  for  dedicated  physicians,  physicians  who  want  to  be,  not  salesmen,  accountants,  and  lawyers, 
but  physicians.  For  such  physicians  we  offer  a practice  that  is  practically  perfect.  In  almost  no  time  you  experience 
a spectrum  of  cases  some  physicians  do  not  encounter  in  a lifetime.  You  work  without  worrying  whether  the  patient 
can  pay  or  you  will  be  paid.  You  prescribe,  not  the  least  care,  not  the  most  defensive  care,  but  the  best  care. 

A military  physician  practicing  in  the  Southeast  United  States  is  afforded  an  opportunity  for  experience  and 


leisure  activities  unlike  nearly  any  other  part  of  the  U.S.  If  you  like  hunting,  fishing,  tennis,  water  sports,  etc.,  out- 
door activities  combined  with  an  excellent  work  environment  we  may  have  something  for  you. 

The  following  is  a list  of  the  major  Army  Community  Hospitals,  in  the  Southeast,  which  have  vacancies: 

Fort  Polk,  Leesville,  LA  Fort  McClellan,  Anniston,  AL 

Fort  Benning,  Columbus,  GA  Fort  Rucker,  Dothan,  AL 

Fort  Stewart,  Savannah,  GA  Fort  Jackson,  Columbia,  SC 

Redstone  Arsenal,  Huntsville,  AL  Fort  Bragg,  Fayetteville,  NC 

Vacancies  may  vary  as  physicians  arrive  and  depart  but  will  exist  in  nearly  every  speciality  at  one  medical 
facility  or  another.  To  obtain  more  information  and  vacancies  by  speciality  please  contact  the  Army  Medical 
Department  Personnel  Counselor  listed  below.  Be  our  guest  at  one  of  the  above  medical  facilities  or  any  other 
Army  Medical  facility. 


CPT  Felipe  Casso,  MSC 

WRITE  OR  CALL  COLLECT:  144  Elk  Place,  Suite  1504 

New  Orleans,  LA  70112 
(504)  589-2373 


ARMY  MEDICINE,  BE  ALL  YOU  CAN  BE. 


©i^pn&a&sni 


Art  of  Healing  Jackson,  MS  - "The  Art  of  Healing:  Medicine  and 

Exhibit  Continues  Science  in  American  Art"  continues  through  June  7 

at  the  Mississippi  Museum  of  Art  in  Jackson.  The 
exhibit  brings  together  three  centuries  of  American  art  dealing  with  medicine. 
Approximately  50  works  make  up  the  exhibit,  including  paintings  by  Homer  Winslow, 
George  Catlin,  Norman  Eockwell  and  John  Sloan.  Local  physicians  and  medical 
related  organizations  provided  funds  to  bring  the  exhibit  to  Jackson. 


Nursing  School  Jackson,  MS  - St.  Dominic  Hospital  School  of  Nursing, 

Will  Close  which  has  graduated  over  390  nurses  since  its  first 

student  enrolled  in  1949,  will  begin  phasing  out  the 
nursing  program.  Escalation  of  the  cost  of  operating  the  program  and  a consis- 
tently small  enrollment  made  the  decision  necessary,  according  to  Sister  Josephine 
Terese , administrator  and  chairman  of  the  Governing  Board  of  St.  Dominic- Jackson 
Memorial  Hospital.  The  present  freshman  class  will  graduate  in  1983. 


Death  Claims  Jackson,  MS  - Dr.  Julius  Levine  of  Hayward,  CA,  University 

Dr.  Levine  of  Mississippi  alumnus  and  UMC  benefactor,  died  April  11. 

Dr.  Levine  was  president-elect  of  the  Medical  Alumni 
Chapter  of  the  University  of  Mississippi  Alumni  Association  at  the  time  of  his 
death.  In  1979  he  gave  the  University  title  to  $13  million  in  silver  mining 
claims.  His  daughter  Susan  Levine  Bessar  plans  to  begin  her  first  year  of  family 
medicine  residency  at  UMC  in  July. 


Arizona  Proposes  Chicago,  IL  - "American  Medical  News"  reports  that 

Indigent  Care  Plan  Arizona  is  seeking  approval  of  a plan  to  provide  federally 

funded  health  care  to  indi gents.  Arizona  is  the  only 
state  that  has  never  implemented  a Medicaid  program.  The  proposed  prepaid  health 
plan  differs  from  Medicaid  because  it  would  be  administered  in  the  private  sector. 
Some  250,000  citizens  would  be  eligible  for  coverage.  Approval  of  the  plan 
requires  numerous  waivers  of  federal  guidelines. 


HMOs  Fail  to  Menlo  Park,  IL  - Adding  an  HMO  option  to  workers'  benefit 

Cut  Health  Costs  programs  has  not  cut  health  care  costs  for  many  companies 

according  to  a Louis  Harris  and  Associates  survey  for  the 
Henry  J.  Kaiser  Family  Foundation.  While  most  of  the  executives  surveyed  saw 
little  effect  on  costs,  they  reported  a perceived  employee  dissatisfaction  with 
HMOs  regarding  quality  of  care.  One  major  disadvantage  cited  was  "no  choice  of 
doctor. " 


DRAMATIC 

NEWCLNGAL 

PROOF' 

In  the  treatment  off  impetigo - 

*KX)%  cure  rate  with 

Tfegopen0(cbxadllin  sodium) 

•only  a 60%  cure  rate  wtth  penicillin  V-K 


As  seen  on 
admission 


After  one  week 
of  penicillin  V-K 
therapy 


Two  weeks  after 
initiation  of 
TEGOPEN  therapy 


Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 


*Data  on  file,  Bristol  Laboratories. 


Brief  Summary  of  Prescribing  Information 

TEGOPEN! 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package  Circular.  (12)  9/11/75 

INDICATIONS: 

Although  the  principal  indication  for  cloxacillin  sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to  initiate  therapy  in  such  patients  in 
whom  a staphylococcal  infection  is  suspected  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cloxacillin 
sodium  should  be  pertormed 

IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should  fake  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  of  infections  caused  by  pneumococci, 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci-  If  the  bacteriology  report  later  indicates  the  infection  is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  ot  resistant 
staphylococcal  isolates  found  in  the  hospital  For  this  reason,  it  is  recommended  that  a 
penicillinase-resistant  penicillin  be  used  as  initial  therapy  tor  any  suspected  staphylococcal 
infection  until  culture  and  sensitivity  results  are  known 
Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism  similar  to  that  of  methicillin 
against  penicillin  G-resistant  staphylococci  Strains  ot  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these  strains  reported  has  been 
increasing  Such  strains  of  staphylococci  have  been  capable  ot  producing  serious  disease,  in 
some  instances  resulting  in  fatality  Because  of  this,  there  is  concern  that  widespread  use  ot  the 
penicillinase-resistant  penicillins  may  result  in  the  appearance  ot  an  increasing  number  of 
staphylococcal  strains  which  are  resistant  to  these  penicillins 
Methicillm-resistant  strains  are  almost  always  resistant  to  all  other  penicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently) 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all.  in  spite  of  the  tact  that  minor  variations  in  in  vitro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus 

CONTRAINDICATIONS 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the  penicillins  is  a contraindication 


RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 

potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen® 

Given 

(cloxacillin  sodium ) 

penicillin  V-K 

Staphylococcus  aureus  (78  patients) 

39 

39 

Returned  to  clinic  at  one  week 

29 1 

38f 

Treatment  failure  at  one  week 

0 

18(47.4%) 

Staphylococcus  aureus  and 
Streptococcus  pyogenes  (9  patients) 

4 

5 

Returned  to  clinic  at  one  week 

4 

5 

Treatment  failure  at  one  week 

O 

2 (40%) 

No  initial  bacterial  growth  (14  patients) 

9 

5 

AIM  4 healed,  regardless  of  which 

antibiotic  was  administered. 

Beta-hemolytic  Streptococcus  (1  patient) 

0 

1 

TOTALS:  102  patients 

52  patients 

50  patients 

tEleven  patients  did  not  return  for  their  one-week  checkup 
These  were  all  called  by  telephone,  and  their  families  reported 


the  lesions  had  healed  One  patient  was  dropped  from  the  study, 
early,  because  of  adverse  reaction  to  medication 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows:  77%  Staphylococcus  aureus, 

9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1%  beta-hemolytic 
Streptococcus 

• All  patients  were  given  randomized  therapy— 

Tegopen  capsules  or  oral  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 

TEGOPEN 

(dcKaciin  sodum) 

-effective  therapy  for  staph  infections 
of  the  skin  and  skin  structures 


• All  patients  were  evaluated  after  one  week's 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
“other  antibiotic"  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  mc.de  two 
weeks  after  initiation  of  Tegopen  therapy. 

(The  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K 


WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy  Although  anaphylaxis  is  more  trequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  of  sensitivity  to  multiple  allergens 
There  have  been  well  documented  reports  of  individuals  with  a history  of  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens.  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents,  eg,  pressor  amines,  antihistamines,  and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 

PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics  If  supermtection 
occurs  during  therapy,  appropriate  measures  should  be  taken 
As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy 
ADVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients  Mildly  elevated  SGOT  levels  (less  than  100  units)  have 
been  reported  in  a few  patients  tor  whom  pretherapeutic  determinations  were  not  made  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered  Eosinophilia,  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy 

USUAL  DOSAGE: 

Adults:  250  mg  q.6h 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q.6h  Children  weighing  more  than  20  Kg 
should  be  given  the  adult  dose.  Administer  on  empty  stomach  for  maximum  absorption 
N B INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS 

SUPPLIED: 

Capsules— 250  mg  in  bottles  of  100  500  mg  in  bottles  of  100 
Oral  Solution— 125  mg./5  ml.  in  100  ml.  and  200  ml  bottles 


Bristol  Laboratories 

Division  ol  Bristol-Myers  Company 

Syracuse.  New  York  13201 


BRISTOL® 


Copyright  ® 1981,  Bristol  Laboratories 


...  in  the  functional  bowel/irritabie  bowel 
syndrome f 

be  sure  to  specify 

Bentyl* 

(dicyclomine 
hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg./ml.  injectable 

.UrDufimte  oa-  untifov 

because: 


Bentyl  passes  these  tests  for  product  integrity. 


The  Bentyl  molecule  is  a product  of  original  Merrell  research. 


At  Merrell,  Bentyl  must  go  through  140  checkpoints/tests  from  its  synthesis 
through  the  packaging  of  the  final  product. 


Bentyl  bioavailability  of  tablets,  capsules,  syrup  and  injectable. 

The  bioequivalence  of  the  oral  dosage  forms  permits  a choice  of  tablets, 
capsules,  or  syrup  that  satisfies  patient’s  dosage  preferences. 


Pharmacologic  effect  in  the  distal  colon  compared  to  placebo™ 
shows  how  Bentyl  affects  abnormal  motor  activity 
in  the  irritable  colon  patient.t 


tThis  drug  has  been  classified  "probably"  effective  for  this  indication. 


ft  In  the  experiments  that  showed  significant  pharmacologic  effect,  the  dose  of  Bentyl  used  was 
50  mg.  I.M.,  which  is  higher  than  that  permitted  in  the  labeling.  This  dose  was  deemed  justified 
since  the  recommended  daily  dose  of  injectable  Bentyl  is  20  mg.  (2  ml.)  every  4 to  6 hours.  Thus, 
in  8 hours,  a patient  could  receive  a total  of  60  mg.  I.M.  and  at  that  time,  as  a result  of  the 
sustained  plasma  levels  from  the  20  mg.  injections  at  0 and  4 hours,  might  show  an  even  higher 
plasma  level  that  occurs  after  a single  50  mg.  I.M.  dose.  Presumably,  the  same  pharmacologic 
effect  would  follow.  These  observations  do  not  constitute  evidence  of  efficacy 


Bentyl® 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences — National  Research  Council  and/or  other  infor- 
mation, FDA  has  classified  the  following  indications  as 
"probably"  effective: 

For  the  treatment  of  functional  bowel/irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RELIEVED 
BY  VARYING  COMBINATIONS  OF  SEDATIVE,  REASSUR- 
ANCE, PHYSICIAN  INTEREST,  AMELIORATION  OF  EN- 
VIRONMENTAL FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy) ; obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal 
stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly  or  debili- 
tated patient;  unstable  cardiovascular  status  in  acute  hemorrhage; 
severe  ulcerative  colitis;  toxic  megacolon  complicating  ulcerative 
colitis;  myasthenia  gravis. 

WARNINGS:  In  the  presence  of  a high  environmental  temperature, 
heat  prostration  can  occur  with  drug  use  (fever  and  heat  stroke  due 
to  decreased  sweating).  Diarrhea  may  be  an  early  symptom  of 
incomplete  intestinal  obstruction,  especially  in  patients  with  ileos- 
tomy or  colostomy.  In  this  instance  treatment  with  this  drug  would 
be  inappropriate  and  possibly  harmful.  Bentyl  may  produce  drow- 
siness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazardous 
work  while  taking  this  drug.  There  are  rare  reports  of  infants,  6 
weeks  of  age  and  under,  administered  dicyclomine  hydrochloride 
syrup,  who  have  evidenced  respiratory  symptoms  (breathing  diffi- 
culty, shortness  of  breath,  breathlessness,  respiratory  collapse, 
apnea),  as  well  as  seizures,  syncope,  asphyxia,  pulse  rate  fluctua- 
tions, muscular  hypotonia,  and  coma.  The  above  symptoms  have 
occurred  within  minutes  of  ingestion  and  lasted  20  to  30  minutes. 
The  timing  and  nature  of  the  reactions  suggest  that  they  were  a 
consequence  of  local  irritation  and/or  aspiration  rather  than  a direct 
pharmacologic  effect.  No  known  deaths  or  permanent  adverse 
effects  have  been  reported.  Bentyl  syrup  should  be  used  with 
caution  in  this  age  group. 

PRECAUTIONS:  Although  studies  have  failed  to  demonstrate  ad- 
verse effects  of  dicyclomine  hydrochloride  in  glaucoma  or  in 
patients  with  prostatic  hypertrophy,  it  should  be  prescribed  with 
caution  in  patients  known  to  have  or  suspected  of  having  glaucoma 
or  prostatic  hypertrophy. 

Use  with  caution  in  patients  with: 

Autonomic  neuropathy.  Hepatic  or  renal  disease.  Ulcerative  coli- 
tis. Large  doses  may  suppress  intestinal  motility  to  the  point 
of  producing  a paralytic  ileus  and  the  use  of  this  drug  may 
precipitate  or  aggravate  the  serious  complication  of  toxic 
megacolon. 

Hyperthyroidism,  coronary  heart  disease,  congestive  heart  fail- 
ure, cardiac  arrhythmias,  and  hypertension 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anti- 
cholinergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics/  antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient’s  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension,  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness; 
insomnia;  nausea;  vomiting;  impotence,  suppression  of  lactation; 
constipation;  bloated  feeling,  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of  light- 
headedness and  occasionally  local  irritation. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  adjusted  to  indi- 
vidual patient's  needs. 

Usual  Dosage 

Bentyl  10  mg.  capsule  and  syrup:  Adults:  1 or  2 capsules  or  tea- 
spoonfuls syrup  three  or  four  times  daily.  Children  1 capsule  or 
teaspoonful  syrup  three  or  four  times  daily.  Infants : 'h  teaspoon- 
ful syrup  three  or  four  times  daily.  (Dilute  with  equal  volume 
of  water.) 

Bentyl  20  mg.:  Adults:  1 tablet  three  or  four  times  daily. 

Bentyl  Injection:  Adults:  2 ml.  (20  mg.)  every  four  to  six  hours 
intramuscularly  only. 

NOT  FOR  INTRAVENOUS  USE. 

MANAGEMENT  OF  OVERDOSE:  The  signs  and  symptoms  of  over- 
dose are  headache,  nausea,  vomiting,  blurred  vision,  dilated 
pupils,  hot,  dry  skin,  dizziness,  dryness  of  the  mouth,  difficulty  in 
swallowing,  CNS  stimulation.  Treatment  should  consist  of  gastric 
lavage,  emetics,  and  activated  charcoal  Barbiturates  may  be  used 
either  orally  or  intramuscularly  for  sedation  but  they  should  not  be 
used  if  Bentyl  with  Phenobarbital  has  been  ingested.  If  indicated, 
parenteral  cholinergic  agents  such  as  Urecholine®  (bethanecol 
chloride  USP)  should  be  used 
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Injectable  dosage  torms  manufactured  by 
CONNAUGHT  LABORATORIES,  INC 
Swiftwater,  Pennsylvania  18370  or 
TAYLOR  PHARMACAL  COMPANY 
Decatur,  Illinois  62525  for 
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Cincinnati.  Ohio  45215,  U S A 
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DOCTOR 
YOU  WANT 
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IN  THE  NAVY. 

Navy  medicine  combines  an 
ideal  professional  practice 
with  a desirable  personal 
lifestyle. 

• Excellent  medical  facilities 

• Professional  staff  support 

• Unique  specialties 

• Salary  and  benefits 
competitive  with  civilian 
practice 

• Navy  officer  fringe  benefits 
For  more  information,  send 

your  re'sume  to,  or  call: 

Jim  Oakley,  Medical  Programs 
Recruiter 

Navy  Recruiting  District  Memphis 
Sterick  Bldg.,  8 N.  3rd  Street 
Memphis,  TN  38103 
toll  free  1-800-238-5580 


tStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent),  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent). 


Each  capsule 
contains  50  mg.  of 
Dyremum®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing  Information 
in  SK&F  Co.  literature  or  PDR.  The  following  is  a brief 
summary. 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  ot  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  con- 
venient in  patient  management  Treatment  ot  hyperten- 
sion and  edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia  Pre-existing  elevated 
serum  potassium  Hypersensitivity  to  either  component  or 
other  sulfonamide-derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
of  potassium  is  markedly  impaired.  If  supplementary  potas- 
sium is  needed,  potassium  tablets  should  not  be  used 
Hyperkalemia  can  occur,  and  has  been  associated  with 
cardiac  irregularities  It  is  more  likely  in  the  severely  ill,  with 
urine  volume  less  than  one  liter/day,  the  elderly  and  diabetics 
with  suspected  or  confirmed  renal  insufficiency  Periodically, 
serum  K+  levels  should  be  determined  If  hyperkalemia 
develops,  substitute  a thiazide  alone,  restrict  K+  intake 
Associated  widened  ORS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  laundice.  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and  tri- 


amterene may  appear  in  breast  milk  If  their  use  is  essential 
the  patient  should  stop  nursing  Adequate  information  on 
use  in  children  is  not  available  Sensitivity  reactions  may 
occur  in  patients  with  or  without  a history  of  allergy  or  bron- 
chial asthma  Possible  exacerbation  or  activation  of  systemic 
lupus  erythematosus  has  been  reported  with  thiazide 
diuretics 

Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids)  Periodic  BUN  and  serum  creat- 
inine determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Watch  tor  signs  of  impending  coma  in  severe 
liver  disease  If  spironolactone  is  used  concomitantly,  deter- 
mine serum  K+  frequently,  both  can  cause  K+  retention  and 
elevated  serum  K+.  Two  deaths  have  been  reported  with 
such  concomitant  therapy  (in  one.  recommended  dosage 
was  exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  tor  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions  Blood 
dyscrasias  have  been  reported  in  patients  receiving  triam- 
terene, and  leukopenia,  thrombocytopenia,  agranulocytosis 
and  aplastic  anemia  have  been  reported  with  thiazides  Tri- 
amterene is  a weak  folic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients 
Use  cautiously  in  surgical  patients  The  following  may  occur: 
transient  elevated  BUN  or  creatinine  or  both,  hyperglycemia 
and  glycosuria  (diabetic  insulin  requirements  may  be 
altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  meta- 
bolic acidosis  Dyazide  interferes  with  fluorescent  measure- 
ment of  quinidme  Hypokalemia,  although  uncommon,  has 
been  reported  Corrective  measures  should  be  instituted 


cautiously  and  serum  potassium  levels  determined  Discon- 
tinue corrective  measures  and  Dyazide  should  laboratory 
values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia  Serum  PBI 
levels  may  decrease  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Dyazide 
should  be  withdrawn  before  conducting  tests  for  parathyroid 
function 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the 
risk  of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions:  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and.  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone  Triamterene  has  been  found 
in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  and 
of  impotence  have  been  reported  with  the  use  of  Dyazide  . 
although  a causal  relationship  has  not  been  established 
Supplied:  Bottles  of  1000  capsules.  Single  Unit  Packages 
(unit-dose)  of  100  (intended  for  institutional  use  only),  in 
Patient-Pak“  unit-of-use  bottles  of  100 
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compare  the  analgesic  effect 

A Mofrin  400  mg  dose  relieved  postsurgical  dental  pain  as  effectively  as  a combination 
of 650  mg  aspirin  and  60  mg  codeine  (two  aspirin-with-codeine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double-blind,  placebo-controlled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1, 2,  and  4 hours  between  the  Motrin  and  aspirin-with-codeine  groups... 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatment  was  significantly  more  effective  (p  < 0.0001 ) than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combination 

4 = Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 


c WM  Motrin  400  mg 

o H H Aspirin  650  mg  plus  codeine  60  mg 


Time  after  drug  administration  (hours)  Data  on  fileatThe  Upjohn  Company. 


One  tablet  q4-6h  prn 
For  relief  of  mild  to  moderate  pain: 

Motrin  400 


TABLETS 


mg 

ibuproten,  Up  ohn 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Nonscheduled 
•Acts  peripherally  • Relieves  pain  rapidly  • Relieves  inflammation  • Indicated 
in  acute  and  chronic  pain  • Well  tolerated  (The  most  common  side  effect 
with  Motrin  is  mild  gastrointestinal  disturbance.) 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 
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Motrin  * (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin"  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain. 

Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been  estab- 
lished in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS) 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogemc 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields 
Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  interactions.  Aspirin  Used  concomitantly  may  decrease  Motrin  blood  levels 
Coumarm.  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  /% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea:  epigastric  pain,  heartburn/ 
diarrhea,  abdominal  distress,  nauseaand  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness;5  headache,  nervousness  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS) 

'“Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
is  acidic  ana  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 
Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease;  Suggested  dosage  is  300,  400.  or  600  mg  t.i.d.  or  q i d 
Mild  to  moderate  pain;  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain 
Do  not  exceed  2400  mg  per  day 

Caution:  Federal  law  prohibits  dispensing  without  prescription 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
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Get  hot  tips  on  crime  preven- 
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Lung  Cancer  Update  and 
Clinical  Review 


BENTON  M.  HILBUN,  M.D 
Tupelo,  Mississippi 

Carcinoma  of  the  bronchus  has  become  the  most 
frequent  form  of  cancer  in  men.  This  in  part  explains 
the  vast  amount  of  research,  publication,  and  public 
interest  in  this  disease  process.  We  have  undertaken 
the  task  of  reviewing  in  a general  sense  what  we 
know  of  lung  cancer  and  presenting  125  consecutive 
cases  over  a five  year  span  of  a private  surgical 
practice.  We  would  hope  that  this  information  might 
prove  useful  to  the  practitioner  as  a brief  review  and 
a report  of  cases  as  to  the  management  and  outcome. 

One  of  the  earlier  reports  of  lung  cancer  was  in 
1912  by  Adler,  who  presented  374  cases.  Since  that 
early  series  there  has  been  a progressive  and  rapid 
increase  in  reports  and  incidence  of  lung  cancer.  In 
1968  approximately  60,000  Americans  developed 
lung  cancer.  It  has  become  apparent  that  lung  cancer 
may  be  related  to  many  factors,  primarily  environ- 
mental products  of  civilization.  Many  causative  fac- 
tors have  been  put  forth  and  subsequently  discarded. 
Tuberculosis,  influenza,  bronchiectasis,  anthra- 
cosis,  and  congenital  cystic  disease  of  the  lung  have 
been  found  to  have  only  a causal  relationship  to 
cancer. 

There  is,  however,  adequate  experimental  and 
epidemiological  evidence  to  incriminate  various  in- 
dustry-related chemicals.  Radioactive  metals,  arse- 
nic, asbestos,  and  of  course  smoking,  have  been 
shown  to  produce  lung  cancer.  A person  who 
smokes  two  packs  of  cigarets  per  day  has  a one 
chance  in  ten  of  developing  lung  cancer.  Smokers 
have  a sixty  times  greater  incidence  of  lung  cancer 
than  non-smokers.  It  is  obvious  that  although  there 

From  the  Department  of  Surgery.  North  Mississippi  Medical 
Center,  Tupelo,  MS. 


are  numerous  causes  of  lung  cancer,  the  greatest  risk 
appears  to  be  related  to  tobacco  inhaling  and  air 
pollution.  In  1980  there  were  more  than  100.000 
deaths  due  to  lung  cancer  in  the  United  States. 


Carcinoma  of  the  bronchus  has  become 
the  most  frequent  form  of  cancer  in  men, 
and  may  soon  be  the  most  frequent  form  of 
cancer  in  women.  The  author  presents  a re- 
view of  the  classifications,  stages,  symp- 
toms, diagnosis,  and  treatment.  One  hun- 
dred twenty-five  consecutive  cases  of  lung 
carcinoma  are  reviewed  with  special  em- 
phasis on  mode  of  treatment,  type  of  tumor, 
and  survival. 


In  general  there  are  three  distinct  groups  of  carci- 
noma: squamous  cell,  large  cell  and  small  cell.  This 
is  the  Kregburg  classification.  The  World  Health 
Organization  has  further  modified  this  to  the  listing 
below: 

I)  Squamous  Cell  Carcinoma 

a)  well-differentiated  (keratinized) 

b)  poorly-differentiated  (non-keratinized) 

II)  Adenocarcinoma 

a)  clear  cell 

b)  giant  cell 

c)  bronchiolar  (alveolar  cell) 

III)  Adenosquamous  (mixed) 

IV)  Oat  Cell  (small  cell) 

V)  Undifferentiated  Carcinoma 

VI)  Mucous  Gland  Carcinoma 
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SURVIVAL  RATE  OF  STAGES 


Unfortunately,  lung  cancer  can  be  very  insidious, 
and  symptoms  may  appear  late  in  the  clinical  course. 
The  location  and  rate  of  growth  seem  to  be  the 
principle  factors.  Cough  and  hemoptysis  are  fre- 
quent symptoms.  Wheezing,  pneumonia,  pain, 
dyspnea,  and  weight  loss  are  often  seen.  Dysphagia, 
anorexia,  hoarseness,  Homer’s  syndrome  and  cervi- 
cal plexus  pain  may  occur.  Osteoarthropathy,  hyper- 
calcemia symptomatology  and  various  neuropathies 
may  also  be  found. 

There  is  a well  regimented  program  for  the  di- 
agnosis of  lung  cancer.  In  general,  one  proceeds 
from  the  simple  and  non-invasive  procedures  to  the 
more  sophisticated  methods.  Chest  x-ray  evaluation 
is  the  first  aid.  Sputum  cytology,  endoscopic  evalu- 
ation with  cytology  and/or  biopsy,  needle  aspiration 
biopsy,  node  biopsy,  mediastinoscopy,  and  finally, 
thoracotomy  may  be  utilized. 

The  treatment  of  lung  cancer  is  resection  when 
possible.  The  one  exception  to  this  may  be  the  pres- 
ence of  oat  cell  carcinoma,  in  which  case  chemother- 
apy may  be  the  first  approach  to  therapy.  We  have 
seen  very  little  benefit  from  chemotherapy  in  all 
other  types  of  lung  cancer.  Radiation  probably  offers 
the  best  palliative  treatment  for  squamous  cell  carci- 
noma when  resection  is  not  possible. 

Staging 

A useful  staging  of  the  carcinoma  allows  for  pre- 
dicting prognosis  and  influences  treatment  plans. 

Stage  I 

No  distant  metastasis 

Tumor  less  than  3 cm  in  diameter,  T-l 

Peribronchial  nodes  may  or  may  not  be  positive, 

N-l 

Stage  II 

No  distant  metastasis 
Positive  nodes  at  lobular  level,  N-l 
Tumor  greater  than  3 cm  in  diameter,  T-2 
Stage  III 

Distant  metastasis 

Mediastinum,  pericardium,  liver,  contralateral 
lung,  bone,  N-2 

Survival  Rate 

Unfortunately  the  overall  cure  rate  of  lung  cancer 
is  less  than  10  percent.  There  is  only  a 25%  resecta- 
bility rate  at  the  time  diagnosis  is  made.  The  five 
year  survival  for  lung  cancer  as  related  to  the  stage  is 
shown  in  Figure  1 . 


Pathological  Stage  Percent  5 Year  Survival 


I 40-50% 

II  25-30% 

III  8-15% 


FIGURE  I 


Preoperative  Evaluation 

In  anticipation  of  a resection,  one  must  have  some 
criteria  to  aid  in  deciding  who  should  be  subjected  to 
a thoracotomy.  Other  than  the  usual  parameters  such 
as  chemistry  profile,  blood  counts,  etc.,  we  have 
used  the  following  four  areas  to  aid  in  pre-operative 
evaluation: 

1)  Blood  gases  — a PC02  of  greater  than  45  mm 
may  indicate  poor  risk.  A P02  of  less  than  60  mm 
and  no  improvement  with  exercise  is  also  a poor 
prognostic  sign. 

2)  Pulmonary  function  screen  — a MBC  of  less  than 
50%  of  predicted  and  a FEV  | of  less  than  60%  of 
the  vital  capacity  indicates  significant  pulmonary 
dysfunction. 

3)  Cardiac  status  — cardiac  history  and  screening 
with  cardiogram. 

4)  Clinical  assessment  — a brief  but  perceptual  eva- 
luation of  the  patient's  tolerance  to  stress  and 
previous  activity  can  give  much  insight  to  the 
proposed  surgery. 

We  have  usually  empirically  given  digitalis  to 
patients  undergoing  a pneumonectomy  regardless  of 
other  indications.  We  feel  we  have  often  averted 
heart  failure  and  arrhythmia  in  this  manner. 

After  completing  the  pre-operative  evaluation, 
those  cases  selected  for  planned  resection  are  oper- 
ated upon.  We  utilize  preoperative  visits  with  in- 
halation therapists  and  the  nursing  staff  from  the 
surgical  intensive  care  unit.  Pre-operative  antibiotics 
(usually  a cephalosporin)  are  used,  given  with  the 
preoperative  medication  and  continued  for  48  hours 
postoperatively.  Surgery  is  performed  utilizing  a 
posterolateral  thoracotomy  incision.  A rib  is  rarely 
taken.  The  procedure  performed  is  dictated  by  op- 
erative findings.  A lobectomy  is  the  procedure  of 
choice  when  this  allows  for  resection  of  all  the  can- 
cer. Sampling  of  mediastinal  nodes  is  often  done. 
We  use  the  stapling  device  often  on  lung  parenchy- 
ma and  bronchi.  Chest  drainage  is  usually  accom- 
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plished  with  two  #28  Argyl  catheters  using  non- 
breakable  bottles  of  plastic.  This  method  has  proved 
reliable  and  is  far  less  expensive  than  some  of  the 
newer  devices.  The  patients  are  kept  in  the  intensive 
care  unit  for  a minimum  of  48  hours  following 
surgery.  The  usual  period  of  hospitalization  is  eight 
to  ten  days,  including  the  preoperative  evaluation 
period. 


PATHOLOGICAL  CLASSIFICATION  OF  125  CASES 
LUNG  CARCINOMA 


Cell  Type 

Number 

Percent 

Squamous  Cell 

62 

50 

Adenocarcinoma 

15 

12 

Large  Cell 

14 

11 

Small  Cell  (not  oat  cell) 

8 

6 

Oat  Cell 

16 

12 

Undifferentiated 

8 

6 

Alveolar  Cell 

2 

1 

FIGURE  2 


DIAGNOSTIC  PROCEDURES  PERFORMED  IN  125  CASES 
LUNG  CARCINOMA 


Procedure 

Number 

Percent  of 
Cases 

Bronchoscopy 

112 

90 

Node  Biopsy 

21 

16 

Mediastinoscopy 

13 

10 

Rib  Biopsy 

2 

1 

Thoracotomy 

60 

48 

FIGURE  3 


FACTORS  PREVENTING  RESECTION 


Number 


Endoscopic  Evidence  of  Non-Resectability  12 

Distant  Metastasis  17 

Prohibitive  Operative  Risk  7 

Pleural  Effusion  (malignant)  1 


FIGURE  4 


Clinical  Review 

One  hundred-twenty-five  consecutive  cases  of 
lung  cancer  from  1974  to  1980  were  reviewed. 
These  patients  were  admitted  to  the  North  Mississip- 
pi Medical  Center  on  the  private  service  of  the  au- 
thor. The  average  age  was  62  years  with  ages  rang- 
ing from  36  years  to  87  years.  One  hundred  (80%) 
were  male  and  25  (20%)  were  female.  Racial  frac- 
tionation yields  1 10  Caucasian  (85%)  and  15  black 
(15%).  There  were  95  known  smokers  (76%),  5 
non-smokers  (4%)  and  25  (20%)  whose  records  did 
not  reflect. 

Pathological  classification  of  the  125  cases  is  seen 
in  Figure  2.  The  pathology  department  has  made  a 
distinction  between  small  cell  (non-oat  cell  variety) 
and  oat  cell  carcinoma. 

Procedures  performed  on  the  group  for  diagnosis 
as  well  as  definite  resections  were  tabulated  (see 
Figure  3). 

Of  the  60  thoracotomies  performed,  we  found  that 
resection  for  cure  was  possible  in  42  of  the  cases, 
32%  of  the  total  125  cases.  In  the  42  resections 
performed,  lobectomy  was  carried  out  in  30  in- 
stances, bilobectomy  in  2 and  pneumonectomy  in 
10. 

The  most  frequent  complaints  of  the  patients  were 
cough,  hemoptysis,  chest  pain,  and  wheezing.  Thir- 
ty-seven of  the  patients  with  lung  cancer  had  no 
symptoms. 

When  resection  was  not  possible,  other  modalities 
were  selected.  Cobalt  was  used  in  62  cases  and 
chemotherapy  in  26.  Reasons  for  not  performing 
resection  are  illustrated  in  Figure  4. 

Of  the  125  cases,  27  patients  (21%)  are  living  and 
free  of  known  disease.  Ninety-eight  patients  have 
expired  (79%).  The  highest  mortality  occurred  dur- 
ing the  first  12  months  (see  Figure  5). 

In  the  analysis  of  the  42  cases  that  were  resected 
for  cure,  we  find  that  with  a follow-up  time  ranging 
from  2 to  7 years,  27  patients  are  living  with  no 
known  disease  (64%).  There  have  been  15  deaths 
(35%),  two  of  which  were  due  to  non-cancer  causes. 


MORTALITY  CHART  OF  98  PATIENTS  EXPIRED 


Time  of  Death 

Number  of  Deaths 

Percent 

0-12  Months 

61 

62 

12-24  Months 

12 

12 

24-36  Months 

5 

4 

36-48  Months 

4 

3.5 

FIGURE  5 
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This  indicates  that  we  can  expect  to  offer  surgical 
resection  for  cure  to  approximately  30%  of  patients 
with  lung  cancer.  In  the  group  resected  we  can 
reasonably  expect  a 50%  to  60%  five-year  cure  rate. 
In  order  to  push  more  patients  into  the  resectable 
group,  we  must  make  an  earlier  diagnosis  and  get 
these  cases  to  resection  prior  to  escape  of  cancer 
cells  into  the  lymphatics,  blood,  or  contiguous  struc- 
tures. In  spite  of  the  recent  proclamation  of  the 
American  Cancer  Society,  it  seems  only  logical  that 
persons  in  high  risk  groups,  such  as  smokers  or  those 
exposed  to  carcinogens,  should  have  a systematic 


screen  with  chest  x-rays  and/or  sputum  cytology.  It 
is  apparent  that  our  only  hope  for  decreasing  the 
mortality  from  lung  cancer  lies  in  finding  more  le- 
sions that  are  amenable  to  surgical  resection.  ★★★ 

607  Garfield  Street  (38801) 
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During  the  past  20  years  physicians  widely  pre- 
scribed estrogens  to  women  entering  the  menopausal 
years  to  prevent  the  immediate  signs  of  estrogen 
deficiency  and  to  retard  other  disorders  of  aging. 
“Feminine  forever,”  a slogan  adopted  by  physi- 
cians and  women,  became  the  rationale  for  therapy.1 
This  therapeutic  philosophy  underwent  a sudden 
reexamination  five  years  ago  following  publication 
of  a series  of  papers  linking  exogenous  estrogens  to 
the  development  of  endometrial  carcinoma.2  ° Since 
those  initial  reports,  investigators  have  waged  statis- 
tical warfare,  making  claims  and  counterclaims  ab- 
out estrogenic  effects  on  the  endometrium.6,  7 Re- 
cently, retrospective  data  from  a case-control  study 
of  menopausal  estrogen  therapy  suggested  a causal 
relationship  between  estrogen  replacement  therapy 
and  breast  cancer.8 

As  the  data  mount,  the  weight  of  evidence  strong- 
ly suggests  a causal  relationship  between  exogenous 
estrogen  and  neoplasia  in  estrogen  dependent  tissues. 
Because  of  the  widespread  publicity  given  to  this 
relationship,  physicians  are  reticent  to  prescribe 
estrogen;  women  are  reluctant  to  take  estrogen.  Yet, 
it  is  our  view  that  there  is  sufficient  understanding  of 
the  physiology  of  the  menopause,  of  the  mecha- 
nisms of  postmenopausal  estrogen  production,  and 
of  the  pathophysiology  of  estrogen  deprivation  to 
make  some  rational  decisions  about  estrogen  re- 
placement therapy. 

Physiology  of  the  Menopause 

At  birth  a girl  is  endowed  with  approximately  two 
million  primordial  ovarial  follicles.  She  draws  upon 
this  endowment  during  her  reproductive  years  and 
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by  the  time  she  reaches  menopause,  approximately 
5,000  follicles  remain.  The  residual  follicles  require 
an  increasing  concentration  of  follicle  stimulating 
hormone  (FHS)  to  induce  ovulation. 

Endocrine  changes  in  the  pituitary-ovarian  axis 
begin  nearly  a decade  before  a woman’s  last  men- 
strual period.  The  first  perceptible  changes  in  pitui- 
tary-ovarian function  are  variations  in  the  menstrual 
cycle  length  and  a gradual  increase  in  basal  plasma 
FSH  concentration.6,  10  As  menopause  nears,  plas- 
ma FSH  continues  to  increase  until  it  exceeds  the 
plasma  concentration  of  luteinizing  hormone  (LH). 
During  the  prime  reproductive  years,  the  basal  plas- 
ma concentration  of  LH  is  2.5  times  greater  than 
FSH . As  residual  ovarian  follicles  become  refractory 
to  gonadotropin  stimulation,  estradiol- 17(3  (E2)  pro- 
duction by  the  theca  cells  decreases,  thus  decreasing 
the  negative  feedback  upon  the  hypothalamic- 
pituitary  secretory  mechanism.  FSH  concentration 
exceeds  LH  concentration. 

The  physiologic  changes  that  occur  in  the  pitui- 
tary-ovarian axis  as  menopause  approaches  require 
nearly  ten  years  to  become  manifest.  Yet,  following 
surgical  castration  of  reproductive-age  women, 
these  changes  are  immediate." 

Immediate  symptoms  of  estrogen  deprivation  in 
women  undergoing  natural  menopause  and  surgical 
menopause  are  hot  flashes,  urogenital  atrophy,  and 
mood  changes.  These  symptoms  cause  women  to 
seek  medical  attention. 

Hot  Flashes.  Hot  flashes  (vasomotor  instability) 
heralds  menopause  as  the  first  recognizable  symp- 
tom and  occur  to  some  extent  in  over  75%  of  men- 
pausal  women.  Lauritzen 12  noted  that  surgically  cas- 
trated women  experienced  hot  flashes  4-6  days  fol- 
lowing oophorectomy. 

Little  is  known  of  the  pathophysiology  of  the  hot 
flash,  but  it  is  clear  that  hot  flashes  follow  estrogen 
withdrawal.  Women  with  primary  ovarian  failure  do 
not  experience  hot  flashes  (regardless  of  age)  until 
they  have  been  given  exogenous  estogens  and  are 
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withdrawn  from  estrogens.  Men.  undergoing 
estrogen  therapy  for  prostatic  carcinoma,  experience 
hot  flashes  following  estrogen  withdrawal. 

Meldrum  et  al13  documented  a rapid  rise  in  skin 
temperature,  an  increase  in  pulse  rate,  and  a fall  in 
core  temperature  concomitant  with  the  hot  flash  epi- 
sode. Casper  et  al14  demonstrated  that  each  hot  flash 
episode  is  followed  immediately  by  a pulsatile  re- 
lease of  pituitary  LH.  The  triggering  event  for  the 
hot  flash  is  unknown. 

Low  dose  estrogen  replacement  therapy  is  effec- 
tive in  bringing  prompt  relief  from  annoying  hot 
flashes.  Medroxyprogesterone  acetate,  20  mg  per 
day.  is  effective  therapy  for  hot  flashes  in  women 
who  cannot  take  exogenous  estrogen.1-1'  16  Cloni- 
dine.  an  a-adrenergic  agonist  administered  0.05  mg 
twice  daily,  reduced  the  frequency  and  severity  of 
hot  flashes  by  88%  in  a study  of  symptomatic,  post- 
menopausal women.17 

Urogenital  Atrophy.  The  vaginal  epithelium,  en- 
docervical  glands,  endometrium,  and  myometrium 
require  estrogen  for  normal  function.  Estrogen  dep- 
rivation results  in  atrophy  of  these  tissues.  The 
vaginal  epithelium  becomes  thin  and  loses  its  ru- 
gated  surface;  the  endocervical  glands  cease  secret- 
ing mucus;  the  endometrium  fails  to  slough  at 
periodic  intervals;  the  myometrium  undergoes  in- 
volution. The  bladder  and  uretheral  epithelium  may 
undergo  partial  atrophy  along  with  the  reproductive 
tissues. 

Menopausal  women  perceive  these  changes  as 
dyspareunia  (due  to  thinning  of  the  vagina),  dryness 
of  the  vagina  (due  to  diminished  vaginal  and  cervical 
mucus  secretion),  and  urinary  frequency  and  urgen- 
cy (due  to  loss  of  bladder  support).  Estrogen  is 
perhaps  the  only  effective  agent  for  atrophic  vagini- 
tis and  urethritis.  Low  dose  estrogen  treatment  will 
prevent  or  reverse  genital  atrophy. 18 

Mood  Changes.  Menopausal  women  complain  of 
mood  changes  and  emotional  instability  in  their  ear- 
ly menopausal  years.  Depression,  despondency, 
lack  of  self-interest,  lack  of  sexual  interest,  insom- 
nia, irritability,  and  impairment  of  recent  memory 
are  frustrating  changes  for  women  who  formerly  led 
active,  adjusted  lives.  For  lack  of  a physiologic 
explanation,  these  complaints  have  been  attributed 
to  an  ‘'empty  nest  syndrome”  or  a sense  of  di- 
minished worth  due  to  reproductive  failure. 

Recent  advances  in  the  knowledge  of  estrogen 
metabolism  and  in  neuroendocrinology  may  offer 
some  basis  for  understanding  the  mood  disturbances 


that  accompany  menopause.  When  radiolabeled 
estradiol  is  infused  into  normal  volunteers,  part  is 
metabolized  by  16a-hydroxylation  resulting  in  the 
formation  of  estriol,  and  part  is  metabolized  by  2- 
hydroxylation  resulting  in  the  formation  of  2- 
hydroxyestradiol. 14  The  latter  compound  is  named  a 
catechol  estrogen  because  of  the  identical  structure 
of  the  ”A-ring”  of  the  steroid  nucleus  and  the 
catechol  ring  of  the  catecholamine  neurotransmit- 
ters. Catechol  estrogens  are  formed  in  high  concen- 
trations in  the  hypothalamus,  and  moreover,  these 
estrogen  metabolites  compete  with  the  neurotrans- 
mitters for  the  metabolizing  enzyme,  catechol-0- 
methyltransferase.20  Thus,  an  important  chemical 
link  exists  between  estrogens  and  catecholamine 
neurotransmitters  that  may  play  an  important  role  in 
central  nervous  system  function. 

The  response  to  estrogen  treatment  in  alleviating 
these  emotional  complaints  is  unpredictable  and  dif- 
ficult to  evaluate  objectively.  Yet,  women  receiving 
estrogen  replacement  therapy  note  improvement  in 
their  psychologic  well-being.  Schiff  et  al21  report 
that  women  receiving  low  dose  conjugated  estrogens 
experience  improvement  in  sleep  pattern  and  quality 
of  sleep,  a sense  of  being  less  aggressive,  and  im- 
provement in  their  sense  of  self-worth.  Despite  the 
psychologic  improvement  and  alleviation  of  dys- 
pareunia. estrogen  therapy  does  not  increase  libidi- 
nal  desire. 

Estrogen  Production  in  Postmenopausal  Women 

In  premenopausal  ovulatory  women,  estrogen  is 
produced  in  two  ways:  ( 1)  estradiol  17-(3  is  secreted 
by  the  ovarian  follicles,  and  (2)  estrone  is  formed  in 
extraglandular  tissue  sites  (adipose  tissue,  liver, 
muscle)  by  the  aromatization  of  plasma  andros- 
tenedione,  which  is  of  adrenal  and  ovarian  origin. 
With  the  cessation  of  estradiol- 17(3  secretion  by  the 
ovary,  menopause  occurs. 

With  menopause,  neither  the  gland  nor  the  ovary 
secretes  estrogen.  However,  estrogen  production  is 
not  static  or  absent  in  postmenopausal  women  as  the 
mechanism  for  extraglandular  estrogen  production  is 
enhanced  by  age22  and  is  further  accelerated  by 
obesity23  and  hepatic  disease.24  Additionally,  an  in- 
creased rate  of  estrone  formation  is  found  in  pre- 
menopausal and  postmenopausal  women  with  in- 
creased production  of  androstenedione  as  found  in 
polycystic  ovarian  disease  and  ovarian  neoplasia. 

Estrogen  production  in  the  postmenopausal 
woman  is  characterized  by  extraglandular  formation 
of  estrone,  rather  than  by  secretion  of  estradiol- 
1713.2-1  A comparison  of  extraglandular  estrone  pro- 
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duction  in  premenopausal  women  and  postmeno- 
pausal women  is  presented  in  Figure  1 . 

Long  Term  Effects  of  Estrogen  Deprivation 

Osteoporosis.  Beyond  age  20  years,  bone  resorp- 
tion increases  modestly  throughout  life  in  normal 
individuals.  With  normal  formation  and  increased 
resorption,  bone  density  gradually  decreases  in  the 
normal  population.  All  patients  with  osteoporosis 
appear  to  have  an  increased  rate  of  resorption  regard- 
less of  the  cause. 

Albright  and  associates26  first  suggested  an  asso- 
ciation between  osteoporosis  and  the  menopause.  In 
men  and  women  who  have  gonadal  failure  at  puber- 
ty, osteoporosis  is  an  almost  universal  finding  by  age 
30  years.  Estrogens  do  not  seem  to  stimulate  bone 
formation,  but  may  inhibit  bone  resorption. 

Meema  and  Meema27  found  that  castrated  women 
have  significantly  less  bone  mass  than  premenopaus- 
al women  of  the  same  average  age.  They  found  that 
untreated  postmenopausal  women  demonstrated  a 
significant  loss  in  bone  mass,  while  estrogen  treated 
postmenopausal  women  showed  no  such  loss. 

Aitken  et  al2s  made  prospective  studies  of  bone 
mass  in  women  following  oophorectomy  for  benign 
conditions.  Untreated  women  lost  bone  mass  at  an 
accelerated  rate  in  the  two  years  following  oophorec- 
tomy, while  those  women  who  received  estrogen 
replacement  (mestranol)  had  no  acceleration  of  bone 
resorption.  When  estrogen  replacement  therapy  was 
initiated  within  three  years  of  oophorectomy,  bone 
mass  increased.  However,  when  estrogen  replace- 
ment was  delayed  for  six  years  beyond  surgical  cas- 
tration, estrogen  replacement  had  no  effect  on  bone 
mass. 

Daniell26  reported  an  epidemiologic  analysis  of 
women  that  links  osteoporosis  with  a slender  body 
habitus  (<  1 10%  of  ideal  body  weight)  and  smok- 
ing. From  these  data,  the  author  suggests  estrogen 
deficiency  as  a cause  of  osteoporosis. 

On  the  basis  of  available  data,  the  use  of  estrogens 
appears  warranted  in  women  at  high  risk  for  osteo- 
porosis. These  are  slender  (<  1 10%  of  ideal  body 
weight),  Caucasian  women  who  smoke.  Moreover, 
women  with  premature  ovarian  failure  and  those 
undergoing  surgical  menopause  may  benefit  from 
estrogen  replacement  to  retard  bone  demineraliza- 
tion. 

Cardiovascular  Disease.  In  younger  life,  myo- 
cardial infarction  occurs  more  frequently  in  men 
than  in  women.  In  the  25-35  year  age  range  the  sex 
ratio  (M  : F)  is  approximately  7 : 1 . By  age  80  the 
ratio  becomes  equal.  This  disparity  in  the  risk  of 
cardiovascular  disease  is  attributed  to  the  protective 
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Figure  1.  Net  extraglandular  estrone  production  is 
equal  in  premenopausal  and  postmenopausal  women. 
Both  the  ovaries  and  adrenal  glands  secrete  andros- 
tenedione  in  premenopausal  women,  but  the  extent  of 
aromatization  is  only  1 .5%.  In  postmenopausal  women, 
androstenedione  production  is  reduced  by  50%  with  ova- 
rian failure,  but  the  extent  of  aromatization  doubles. 


effects  of  estrogens  during  the  premenopausal  years. 
Epidemiologic  data  to  support  such  a relationship 
are  lacking.  Such  variables  as  life-style,  smoking, 
hypertension,  and  stress  are  more  likely  causal  fac- 
tors in  the  risk  of  cardiovascular  disease.  The  ad- 
ministration of  estrogen  as  prophylactic  protection 
against  cardiovascular  disease  is  unwarranted. 

Estrogen  Replacement  Therapy 

Vasomotor  instability,  urogenital  atrophy,  and 
mood  alterations  are  symptoms  of  estrogen  deficien- 
cy. Ninety  percent  of  women  who  experience  these 
symptoms  will  achieve  relief  following  administra- 
tion of  replacement  estrogen.  Yet,  many  women  are 
reluctant  to  take  estrogen  because  of  their  concern 
for  developing  endometrial  neoplasia  and,  possibly, 
breast  neoplasia. 

We  recommend  estrogen  replacement  therapy  for 
symptomatic  perimenopausal  and  postmenopausal 
women,  but  withhold  estrogen  therapy  from  asymp- 
tomatic women.  Asymptomatic  postmenopausal 
women  most  likely  have  adequate  (or  excessive)  ex- 
traglandular estrone  production  to  sustain  the 
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estrogen-dependent  tissues  and  retard  or  prevent 
osteoporosis.  Asymptomatic  postmenopausal 
women  tend  to  be  obese,  whereas  symptomatic  post- 
menopausal women  tend  to  be  slender. 

For  replacement  therapy  we  administer  conju- 
gated equine  estrogens.  0.625  mg  for  25  days  each 
month.  For  the  last  10  days  of  replacement  therapy 
(days  16-25),  we  add  10  mg  per  day  of  medroxy- 
progesterone acetate.  The  rationale  for  the  addition 
of  a progestin  to  the  estrogen  replacement  regimen  is 
to  prevent  the  development  of  endometrial  neopla- 
sia. Sturdee  et  al30  reported  the  protective  effect  of 
progestins  on  the  endometrium  in  348  postmeno- 
pausal women  who  received  various  regimens  of 
estrogen  replacement.  Estrogen  implants  were 
associated  with  28%  incidence  of  endometrial  neo- 
plasia; unopposed  oral  estrogen  was  associated  with 
a 1 2%  incidence  of  endometrial  endoplasia;  estrogen 
plus  extended  (greater  than  7 days)  progestin  therapy 
was  associated  with  a 2%  incidence  of  endometrial 
neoplasia.  Gambrell  et  al31  have  confirmed  the  re- 
duced incidence  of  endometrial  carcinoma  among 
post  menopausal  women  treated  with  progestins. 

Postmenopausal  women  respond  in  various  ways 
to  estrogens.  Most  have  a resolution  of  symptoms 
with  0.625  mg  of  conjugated  equine  estrogens. 
However,  some  women  fail  to  absorb  the  enteric- 
coated  estrogen  tablet,  while  others  fail  to  remove 
the  sulfate  conjugate  from  the  estrone  sulfate  mole- 
cule. These  women  do  not  respond  to  conjugated 
equine  estrogens,  and  it  is  unlikely  that  a further 
increase  in  dosage  will  produce  a therapeutic  re- 
sponse. 

For  those  women  who  are  apparently  refractory  to 
estrogen  replacement,  we  administer  estradiol- 17(3, 
1 mg  per  day  for  25  days.  It  is  rare  that  a woman  will 
fail  to  respond  to  this  therapy. 

Occasionally,  estrogen  replacement  is  contra- 
indicated in  symptomatic  postmenopausal  women 
because  of  breast  neoplasia,  hepatic  disease,  and 
endometrial  neoplasia.  Oral  medroxyprogesterone 
acetate,  20  mg  per  day15,  or  depo-medroxy- 
progesterone  acetate,  100  mg  IM,lf1  relieved  hot 
flashes  in  74%-80%  of  the  subjects  studied.  Side 
effects  from  this  therapy  were  minimal. 

Conclusions 

We  conclude  that  hot  flashes,  urogenital  atrophy, 
and  mood  changes  are  immediate  symptoms  of 


estrogen  deficiency  in  perimenopausal  and  post- 
menopausal women.  Osteoporosis  is  an  associated, 
remote  consequence  of  estrogen  deficiency.  The  risk 
of  endometrial  neoplasia  is  increased  in  women  ex- 
posed to  excess  estrogen  when  the  estrogen  is  un- 
opposed by  progesterone  or  a synthetic  progestin, 
but  the  risk  of  developing  endometrial  neoplasia  is 
substantially  reduced  when  a progestin  is  added  to 
the  estrogen  replacement  regimen. 

We  recommend  estrogen  replacement  for  symp- 
tomatic postmenopausal  women.  We  do  not  recom- 
mend estrogen  replacement  for  asymptomatic  post 
menopausal  women;  these  women  probably  have 
adequate  endogenous  estrogen  production  to  sustain 
the  estrogen-dependent  tissues. 

Failure  to  respond  to  estrogen  replacement  may 
reflect  malabsorption  of  estrogen  or  a defect  in  the 
metabolism  of  estrogen.  Frequently,  women  who 
fail  to  respond  to  conjugated  equine  estrogens  will 
respond  to  another  oral  estrogen  preparation.  ★★★ 
2500  North  State  Street  (39216) 
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Radiologic  Seminar  CCXIV: 
Contrast  Reactions 


JAMES  T.  TRAPP,  M.D 
Tupelo,  Mississippi 


Ever  since  the  use  of  parenteral  iodinated  contrast 
media  was  begun,  certain  physiologic  and  topical 
sequelae  to  its  use  have  been  observed.  It  has  been 
common  in  the  radiologic  literature  and  in  medical 
vocabulary  to  refer  to  the  occurrence  of  these  se- 
quelae as  “contrast  reactions.”  It  is  obvious  that 
those  events  included  in  this  very  broad  categoriza- 
tion represent  a broad  spectrum  of  phenomena.  It  is 
the  purpose  of  this  brief  paper  to  suggest  a new  term 
to  replace  “contrast  reaction,”  to  briefly  summarize 
observations  at  the  North  Mississippi  Medical  Cen- 
ter with  respect  to  contrast  sequelae,  to  suggest  a 
simplified  means  of  classifying  contrast  sequelae, 
and  to  suggest  a generally  more  rigorous  approach  to 
our  thinking  about  and  our  treatment  of  these  phe- 
nomena. 

It  would  appear  wise  to  object  to  the  use  of  the 
term  “contrast  reaction”  on  two  grounds.  The  term 
is  imprecise  and  limited.  Furthermore,  the  term  has 
come  to  connote  an  allergic  reaction  only.  This  is 
clearly  a much  too  limited  view  of  contrast  sequelae. 
It  is  my  suggestion  that  we  replace  “contrast  reac- 
tions” with  the  term  “contrast  interaction.”  It  is 
clear  that  the  events  which  we  are  attempting  to 
describe  and  categorize  represent  a very  broad  array 
and  include:  the  physiologic  and  biochemical  in- 
teractions between  iodinated  contrast  media  and 
body  fluids;  the  properties  of  iodinated  contrast 
media  to  stimulate  the  immune  and  allergic  systems 
of  the  body;  the  psychological  reaction  of  the  human 
being,  to  both  the  administration  of  contrast  media 
and  to  the  environment  of  its  administration;  the 
direct  predictable  effects  of  contrast  media  on  tis- 
sues; and  the  very  important  property  of  contrast 
media  to  stimulate  the  hypothalamus  and  vagal- 
autonomic  systems.1,  2>  4 

Fifty-six  consecutive  cases  of  contrast  interac- 
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tions  occurring  at  the  North  Mississippi  Medical 
Center  which  were  treated  by  drug  administration 
were  recently  reviewed.  The  vast  majority  of  these 
(95%)  involved  the  occurrence  of  urticarial  wheals 
and  itching.  In  two  cases  the  urticarial  reaction 
occurred  prior  to  the  administration  of  any  contrast. 
The  majority  of  these  urticarial  interactions  were 
treated  with  intramuscular  Benadryl,  with  resultant 
rapid  clearing.  Two  cases  were  treated  with  intra- 
muscular or  intravenous  Valium  and  demonstrated 
equally  rapid  clearing  of  the  urticaria.  There  were 
two  cases  of  rather  prominent  vaso-vagal  responses 
to  contrast  material.  These  cases  constitute  a statisti- 
cally small,  however,  physiologically  very  impor- 
tant group  of  contrast  interactions.  The  symptom 
complex  was  uniformly  monotonous  and  consisted 
of  a subjective  sense  of  warmth,  diaphoresis,  brady- 
cardia, hypotension,  and  syncope.  The  patients  re- 
sponded quickly  and  totally  to  the  administration  of 
intravenous  atropine.  It  is  very  important  to  recog- 
nize this  group  of  patients  and  to  treat  them  as  a 
vaso-vagal  phenomenon  and  not  as  an  anaphylactic 
event.  No  true  anaphylactic  interactions  occurred  in 
the  series  reviewed.  One  such  event  has  occurred  in 
the  Radiology  Department  of  North  Mississippi 
Medical  Center  in  the  last  eight  years.  That  patient 
required  intubation,  administration  of  epinephrine 
and  rather  lengthy  supportive  care.  Contrast  agents 
involved  in  the  above  incidents  were:  Conray  400  — 
23,  Hypaque  — 26,  Cholografin  — 2,  Conray  60  — 
5. 
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Classification  of  Reactions 

A somewhat  simplified,  yet  systematic  way  of 
classifying  contrast  interactions  is  needed.  The  vast 
array  of  possible  contrast  interactions  defies  any 
truly  comprehensive  way  of  classifying  these  events. 
It  is  useful,  however,  to  view  the  overall  matter  in 
some  systematic  way.  It  is  my  suggestion  that  the 
following  classification  proves  to  be  pragmatic. 

I.  Direct  effects  of  contrast  media 

A.  Minor  effects  (flushing,  arm  pain,  nausea, 
and  vomiting).  These  events  alone  are  not 
significant  and  are  not  predictive  of  any 
more  serious  interactions.  These  represent 
either  direct  contrast-tissue  reactions,  cen- 
tral stimulation,  or  vasomotor  response. 

B.  Serious  effects  — tissue  or  organ  toxicity 
(for  example  neurotoxicity,  renal  toxicity 
and  spleen  toxicity  as  a result  of  either  pro- 
longed exposure  or  high  concentration). 
Neural  tissue  is  the  prototype  of  this  direct 
effect  and  exhibits  cellular  death  as  a result 
of  exposure  to  high  concentrations  of  iodi- 
nated  contrast.  Kidney  and  spleen  are  also 
good  models.2 

II.  Vaso-vagal  response 

This  is  an  extremely  important  and  perhaps 
most  important  category  clinically.  Symptom 
complex  briefly  described  above  is  typical.  The 
treatment  is  effective,  recovery  is  complete, 
and  the  need  to  distinguish  this  from  anaphylac- 
tic phenomena  is  critical. 

III.  Topical  or  atopical  contrast  interaction 

A.  Hives 

B.  Itching 

C.  Anxiety 

These  interactions  are  those  which,  in  our 
institution,  have  commonly  been  treated  with 
Benadryl.  It  is  likely  that  these  are  not  true 
allergic  manifestations  in  the  majority  of  cases. 
As  indicated  above  this  same  complex  may 
occur  without  the  administration  of  contrast.  It 
is  also  interesting  to  note  that  in  a few  cases 
Valium  has  proved  to  be  effective  treatment. 
Many  of  these  interactions  need  no  treatment, 
and  while  many  of  them  are  reproducible  in  an 
individual  patient  they  are  not  necessarily  pre- 
dictive of  any  more  serious  or  consequential 
contrast  interaction. 

IV.  Allergic  interactions 

A.  Mild  — bronchospasm 

B.  Serious  — anaphylactoid  reactions 


These  interactions  require  treatment  and  re- 
quire caution  before  subsequent  administration 
of  contrast.  However,  these  events  are  not 
absolute  contraindications  to  future  contrast 
administration.4,  7 

V.  Other  systemic  manifestations 

A.  Shaking  chills 

B.  Cardiac  arrhythmia 

C.  Pulmonary  edema 

D.  Consumption  coagulopathy 

These  events  appear  to  be  mediated  by  the 
hypothalamus.3 

Clinical  Recommendations 

Based  on  our  experience  and  on  literature  review 
some  clinical  recommendations  regarding  contrast 
interactions  are  offered.  Any  patient  having  an 
apparent  systemic  interaction  to  contrast  in  a radiol- 
ogy department  should  be  considered  first  to  be 
undergoing  a vaso-vagal  response.  Pulse  rate  should 
be  ascertained  and  if  bradycardia  is  present  and  if  the 
symptom  complex  described  in  this  paper  obtains, 
then  atropine  should  be  quickly  administered  and  the 
patient  should  not  be  treated  as  if  anaphylaxis  is 
occurring.  Those  patients  experiencing  urticaria, 
itching,  and  anxiety  should  be  approached  with 
calmness  and  with  reassurance.  It  is  our  recom- 
mendation that  only  those  who  are  particularly 
symptomatic  should  be  treated  with  any  medication, 
and  that  the  objective  of  drug  administration  should 
be  to  alleviate  the  distressing  symptoms  which  are 
actually  present.  For  this  reason  we  suggest  that  the 
use  of  the  Benadryl  is  probably  too  ubiquitous  and 
that  it  is  not  necessarily  the  drug  of  choice  in  this 
situation.  It  is  also  our  suggestion  that  these  particu- 
lar patients  not  be  categorically  prohibited  from  fu- 
ture contrast  administration  since  the  occurrence  of 
these  topical  responses  alone  has  no  predictive  value 
for  more  consequential  interactions.7  The  minor 
direct  effects  of  contrast  (flushing,  nausea,  and  ex- 
treme discomfort)  occur  in  the  vast  majority  of 
patients  receiving  contrast  and  are  present  in  varying 
degrees  of  intensity.  These  phenomena  are  totally 
inconsequential,  have  no  predictive  value,  and  con- 
stitute the  prime  example  for  not  considering  all 
contrast  interactions  as  allergic  reactions.  The  se- 
rious direct  effects  of  contrast  usually  are  related  to 
arteriography  and  represent  a technical  problem. 
Those  patients  who  experience  “true”  allergic  man- 
ifestations usually  require  treatment,  the  intensity  of 
which  must  be  gauged  by  the  severity  of  the  interac- 
tion. These  events,  while  certainly  requiring  ex- 
treme future  caution  are  not  absolute  contraindica- 
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tions  to  future  administration  of  contrast.  Valium 
has  promise  in  the  prevention  of  those  systemic 
manifestations  mediated  by  the  hypothalamus.1 

Finally,  the  term  contrast  interaction  enbraces  a 
wide  spectrum  of  events  which  can  be  observed 
following  the  parenteral  administration  of  iodinated 
contrast  material.  It  is  our  suggestion  that  the 
appropriate  clinical  response  to  these  varied  interac- 
tions requires  a somewhat  systematic  way  of  con- 
sidering these  matters.  One  such  schema  has  been 
suggested.  ★★★ 

835  South  Gloster  Street  (38801) 
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A View  of  the  Legislative  Process 

BUCKY  MURPHY 


Not  too  many  years  ago,  health  was  not  a high 
priority  item  for  the  Mississippi  Legislature.  This  is 
not  to  imply  in  any  way  that  legislators  were  not 
interested  in  the  public's  health,  but  merely  that 
most  health-related  matters  were  controlled  almost 
totally  by  the  private  sector.  With  the  coming  of  age 
of  federal  funding  and  state  medicaid  programs, 
health  began  to  emerge  as  higher  priority  legislation . 
Now,  there  is  intense  competition  for  the  federal  and 
state  dollar,  not  only  between  health  and  education 
and  highways,  but  also  among  health  related  groups 
for  their  slice  of  the  health-dollar  pie. 

Although  there  were  hundreds  of  people  around 
the  interim  capitol  during  the  past  legislative  ses- 
sion, this  article  is  about  a relatively  small  group  of 
people  who  have  a tremendous  amount  of  influence 
on  health  legislation.  Not  all  of  this  group  are  even 
elected  officials.  They  are:  Brad  Dye,  Buddie  New- 
man, Ed  Ellington,  Don  Richardson,  Glen  Deweese, 
Ed  Perry,  Martin  Smith,  Perrin  Purvis,  John  Hamp- 
ton Stennis,  Stone  Barefield,  Teddy  Millette,  Jim 
Simpson,  Frank  Barber,  Charlie  Hills,  Sam  Camer- 
on, Martha  Carol  White,  Clifford  Thompson  and  Jan 
Rogers. 

Role  of  Elected  Officials 

Perhaps  a question  has  arisen  already  as  to  why 
the  governor’s  name  was  not  mentioned.  Prior  to 
discussion  of  persons  in  the  legislative  arena,  we 
should  examine  the  role  of  the  governor  in  the  leg- 
islative process.  The  governor  in  this  state  is  not  as 
powerful  in  the  legislative  arena  as  most  of  the  peo- 
ple listed  above.  He  cannot  succeed  himself.  He  has 
no  vote,  no  authority  over  committees  and  no  say  on 
which  bills  will  be  discussed.  He  has  veto  power  and 
personal  influence  with  many  of  the  legislators.  The 
former  can  be  overridden  by  the  legislators  and  the 
latter  usually  fades  with  passage  of  his  four  year  term 
of  office. 

Getting  down  to  the  nuts  and  bolts  of  legislation, 
let’s  examine  the  roles  played  by  the  people  men- 
tioned earlier.  Undoubtedly  some  of  the  names  listed 

Mr.  Murphy  is  assistant  executive  secretary  and  general  counsel 

for  MSMA. 


above  are  familiar  to  many  of  you.  What  you  may 
not  be  so  familiar  with  however,  is  the  life  or  death 
power  some  of  these  people  have  over  health  related 
bills.  In  taking  a closer  look,  let’s  start  at  the  top  with 
Lt.  Governor  Dye  and  Speaker  Newman.  Dye,  of 
course,  is  elected  statewide  and  is  a full  time  public 
official,  assuming  the  duties  of  the  governor’s  office 
when  the  governor  is  out  of  the  state.  Newman,  a 
Valley  Park  farmer,  is  elected  from  his  house  district 
and  serves  as  Speaker  by  virtue  of  election  to  that 
office  by  his  colleagues  in  the  House.  His  job  is 
essentially  full-time,  requiring  him  to  be  in  Jackson 
more  than  Valley  Park.  One  of  the  most  important 
functions  these  two  men  perform  is  the  appointment 
of  committees  and  committee  chairmen.  Because 
every  bill  is  referred  to  a committee  (sometimes 
two),  the  makeup  of  the  committee  is  extremely 
important.  Of  equal  importance  is  the  authority  that 
Dye  and  Newman  have  to  refer  bills  to  committees. 
It  is  completely  within  their  power  to  send  any  bill  to 
any  particular  committee  or  committees. 

Role  of  Committee  Chairmen 

The  second  line  of  key  people  in  the  legislature  are 
the  committee  chairmen.  Of  primary  importance  are 
Don  Richardson  and  Ed  Ellington,  who  chair  the 
Public  Health  Committees  in  the  House  and  Senate. 
Both  of  these  men  represent  districts  in  Hinds  Coun- 
ty. Richardson  is  an  educator  and  realtor  while 
Ellington  is  an  attorney.  Their  legislatively  con- 
nected responsibilities  extend  beyond  the  session  as 
both  are  members  of  the  Mississippi  Medicaid  Com- 
mission. To  these  men  fall  the  responsibility  of  nam- 
ing subcommittees  and  assigning  bills  to  those  sub- 
committees for  consideration.  Most  bills  are  consid- 
ered first  in  subcommittees,  and  the  makeup  of  these 
groups  is  of  such  importance  that  it  cannot  adequate- 
ly be  stated.  The  easiest  place  to  kill  a bill  is  in 
subcommittee,  as  evidenced  by  the  death  of  the 
optometry  bill  in  the  House  for  the  past  two  years. 
This  year  that  bill  was  not  referred  to  a subcommittee 
in  the  Senate  and  was  never  called  up  by  the  chair- 
man for  discussion.  Thus  it  died  “in  the  chairman's 
pocket.”  The  position  of  the  chairman  is  also  crucial 
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in  securing  passage  of  a bill  because  he  is  the  one 
person  who  determines  which  bills  will  be  brought 
up  and  discussed  by  the  committee.  Additionally, 
the  political  philosophy  of  the  chairman  is  impor- 
tant, especially  as  it  relates  to  organized  medicine 
and  medical  legislation. 

Glen  Deweese  and  Ed  Perry,  as  chairmen  of  the 
Appropriations  Committees,  are  in  a position  to 
have  life  or  death  say  over  anything  which  requires 
state  funding.  Deweese,  a Meridian  businessman 
who  owns  a chain  of  convenience  stores,  and  Perry, 
an  Oxford  attorney,  serve  on  the  Medicaid  Commis- 
sion along  with  Richardson  and  Ellington.  The  state 
funds  for  Medicaid,  charity  hospitals,  and  con- 
struction of  new  facilities  such  as  the  proposed  peri- 
natal center  at  the  UMC  come  from  their  commit- 
tees. The  power  of  these  men  was  exemplified  in  the 
1980  session  when  the  House  Appropriations  Com- 
mittee failed  to  fund  the  charity  hospitals.  De- 
weese, who  has  a charity  hospital  in  his  district, 
simply  sent  word  to  the  House  that  if  his  hospital 
didn’t  get  funded,  nothing  else  would  either.  The 
House  took  appropriate  remedial  action  immediate- 
ly- 

Medico-legal  bills  usually  are  referred  to  the 
Judiciary  Committees  chaired  by  Martin  Smith  in 
the  Senate  and  John  Hampton  Stennis  (judiciary  A) 
and  Stone  Barefield  (judiciary  B)  in  the  House.  All 
three  are  attorneys  with  Smith  being  from  Poplar- 
ville,  Stennis  from  Jackson,  and  Barefield  from  Hat- 
tiesburg. It  is  through  these  men  that  malpractice 
reform  legislation  must  pass.  All  three  are  skillful  in 
the  way  they  handle  their  committees.  Very  seldom 
do  any  of  these  committees  pass  something  the 
chairman  does  not  support  wholeheartedly. 

Perrin  Purvis  of  Tupelo  and  Teddy  Millette  of 
Pascagoula  are  both  in  the  insurance  business  and 
chair  insurance  committees  in  each  Chamber  to 
which  many  bills  of  interest  to  the  medical  profes- 
sion are  referred.  Bills  dealing  with  mandated  ben- 
efits under  insurance  policies,  workmen’s  com- 
pensation, and  cost  containment  are  usually  referred 
to  these  committees.  Both  Purvis  and  Millette  run 
their  committees  as  strongly  as  any  chairmen  in  the 
legislature. 


Jim  Simpson  of  Long  Beach  chairs  the  Rules 
Committee  in  the  House.  It  is  this  committee’s  re- 
sponsibility to  “set  the  calendar’’  once  bills  are 
reported  to  the  full  House.  The  importance  of  setting 
the  calendar  (the  order  in  which  bills  will  be  taken  up 
by  the  House)  was  clearly  demonstrated  several 
years  ago  when  the  optometry  bill  passed  out  of 
committee.  The  Rules  Committee  (chaired  by 
George  Payne  Cossar  at  the  time)  kept  it  at  the  foot  of 
the  calendar  where  it  died  because  it  never  got 
considered.  Simpson’s  counterpart  in  the  Senate  is 
Lt.  Gov.  Dye,  who  has  the  power  to  influence  the 
calendar  in  addition  to  his  already  mentioned  other 
powers. 

Although  the  power  of  the  chairman  can  be  felt  on 
every  committee,  that  does  not  necessarily  mean  that 
his  control  is  absolute.  On  rare  occasions,  a bill  is 
“polled  out’’  of  committee  by  a special  vote  of  the 
entire  House  or  Senate.  And  while  a chairman  can 
put  a bill  “in  his  pocket”  and  kill  it,  this  is  not 
frequently  done  because  in  many  cases,  the  chair- 
man will  need  the  votes  of  other  legislators  to  pass  a 
bill  he  is  interested  in,  so  he  does  some  “horse 
trading.”  Most  legislators  recognize  the  fact  that 
politics  is  the  art  of  compromise  and  thus,  they  avoid 
as  much  as  possible  making  other  legislators  mad. 

In  addition  to  these  people,  there  are  numerous 
other  legislators  who  play  a key  role  in  health  related 
legislation.  The  list  of  names  of  these  legislators 
would  be  too  long  to  set  out  in  this  article.  However, 
it  is  sufficient  to  note  that  relatives  of  physicians, 
nurses,  chiropractors,  optometrists,  etc.  all  serve  in 
the  legislature  and  can  be  seen  “working”  the  other 
members  of  specific  bills  which  affect  these  various 
interest  groups. 

Role  of  Lobbyists 

Now  that  we  have  mentioned  the  elected  officials 
who  play  a key  role  in  health  related  legislation,  let’s 
examine  some  non-elected  people  who  exert  a great 
amount  of  influence  on  these  issues.  Charlie  Hills 
represents  the  chiropractors  in  the  legislature  and  has 
a hard-core  group  of  senators  and  representatives 
who  will  work  when  he  gives  them  the  signal.  In 
recent  years,  chiropractors  have  successfully  lob- 
bied for  mandatory  reimbursement  under  insurance 
contracts  for  services  they  are  lawfully  authorized  to 
perform,  while  unsuccessfully  attempting  to  put  a 
chiropractor  on  the  Board  of  Medical  Licensure  and 
to  expand  the  scope  of  their  practice.  Martha  Carol 
White,  a former  member  of  the  House,  represents 
the  nursing  home  industry.  Nursing  home  adminis- 
trators have  a tremendous  grass-roots  lobby  and  re- 
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spond  with  calls  and  letters  when  requested.  They 
have  managed  to  keep  from  feeling  the  axe  on  reduc- 
tions in  services  paid  for  by  Medicaid.  Clifford 
Thompson  represented  several  groups  in  1981,  one 
of  which  was  the  optometrists.  Because  he  lobbies 
for  diverse  groups,  he  has  a good  rapport  with  almost 
all  of  the  legislators.  Likewise,  Frank  Barber  repre- 
sents several  groups,  (the  physician  assistants  in 
1981,  optometrists  in  1980  as  well  as  non-health 
related  groups)  and  is  extremely  effective  in  organiz- 
ing his  groups  to  bring  about  a strong  grass-roots 
effort.  This  was  evidenced  in  the  1981  Session  when 
he  had  more  than  150  people  from  rural  parts  of  the 
state  show  up  at  a hearing  in  support  of  P.A.  licen- 
sure. Sam  Cameron,  who  represents  the  Mississippi 
Hospital  Association,  is  effective  on  health  related 
matters,  as  is  Jan  Rogers  of  the  Nurses  Association. 
Both  get  good  response  from  their  membership 
when  requested.  Rogers  can  fill  the  Capitol  with 
nurses  at  the  drop  of  a hat.  Cameron  has  been  lob- 


bying for  a number  of  years  and  enjoys  an  excellent 
relationship  with  the  legislators.  These  are  only  a 
few  of  the  lobbyists  who  patrol  the  halls  of  the 
Capitol  on  a daily  basis  during  the  session.  There  are 
many  others,  all  seeking  to  influence  in  some  way 
items  of  legislation  that  have  an  effect  on  the  practice 
of  medicine. 

Role  of  MSMA  Members 

Fortunately.  MSMA  has  a good  rapport  with  the 
legislative  leaders  named  above.  They  are  with  us 
more  often  than  they  are  against  us.  However,  the 
increased  pressures  put  on  legislators  by  some  of  the 
interest  groups  mentioned  above  as  well  as  many 
other  groups  often  leads  to  results  that  are  not  as 
favorable  toward  organized  medicine  as  we  would 
want.  The  key  to  medicine’s  future  rests  with  you 
and  your  relationship  to  your  elected  officials.  Now, 
more  than  ever  before,  you  must  do  your  part  — 
namely,  get  to  know,  support,  and  talk  to  your  local 
legislators. 
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Medicaid  Looks  at  Reductions 
In  Benefits,  Payments,  Eligibility 

CHARLES  MATHEWS  and  PATSY  SILVER 


President  Reagan  has  proposed  cuts  in  federal 
funding  for  Medicaid,  Health  Professions  Training 
and  Categorical  (Health)  Grant  Programs.  To  deter- 
mine just  what  effect  these  proposed  cuts  might  have 
in  Mississippi,  Journal  MSMA  recently  inter- 
viewed Mr.  Billy  F.  Simmons,  Director  of  the  Mis- 
sissippi Medicaid  Commission;  Dr.  Norman  A.  Nel- 
son, Vice-Chancellor  and  Dean  of  the  University  of 
Mississippi  School  of  Medicine;  and  Dr.  Alton  B. 
Cobb,  Executive  Officer  of  the  Mississippi  State 
Board  of  Health.  This  month's  Journal  presents  the 
interview  with  Mr.  Simmons.  Subsequent  issues 
will  contain  interviews  with  Dr.  Cobb  and  Dr.  Nel- 
son. 

Editorial  Note:  The  Reagan  Administration  is 
seeking  to  cut  federal  expenditures  for  Medicaid  by 
$100  million  this  year  and  to  provide  only  a 5 percent 
increase  in  federal  expenditures  in  fiscal  1982. 
Thereafter,  increases  in  federal  expenditures  would 
be  limited  to  the  overall  rate  of  inflation.  Along  with 
the  proposed  cuts  in  federal  expenditures  would 
come  increased  flexibility  for  the  states  to  determine 
eligibility,  scope  of  benefits  and  methods  of  reim- 
bursement for  their  respective  Medicaid  programs. 
Also,  Mr.  Reagan  has  promised  strong  efforts  to 
stop  fraud  and  abuse  in  all  federally  funded  pro- 
grams. 

Journal  MSMA:  Mr.  Simmons,  what  do  you  see 
as  the  financial  impact  on  the  Mississippi  Medic- 
aid Program  of  President  Reagan’s  proposed  cuts 
in  federal  funding  for  Medicaid? 

Simmons:  Financially  speaking,  it  will  mean  a re- 
duction of  about  $19  million  in  federal  funds  for 
our  state  programs  in  fiscal  year  1982,  which 
when  combined  with  the  state’s  matching  money, 
means  about  a $25  million  total  reduction  in  fund- 
ing. 

Journal  MSMA:  What  do  you  see  as  Mississippi’s 
and  other  states’  alternative(s)  to  this  cut  in  federal 
funding? 


Simmons:  There  are  only  four.  The  states  can  either 
provide  more  funding  which  won't  be  matched  by 
federal  funds,  or  they  can  reduce  benefits,  lower 
payments  and  cut  eligibility. 

Journal  MSMA:  What  do  you  think  might  happen 
in  Mississippi? 

Simmons:  Well,  first  of  all,  in  the  light  of  today’s 
economy  and  mood  of  the  people  toward  more 
taxes,  I don’t  see  any  great  amount  of  additional 
state  funding  to  make  up  for  lost  federal  funds. 
We  will  therefore  have  to  look  for  reduced  ben- 
efits, payments  and  eligibility. 


Journal  MSMA:  Where  would  you  look  first? 

Simmons:  On  benefits  and  payments  we  will  have 
to  look  at  hospital,  nursing  home,  physician,  and 
drug  services  because  that's  where  90%  of  the 
current  budget  is  being  expended. 

Journal  MSMA:  What  would  be  some  of  the 
possible  changes  in  these  services? 
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Simmons:  I think  we  will  see  such  things  as 
prospective  reimbursement  for  hospital  services, 
bulk  purchasing  of  certain  services  such  as  dur- 
able medical  equipment  and  laboratory  services, 
competitive  bidding  for  physician  and  hospi- 
tal services,  limitations  on  nursing  home  services, 
development  of  and  reimbursement  for  alterna- 
tives to  institutional  care,  and  development  of 
reimbursement  incentives  for  physicians  who 
treat  patients  on  an  outpatient  basis. 

Journal  MSMA:  Won't  this  mean  an  end  to  “free- 
dom of  choice”  in  selection  of  providers  by 
Medicaid  recipients? 

Simmons:  Yes.  I think  we  will  see  Medicaid  recip- 
ients going  to  selected  Medicaid  providers. 

Journal  MSMA:  What  about  restrictions  on  eligi- 
bility? 

Simmons:  I think  it  will  become  harder  to  qualify 
for  Medicaid,  and  there  will  be  more  required  in 
the  way  of  co-payments  by  recipients  for  Medic- 
aid services. 

Journal  MSMA:  What  do  you  see  as  some  of  the 
positive  aspects  of  the  proposed  changes  in  the 
Medicaid  program  from  an  administrative  stand- 
point? 

Simmons:  Well,  I hope  that  eligibility  and  benefit 
standards  can  be  simplified.  It  now  takes  two  or 
three  lawyers  to  track  and  interpret  these  stan- 
dards. I also  hope  we  can  see  some  alternatives  to 
the  present  institutional  care  the  program  pro- 
vides. For  example,  maybe  we  can  reimburse  day 
care  centers  where  working  adults  can  drop  their 
elderly  parents  off  on  their  way  to  work  and  pick 
them  up  in  the  evening,  instead  of  putting  them  in 


a nursing  home.  Also,  I would  like  to  see  what  we 
can  do  in  the  way  of  recognizing  and  rewarding 
providers  for  quality  and  cost  efficient  services. 

Journal  MSMA:  We  hear  a lot  about  fraud  and 
abuse  in  the  Medicaid  Program.  What  is  the  situa- 
tion in  Mississippi? 

Simmons:  Fraud  — some.  Quasi  abuse  — yes, 
perhaps.  For  example,  it's  hard  for  me  to  under- 
stand why  during  the  first  60  days  of  the  12  physi- 
cian-visit limit  last  year,  60  recipients  used  their 
limit  and  received  an  average  of  23  procedures 
(i.e.  lab,  x-ray,  etc.).  During  the  next  60  days  the 
same  recipients  received  an  average  of  3.6  proce- 
dures. 
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WANT  TO  BUILD 
YOUR  OWN 

PRIVATE  RETIREMENT  PLAN 

ON  A 

TAX  DEFERRED  BASIS— 
YET  STILL  HAVE  FUNDS 
AVAILABLE  FOR 
EMERGENCIES? 

Now  you  can  through 

The  Mutual  Association  for  Professional  Services  (MAPS) 
with  the  new  Single  Premium  Deferred  Annuity 
from  The  Penn  Mutual  Life  Insurance  Company. 

For  today’s  careful  planner,  the  Single 
Premium  Deferred  Annuity  offers  a sound  ap- 
proach to  accumulating  liquid  long  term  funds 
at  a high  rate  of  return. 

Consider  these  outstanding  features: 

• Rapid  Fund  Accumulation:  The  high  current 
interest  rate  enables  your  fund  to  grow  rapid- 
ly (see  table  for  illustration  of  earning  power). 

• Tax  Deferred  Treatment:  Your  interest  ac- 
cumulates on  a tax  deferred  basis  until  with- 
drawn or  applied  to  provide  annuity  pay- 
ments. 

• Safety  of  Principal:  You  are  guaranteed  com- 
plete safety  of  principal  during  the  deferred 
period,  assuring  your  financial  security. 

• Liquidity:  Your  money  is  available  to  you  any 
time  you  need  it  with  no  charge  on  partial 
withdrawals  up  to  10%  of  the  single  pre- 
mium. 

• Flexibility:  A wide  range  of  income  payment 
options  are  available  for  you  to  choose  from. 

Remember,  you  pay  only  ONE  premium.  The 
minimum  amount  that  can  be  contributed  is 
$10,000.  The  maximum  is  $500,000. 

So  if  your  financial  objectives  include  a 
secure,  fulfilling  retirement— one  that  letsyou 
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continue  the  kind  of  lifestyle  you  now  en- 
joy—the  Single  Premium  Tax  Deferred  Annui- 
ty from  Penn  Mutual  could  be  your  answer. 

For  more  details  on  this  outstanding  annui- 
ty, and  what  it  can  mean  to  your  financial 
future,  contact  your  MAPS  Service  Office  to- 
day. Now  is  the  time  to  take  advantage  of 
favorable  prevailing  interest  rates  and  the  best 
tax  treatment  allowed  by  law. 


Here’s  how  your  account  will  grow  based  on  a 
contribution  of  $10,000 


Year 

At  Current 
Rate* 

(assume  12%) 

At  Guaranteed 
Rate**  (5.5%) 

1 

$11,010.37 

$11,010.37 

5 

17,325.06 

14,480.31 

10 

30,532.69 

18,925.22 

15 

53,809.06 

23,025.45 

20 

94,829.98 

28,014.01 

Value  at  age  65  $106,209.58 

$29,134.58 

* Based  on  Current  Interest  of  12%  which  is 
guaranteed  until  end  of  second  policy  year. 
Future  rates  may  be  higher  or  lower. 

* * Based  on  Guaranteed  Interest  of  12%  until  end  of 
second  year,  5.5%  for  years  three  through  ten 
and  4%  thereafter. 


The  President  Speaking 


The  Finale 


PAUL  H.  MOORE,  M.D. 
Pascagoula,  Mississippi 


The  annual  session  of  the  MSMA  will  be  history  before  my  final 
comments  make  the  print.  I would  like  to  express  to  all  of  you, 
especially  those  of  you  who  were  not  fortunate  enough  to  make  the 
coast  meeting,  my  sincere  appreciation  and  thanks  for  allowing  me 
the  privilege  to  serve  as  your  president  during  the  past  year.  Jean 
and  I were  warmly  received  wherever  we  went,  and  we  appreciate 
it  more  than  you  will  ever  know. 

I believe  that  we  had  a good  year  and  hope  that  you  concur.  The 
theme  of  my  year  was  involvement,  not  only  in  the  medical  world, 
but  in  the  real  world  as  well.  I know  that  the  MSMA  will  have  a 
good  year  under  the  able  leadership  of  Dr.  R.  Faser  Triplett  of 
Jackson  — after  all,  I have  trained  him  well  through  the  years.  We 
have  all  witnessed  his  leadership  ability  as  president  of  MMFES 
since  its  inception.  Good  luck,  Faser. 

I have  come  to  the  conclusion  that  organized  medicine  has  done 
a good  job  in  just  staying  afloat  as  a private  enterprise  system 
during  the  past  two  decades  of  social  unrest.  This  has  been  accom- 
plished through  good  leadership  at  the  executive  levels;  however, 
we  might  need  to  capitalize  on  the  Marine  recruitment  slogan  — 
there  is  a need  for  a few  good  men  in  organized  medicine.  These 
should  be  people  on  the  local  level  who  have  it  all  together.  This 
would  ensure  us  that  the  correct  words  and  thoughts  always  arrive 
at  the  executive  level.  Organized  medicine,  just  like  any  other 
organization,  needs  all  of  its  members  for  numbers  and  financial 
support,  but  when  action  is  needed,  this  can  best  be  done  by  a few 
well  informed,  unselfish  individuals.  I have  faith  and  really  be- 
lieve that  such  people  are  available. 

Each  local  Medical  Society  should  strive  to  see  that  some  of 
their  leaders  attend  the  Leadership  Conference  sponsored  by  the 
AMA  in  Chicago  each  year.  Here  they  will  participate  with  a 
thousand  or  so  people  from  all  parts  of  the  country,  most  with  the 
same  problems.  There  is  an  attempt  to  find  an  answer.  Also  on 
hand  will  be  some  of  the  so-called  leaders  in  the  political,  educa- 
tional, and  economic  fields.  This  is  a worthwhile  experience, 
and  if  anyone  comes  away  not  motivated  to  some  degree,  then  I 
believe  he  should  have  his  vital  signs  checked  as  soon  as  he  returns 
home. 

There  are  many  medical  organizations  including  some  specialty 

(Continued  on  page  128) 
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Developing  Cancer  Education 
And  Control  Programs 

Today  the  management  of  patients  with  cancer  is 
complex.  The  pre-  and  postoperative  treatment  eval- 
uation procedures  have  proliferated,  therapeutic 
maneuvers  are  more  extensive,  and  followup  care 
involving  radiotherapy,  chemotherapy,  reconstruc- 
tive surgery,  and  rehabilitation  procedures  and  de- 
vices are  more  sophisticated.  Often  they  are  effec- 
tive in  improving  the  enjoyment  of  a responsible 
life.  Strong  advocates  exist  for  proved  and/or  adven- 
turesome projects. 

Today,  we  do  not  know  the  magnitude  of  our 
cancer  problem,  the  needs  of  the  community  or  the 
state,  or  the  results  of  our  therapeutic  endeavors. 
Each  community  involved  in  the  care  of  patients 
with  cancer  should  ensure  that  hospital  staffs  are 
involved  in  programs  designed  to  provide  optimum 
care  for  the  patient  with  cancer.  With  the  needs  and 
performances  of  clinical  cancer  programs  identified 
throughout  the  state,  the  need  for  and  the  goals  of  a 
real  Cancer  Center  capable  of  pursuing  innovative 
clinical  approaches  and  basic  science  level  ideas 
would  be  very  evident. 

These  factors  emphasize  the  need  for  a strong 
program  for  education  of  the  community  hospital 
staff.  Such  programs  must  be  backed  by  a dedicated 
group  of  physicians,  nurses,  administrators  and 
others  who  serve  as  an  advisory  group  in  each  hos- 
pital to  assure  attention  by  hospital  trustees  and  the 
first  line  medical  nursing  staff  to  patients  with  can- 
cer. 

The  backbone  of  such  a program  is  the  demonstra- 
tion of  pertinence  to  a particular  hospital  of  any  one 
educational  endeavor.  The  presence  of  an  efficient 
data  bank,  often  called  a cancer  registry,  provides 
current  pertinent  information  for  educational  ses- 
sions oriented  toward  the  cancer  patient  and  toward 
better  management  of  future  cancer  patients.  The 
collaboration  of  several  such  programs  will  also 
allow  collection  of  meaningful  information  about 
cancer  in  Mississippi  and  aid  in  discarding  old  ideas 
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or  acquiring  new  therapeutic  techniques,  personnel 
or  equipment  on  a local,  regional  or  state-wide  basis. 

The  proper  use  of  a well  functioning  patient  care 
and  followup  system  will  identify  the  needs,  prob- 
lems, and  many  of  the  solutions  for  the  cancer  pa- 
tient in  the  hospital  and  in  the  community.  How  does 
your  hospital  staff  address  the  problems  of  cancer 
patients  in  your  community? 

Since  1 9 1 3 the  American  College  of  Surgeons  and 
the  American  Cancer  Society  have  promoted  parallel 
and  often  identical  efforts  in  the  development  of 
cancer  education  and  control  programs  in  the  com- 
munity hospital,  of  which  one  essential  component 
has  been  the  cancer  registry  or  cancer  data  bank. 
Consultation  and  planning  for  such  a program  is 
free.  The  benefits  to  patient  care  will  pay  for  the 
efforts. 

George  V.  Smith,  M.D. 

State  Chairman 
Field  Liaison  Programs 
Commission  on  Cancer 
American  College  of  Surgeons 

Guest  Editorial 

Doctors7  Day 

In  the  early  days,  it  was  not  difficult  to  become  a 
physician  in  Mississippi:  Prospective  medical  stu- 
dents simply  “attached”  themselves  to  a practicing 
physician  and  made  the  rounds  with  him  as  he  bled, 
blistered  or  purged  his  patients  back  to  good  health, 
or  — failing  that  — sent  them  to  an  early  grave. 

Despite  its  obvious  shortcomings,  there  was 
something  to  be  said  for  such  a primitive  method  of 
training  new  physicians.  If  it  did  nothing  to  enhance 
a prospective  physician’s  intellectual  grasp  of  medi- 
cine, it  at  least  provided  him  with  a certain  amount  of 
on-the-job  training. 

Thank  goodness,  though,  that  that  archaic  system 
no  longer  exists. 

Only  six  years  after  the  University  of  Mississippi 
Medical  Department  was  organized  in  1903,  the 
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school  could  claim  39  students  at  its  two-year  clini- 
cal facility  in  Vickburg.  The  school’s  biggest  com- 
petitor, the  Mississippi  Medical  College  in  Meri- 
dian, was  even  more  impressive.  When  the  school 
was  organized  in  1906,  its  first-year  enrollment  ex- 
ceeded 100.  Although  a glance  at  the  school’s  rules 
and  regulations  offers  a glimpse  of  what  the  faculty 
had  to  overcome  — the  school,  for  example,  was 
forced  at  one  point  to  ban  firearms  in  the  classroom 
— a honest  effort  was  made  to  teach  the  fun- 
damentals of  anatomy  and  health  care. 

By  the  time  the  Mississippi  Legislature  saw  fit  in 
1950  to  establish  the  University  of  Mississippi 
Medical  Center  in  Jackson,  the  state  was  well  on  its 
way  to  maintaining  a first-rate  medical  community. 

Today  the  Medical  Center,  which  produces  about 
150  new  physicians  each  year,  is  generally  regarded 
as  one  of  the  most  progressive  and  proficient 
teaching  facilities  in  the  South.  Mississippi-trained 
physicians  are  second  to  none  in  the  nation. 

Perhaps  today  — designated  as  “Doctors’  Day” 
in  many  states  — is  as  good  a time  as  any  to  stop  and 
reflect  on  how  far  Mississippi  physicians  have  come 
over  the  years.  It  is  also  a good  time  to  reflect  on  the 
many  positive  contributions  this  state’s  physicians 
have  made  to  society  as  a whole. 

( Editor  s Note:  Reprinted  from  the  March  30, 
1981  Jackson  Daily  News.) 

THE  PRESIDENT  SPEAKING  / 
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groups  who  would  like  to  be  the  mouthpiece  for 
organized  medicine.  That's  OK  with  me  as  long  as 
they  represent  what  is  best  for  our  patients  and  medi- 
cine. It  matters  not  what  handle  is  placed  on  an 
organization.  The  sad  side  of  the  above  story,  from 
my  observation,  is  that  most  of  these  groups  are 
mimicking  an  old  political  hack.  They  criticize  their 
opponents,  but  have  no  worthwhile  program  of  their 
own.  Most  are  existing  to  preserve  their  own  turf. 
We  will  not  always  get  results  that  please  everyone. 
If  everyone  is  pleased,  then  no  one  profits.  It  takes 
different  strokes  for  different  folks.  We  must  work 
for  a common  goal,  one  that  fulfills  most  of  the 
needs  for  medicine  and  especially  our  patients. 

The  Board  of  Trustees  of  our  medical  society 
should  be  commended.  I have  never  known  a more 
dedicated  group  of  individuals.  Their  attendance 
record  is  almost  unbelievable.  You  must  remember 
that  these  gentlemen  are  practicing  physicians  just 
like  yourself  who  give  of  their  time  and  resources  for 
the  betterment  of  medicine.  We  should  also  be  proud 
of  our  State  Medical  Association  and  members. 


Approximately  80%  of  the  physicians  of  Mississippi 
belong.  This  is  a number  we  can  be  proud  of.  In  fact, 
this  is  a goal  that  it  would  be  well  for  the  nation  as  a 
whole  to  shoot  for.  We  can  make  our  organization 
better,  but  it  will  take  input  from  all  of  us. 

Finally,  I would  like  to  say  to  all  those  people  at 
the  headquarters  building  in  Jackson,  thanks  for 
making  the  past  year  one  which  will  be  most  memo- 
rable in  my  life.  To  my  partners,  thanks  for  putting 
up  with  me  and  a double  thank  you  for  not  reducing 
my  salary. 

You  Are  Making  a Difference 

“You  are  making  a difference  — and  it  shows!” 
That  is  the  report  from  the  National  High  Blood 
Pressure  Education  Program  of  the  National  Insti- 
tutes of  Health,  issued  as  High  Blood  Pressure 
Month  begins. 

In  1973,  only  13%  of  Americans  knew  that  high 
blood  pressure  is  a major  cause  of  heart  disease. 
Today,  almost  twice  that  many  relate  high  blood 
pressure  to  heart  trouble.  And  a growing  number  of 
people  now  know  that  high  blood  pressure  leads  to 
strokes  and  kidney  failure. 

But  the  national  effort  to  control  high  blood  pres- 
sure is  not  finished.  Many  people  do  not  stay  on 
therapy,  many  hypertensive  patients  have  not  been 
identified,  and  many  people  still  have  misconcep- 
tions about  the  disease.  The  Education  Program 
urges  continued  efforts  in  the  fight  against  high 
blood  pressure. 


s 


Sirs:  We  have  noticed  a perceived  increase  in  the 
incidence  of  cases  of  familial  ovarian  cancer. 

A registry  for  the  collation  of  cases  of  familial 
ovarian  cancer  has  been  established  at  Roswell  Park 
Memorial  Institute  to  evaluate:  ( 1 ) the  type  of  inheri- 
tance to  assist  physicians  with  genetic  counseling; 
(2)  the  relationship  to  breast  and  endometrial  carci- 
noma; (3)  the  relationship  to  environmental,  geo- 
graphical and  racial  factors;  and  (4)  the  histopatholo- 
gy  of  familial  cases. 

Inquiries  regarding  the  clinical  history  of  any 
family  with  two  or  more  members  with  ovarian  can- 
cer may  be  addressed  to  the  Familial  Ovarian  Cancer 
Registry. 

M.  Steven  Piver,  M.D. 

Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  NY  14263 
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Examine  Me. 


During  the  past  several  years,  I have  heard  my  name  mentioned 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspapers, 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  the 
phrases  “overmedicated  society, ” “overuse, ” “misuse,”  and  “abuse,”  my 
name  is  one  of  the  reference  points.  Sometimes  even  the  reference  point. 

These  current  issues,  involving  patient  compliance  or  dependency- 
proneness,  should  be  given  careful  scrutiny,  for  they  may  impede  my 
overall  therapeutic  usefulness.  As  you  know,  a problem  almost  always 
involves  improper  usage.  When  I am  prescribed  and  taken  correctly, 

I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for  me. 
Consider  your  patients  with  heart  problems,  G.I.  problems,  and  inter- 
personal problems  who,  when  their  anxiety  was  severe,  have  been  able 
to  benefit  from  the  medication  choice  youve  made.  Recall  how  often 
you’ve  heard,  as  a result,  “Doctor,  I don’t  know  what  I would  have  done 
without  your  help.  ” 

You  and  I can  feel  proud  of  what  we’ve  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

If  you  examine  and  evaluate  me  in  the  light  of  your  own  experience, 
you’ll  come  away  with  a confirmation  of  your  knowledge  that  lama  safe 
and  effective  drug  when  prescribed  judiciously  and  used  wisely. 

For  a brief  summary  of  product  information  on  Valium  (diazepam/ 
Roche)  (jv  , please  see  the  following  page.  Valium  is  available  as  2-mg, 
5-mg  and  10-mg  scored  tablets. 
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Valium® 

diazepam/Roche 

mmmmmmmmmmmmmmam 


Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad|unc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome; 
convulsive  disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use.  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually 
taper  dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy:  advise  patients  to  discuss  therapy 
If  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action  Usual  precau- 
tions indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
Side  Effects:  Drowsiness,  confusion,  diplopia 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  |aundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy 
Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b i d to  q i d , alcoholism,  10  mg  t.i.d.  or  q i d in 
first  24  hours,  then  5 mg  t I d or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q i d , adjunctively  in  convulsive  disorders,  2 to  10 
mg  b i d to  q i d Geriatric  or  debilitated  patients  2 to 
21/2  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated  (See  Precautions.)  Children  1 to 
2V2  mg  t.i.d.  or  q i d initially,  increasing  as  needed 
and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium ® (diazepam/Roche)  Tablets.  2 mg 
5 mg  and  10  mg — bottles  of  100  and  500;  Tel-E-Dose* 
packages  of  100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing  10  strips 
of  10,  Prescription  Paks  of  50,  available  in  trays  of  10 


Medico-Legal  Brief 

Insurance  Company  Liable 
To  Physician 

An  insurance  company  and  an  attorney  breached  a 
duty  owed  to  a physician  when  they  settled  a mal- 
practice suit  against  the  physician  without  his  con- 
sent, the  New  Jersey  Supreme  Court  ruled. 

The  physician,  a neurosurgeon,  performed  an 
arteriogram  on  a patient  in  the  summer  of  1968.  In 
September  1970,  the  patient  filed  a malpractice  suit 
against  the  neurosurgeon.  He  sought  $3  million  in 
damages,  claiming  that  the  arteriogram  caused  him 
to  lose  the  use  of  his  hands.  The  neurosurgeon’s 
insurance  company  assigned  an  attorney  to  handle 
the  defense,  and  the  physician  later  signed  a settle- 
ment consent  form. 

After  signing  the  form,  however,  the  physician 
learned  from  other  physicians  that  the  patient  had 
been  using  his  hands  normally.  Suspecting  fraud  by 
the  patient,  the  physician  then  wrote  to  the  attorney 
and  stated  that  no  settlement  should  be  made.  A 
$50,000  settlement  was  agreed  upon  despite  the 
physician’s  attempt  to  revoke  his  prior  consent.  As  a 
consequence,  the  physician’s  premiums  were  in- 
creased substantially. 

In  a suit  against  the  insurance  company  and  the 
attorney,  the  physician  charged  that  the  insurer 
breached  its  contract  with  him  and  that  the  attorney 
violated  the  attorney-client  relationship.  The  New 
Jersey  Supreme  Court  said  that  the  physician’s  con- 
sent to  settle  the  claim  was  revocable,  since  there 
was  no  contrary  provision.  The  insurance  com- 
pany’s settlement  of  the  claim  despite  the  revocation 
constituted  a breach  of  the  consent  provision. 

The  attorney  ignored  the  wishes  of  his  client,  the 
physician,  and  followed  the  wishes  of  his  client,  the 
insurance  company.  He  violated  his  duty  to  the 
physician  by  not  informing  him  of  the  conflict  of 
interest  between  his  two  clients.  The  attorney’s  fail- 
ure to  withdraw  from  the  case  completely  or  termi- 
nate his  representation  of  either  the  insurance  com- 
pany or  the  physician  constituted  actionable  profes- 
sional malpractice,  the  court  said. 

The  neurosurgeon  was  entitled  to  a retrial  and  an 
opportunity  to  prove  his  damages,  the  court  said.  — 
Lieberman  v.  Employers  Insurance  of  Wausau,  419 
A. 2d  417  (N.J.Sup.Ct.,  Sept.  15,  1980) 


Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley.  New  Jersey  071 10 
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When  you  join  MAPS  - the  Mutual  Associ- 
ation for  Professional  Services  - and  take  advan- 
tage of  our  select  financing  programs.  Programs 
often  unavailable  through  conventional  means. 

Through  MAPS,  you  can  obtain  residential 
mortgage  loans  up  to  $450,000  for  a home  that 
reflects  your  professional  status.  And  second 
mortgages  that  let  you  use  your  existing  equity 
for  education  costs,  a second  home  or  that  long- 
planned  vacation.  All  with  competitive  interest 
rates  and  flexible  payment  schedules. 

MAPS  can  also  help  you  lease  equipment, 
minimize  your  tax  bite,  maximize  your  retire- 
ment benefits,  and  keep  you  abreast  of  the  latest 
developments  in  financial  planning  through 
seminars  and  a quarterly  newsletter. 

All  for  an  annual  membership  fee  of  $25 
- less  than  the  price  of  a good  theater  ticket. 

So  if  you’re  ready  for  a larger  home,  or  just 
seeking  a practical  solution  to  your  current 
financial  needs,  MAPS  has  the  answer.  To  find 
out  just  how  much  a MAPS  membership  can  be 
worth  to  you,  call  toll-free 
1-800-523-0258  (outside  PA) 

1-800-362-5258  (inside  PA) 

Mutual  Association 
for  Professional  Services 


MAY  1981 


131 


Thomas 
Yates  & Co. 

Insurance  with  Innovation 


The  basic  idea  of  Thomas  Yates  & Co.  hasn’t  changed.  It’s  just 
grown.  Good  ideas  usually  do. 

As  we  begin  our  fourth  decade  of  service  to  the  Mississippi  State 
Medical  Association,  Thomas  Yates  & Co.  has  continued  to  upgrade 
coverages  and  to  design  well  planned  group  insurance  programs 
responsive  to  some  very  special  needs  of  its 
members.  Our  aim  is  to  steadily  strengthen 
membership  benefit  programs  through  the 
introduction  of  new  and  improved  coverages;  to 
give  members  more  protection  for  their  money; 
to  make  insurance  more  adaptable  and  to  back 
up  the  plans  we  offer  with  imagination  and 
thorough  service  . . . That’s  the  Thomas  Yates 
idea  — the  simple  but  profound  idea  to  offer  its 
members  the  best  possible  group  insurance 
plan. 

Yes,  the  basic  idea  . . . Insurance  With 
Innovation  . . . it  hasn’t  changed  . . . it’s  just 
grown. 


Thomas  Yates 


ThomasYates&Co. 

GROUP  INSURANCE  ADMINISTRATORS 

735  Riverside  Drive  • RO.  Box  5048  • Jackson,  Mississippi  39216 
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MEDICAL  ORGANIZATION 


CME  Workshop 
Meets  in  Biloxi 

More  than  50  physicians,  hospital  administrators 
and  CME  coordinators  attended  a recent  CME  work- 
shop at  the  Broadwater  Beach  Hotel  in  Biloxi.  The 
workshop  was  sponsored  by  MSMA  and  the 
Louisiana  Medical  Society. 

Meeting  activities  were  coordinated  by  Dr.  Ed- 
ward M.  Rehak,  chief  of  pathology  and  CME  chair- 
man at  Gulf  Coast  Community  Hospital  in  Gulfport. 
Among  many  outstanding  speakers  and  panelists  at 
the  meeting  were  Dr.  Joseph  S.  Gonnella,  associate 
dean  and  director  of  academic  programs,  Jefferson 
Medical  College  and  Dr.  Robert  K.  Richards,  assis- 
tant dean  and  executive  vice  president.  University  of 
Michigan. 

Dr.  Gonnella  spoke  on  “A  Critical  Look  at  Con- 
tinuing Medical  Education  Today”  and  Dr.  Rich- 
ards spoke  on  “Using  CME  to  Improve  Hospital 
Care.” 

The  workshop  was  the  second  annual  CME  con- 
ference participated  in  by  the  MSMA  Council  on 
Medical  Education  as  part  of  the  council’s  program 
to  accredit  intra-state  medical  organizations  and  in- 
stitutions offering  CME  to  physicians.  Dr.  William 
E.  Godfrey,  II,  of  Natchez  serves  as  chairman  of  the 
Council. 

Dr.  John  Busey  Receives 
International  Award 

John  F.  Busey,  director  of  medical  education, 
Mississippi  Baptist  Medical  Center,  is  the  1981  re- 
cipient of  the  Rhoda  Benham  Award  medallion  of 
the  Medical  Mycological  Society  of  the  Americas. 

Nomination  for  the  international  award  is  based 
upon  the  physician’s  continuous,  outstanding  and 
meritorious  contributions  to  medical  mycology.  The 
award  was  presented  in  recognition  of  Dr.  Busey’s 
dedication  and  enthusiasm  for  the  study  of  systemic 
fungal  diseases,  primarily  blastomycosis.  He  has 
published  numerous  papers  both  on  the  clinical  and 
basic  research  aspects  of  mycological  diseases,  and 
he  continues  to  make  valuable  contributions  to  the 
training  of  medical  students,  house  staff  and  practic- 
ing physicians. 

Dr.  Busey  received  his  M.D.  degree  from  Tulane 
University  in  1930.  Following  an  internship  at  City 
Hospital  in  Mobile,  AL,  he  did  postgraduate  clinical 


training  at  Massachusetts  General  Hospital  and  New 
York  Post  Graduate  Hospital.  During  World  War  II 
Dr.  Busey  served  as  a medical  officer  in  the  Euro- 
pean Theatre  of  Operation,  at  the  8th  Field  Hospital, 
several  Evac  hospitals  and  the  68th  General  Hospi- 
tal. He  obtained  the  rank  of  Colonel  before  his  dis- 
charge in  1948. 

For  36  years  Dr.  Busey  was  affiliated  with  the 
Veterans  Administration.  He  served  as  director  of 
professional  services  at  the  VA  Hospital  in  Atlanta 
and  as  chief  of  the  medical  service  at  the  VA  Hospi- 
tal in  Jackson.  He  was  a member  of  the  Veterans 
Administration  Cooperative  Study  Committee  on 
Histoplasmosis  and  chairman  of  the  Veterans 
Administration  Study  Committee  on  Blastomycosis. 

Dr.  Busey  has  been  on  the  faculty  of  the  Universi- 
ty of  Mississippi  School  of  Medicine  since  1955, 
serving  as  clinical  professor  of  medicine  since  1966. 
He  is  certified  by  the  American  Board  of  Internal 
Medicine,  and  is  a member  of  Central  Medical  Soci- 
ety and  Mississippi  State  Medical  Association. 


Greenville  City  Jail 
Receives  AMA  Accreditation 


The  Greenville  City  Jail  has  been  awarded  full  two- 
year  accreditation  for  its  health  care  system  by  the  Amer- 
ican Medical  Association.  Ella  Tardy,  MSMA  Jail  Project 
Coordinator,  presented  the  Certificate  of  Accreditation  to 
Chief  Robert  Skinner.  Also  at  the  presentation  were,  from 
left,  Stephen  Selby,  assistant  jail  supervisor;  Lt.  Charles 
James,  jail  supervisor ; David B . Keddy,  M.D.,  physician 
responsible  for  the  jail;  and  Greenville  Mayor  W.  C. 
Burnley. 
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Arizona  Physician  Presents 
Medical  Grand  Rounds  at  UMC 


UNIVERSITY  MEDICAL  CENTER 
ASSOCIATED  STUDENT  BODY 


Dr.  David  S.  Alberts,  center,  associate  professor  of 
medicine  and  pharmacology  at  the  University  of  Arizona 
Health  Sciences  Center  in  Tucson,  presented  medical 
grand  rounds  at  the  University  of  Mississippi  Medical 
Center.  With  him  are  (from  left)  Dr.  Carl  Evers,  UMC 
professor  of  pathology  and  associate  dean  for  academic 
affairs,  and  Dr.  J . Tate  Thigpen,  UMC  associate  profes- 
sor of  medicine  and  director  of  the  division  of  oncology. 


UMC  Conducts  Third 
Annual  Neurology  Symposium 


Dr.  Kenneth  P . Johnson,  center,  chief  of  neurology 
research  at  the  Veterans  Administration  Medical  Center 
in  San  Francisco  and  professor  of  neurology  and  patholo- 
gy at  the  University  of  California  at  San  Francisco,  was 
on  the  guest  faculty ; for  the  University  of  Mississippi 
Medical  Center' s third  annual  neurology  spring  sympo- 
sium. With  him  are  symposium  coordinator  Dr.  Shri 
Mishra  (left),  UMC  associate  professor  of  neurology  and 
chief  of  the  neurology  service  at  the  VA  Medical  Center, 
and  Dr.  Robert  Currier,  UMC  professor  of  neurology  and 
chairman  of  the  department. 


Bourland,  Walter  L.,  Jr.,  Jackson.  Bom  Tupe- 
lo, MS,  July  26,  1949;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1975;  interned 
Parkland  Memorial  Hospital,  Dallas,  one  year; 
general  surgery  residency.  University  of  Texas 
Health  Science  Center  1976-80;  elected  by  Central 
Medical  Society. 

Douvas,  Stavros  G.,  Jackson.  Bom  Greece,  July 
4,  1939;  M.D.,  Faculty  of  Medicine  University  of 
Athens,  Greece,  1965;  interned  Northwestern  Uni- 
versity, Chicago,  IL,  one  year;  ob-gyn  residency, 
same,  1972-74;  elected  by  Central  Medical  Society. 

Duffy,  Patrick  A.,  Natchez.  Bom  New  Orleans, 
Aug.  10,  1946;  M.D.,  Louisiana  State  University 
School  of  Medicine  Shreveport,  1976;  interned  Con- 
federate Memorial  Medical  Center,  Shreveport,  one 
year;  ophthalmology  residency,  University  Medical 
Center,  Jackson,  MS,  1977-80;  elected  by 
Homochitto  Valley  Medical  Society. 

England,  Leslie  E.,  Natchez.  Bom  Boston,  MA., 
Nov.  30,  1949;  M.D.,  Louisiana  State  University 
School  of  Medicine,  New  Orleans,  1975;  interned 
Carraway  Methodist  Medical  Center,  Birmingham, 
AL,  one  year;  internal  medicine  residency,  same, 
1976-78;  elected  by  Homochitto  Valley  Medical 
Society. 

Files,  Joe  Clark,  Jackson.  Born  Ackerman,  MS, 
May  24,  1947;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1972;  interned  UMC, 
Jackson,  one  year;  internal  medicine  residency, 
same,  1973-76;  hematology  fellowship,  University 
of  Washington,  Seattle,  1977-79;  elected  by  Central 
Medical  Society. 

Gillies,  William  G.,  Magnolia.  Bom  Cape  Town, 
South  Africa.  Dec.  22,  1923;  M.D.,  Louisiana  State 
University  School  of  Medicine,  New  Orleans,  1949; 
interned  Jersey  City  Medical  Center,  N.J.,  one  year; 
elected  by  South  Central  Medical  Society. 

Grace,  James  B.,  Ocean  Springs.  Bom  Canton, 
MS,  Aug.  31,  1942;  M.D.,  University  of  Mississip- 
pi School  of  Medicine,  Jackson,  1968;  interned 
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UMC,  Jackson,  one  year;  otolaryngology  residency. 
National  Naval  Medical  Center.  Bethesda,  MD, 
1972-76;  elected  by  Singing  River  Medical  Society. 

Hicks,  W.  Merrill,  Jr.,  Bom  Greenwood,  MS, 
Jan.  8,  1949;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1975;  interned  Van- 
derbilt Hospital,  Nashville,  TN,  one  year;  internal 
medicine  residency,  same,  1976-79;  elected  by  Del- 
ta Medical  Society. 

Lin,  Dorothy  S.,  Jackson.  Bom  Detroit,  MI,  Mar. 
28,  1925;  M.D.,  Shantung  Provincial  Medical  Col- 
lege, Tsinang,  Shantung,  1953;  interned,  same,  one 
year;  radiology  residency,  same,  1954-56;  radiology 
residency,  Philadelphia  General  Hospital,  PA,  Jan. 
1976-June  1977;  radiology  residency,  University  of 
Pennsylvania  Hospital,  Philadelphia,  July  1977- 
June  1978;  elected  by  Central  Medical  Society. 

Purvis,  John  Marvin,  Jackson.  Bom  Memphis, 
TN,  Aug.  20,  1948;  M.D.,  University  of  Mississip- 
pi School  of  Medicine,  Jackson,  1974;  interned  Bap- 
tist Hospital,  Atlanta,  GA,  one  year;  orthopedic 
surgery  residency,  same,  1975-76;  orthopedic 
surgery  residency,  Texas  Scottish  Rite  Hospital, 
Dallas,  79-80;  elected  by  Central  Medical  Society. 

Sauls,  Jeffrey  L.,  Ocean  Springs.  Bom  Houston, 
MS,  Feb.  9,  1945;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1970;  interned 
Queen’s  Medical  Center  Honolulu,  one  year;  radiol- 
ogy residency,  UMC,  Jackson,  MS,  1971-72  and 
1974-76;  elected  by  Singing  River  Medical  Society. 

Shaw,  Rebecca  D.  L.,  Pascagoula.  Bom  Decorah, 
IA,  June  13,  1949;  M.D.,  University  of  Iowa  Col- 
lege of  Medicine,  Iowa  City,  1975;  interned  Uni- 
versity of  Iowa,  Iowa  City,  one  year;  ob-gyn  res- 
idency, same,  1976-79;  elected  by  Singing  River 
Medical  Center. 

Stout,  Marshall  J.,  Jr.,  Jackson.  Bom  Jackson, 
MS,  Jan.  19,  1950;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1975;  interned  UMC, 
Jackson,  one  year;  elected  by  Central  Medical  Soci- 
ety. 

Tarpy,  Patrick  E.,  McComb.  Bom  Shreveport, 
LA,  Mar.  22,  1949;  M.D.,  Louisiana  State  Uni- 
versity School  of  Medicine,  New  Orleans,  1975; 
interned  UMC,  Jackson,  MS,  one  year;  pediatric 
residency,  same,  1976-78;  elected  by  South  Central 
Medical  Society. 
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'Data  on  file  Parke-Davis  Marketing  Research  Dept. 
"Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 

The  National  Prescription  Audit.  IMS  America  Ltd.. 
September  1980. 
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TUCKS®  Pre-Moistened  Hemorrtioidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforbng  as  an  adjunct  in  postoperative  cane  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOL-HC®  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC®  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg;  bismuth  subgallate.  225%;  bismuth  resorcin  compound. 

I. 75%;  benzyl  benzoate.  12%;  Peruvian  balsam.  1.8%;  zinc  oxide, 

II. 0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate.  5.0 
mg;  bismuth  subgallate.  225  mg;  bismuth  resorcin  compound.  17.5  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients;  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  tnembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  Indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops,  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 

See  "WARNINGS" 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

How  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9  -86  T (1S”-30°C). 

1089G010 


PARKE-DAVIS 

Div  of  Warner-Lambert  Co 
Morris  Plains,  NJ  07950  USA 


DEATHS 


King,  Jack  V.,  Jackson.  Bom  Pelahatchie,  MS, 
Jan.  22,  1923;  M.D. , Harvard  Medical  School,  Bos- 
ton, 1947;  interned  Grady  Memorial  Hospital, 
Atlanta,  one  year;  residency  in  surgery,  Ochsner 
Foundation  Hospital,  New  Orleans,  1948-49; 
surgery  residency,  Grady  Memorial  Hospital,  Atlan- 
ta, 1950-53;  died  March  7,  1981,  age  58. 

Lamb,  Woodrow  McDonald,  Greenwood.  Born 
Beech  Grove,  AR,  Dec.  28,  1912;  M.D.,  Tulane 
University  School  of  Medicine,  New  Orleans,  1938; 
interned  Missouri  Baptist  Hospital,  St.  Louis,  one 
year;  ob-gyn  residency,  Chicago  Lying  In  Hospital, 
Chicago,  June-Sept.  1940;  died  Feb.  25,  1981,  age 
68. 

Hulett,  Alexander  W.,  Charleston.  Bom  Merid- 
ian, MS,  July  17,  1922;  M.D.,  Tulane  University 
School  of  Medicine,  New  Orleans,  1950;  interned 
John  Gaston  Hospital,  Memphis,  one  year;  died 
March  4,  1981,  age  58. 


PERSONALS 


Robert  L.  Buckley,  Jr.  and  Jacob  Skiwski  of 
Columbus  announce  the  relocation  of  Columbus 
Children’s  Clinic  to  Doctor's  Park,  425  Hospital 
Drive. 

John  D.  Burk  of  Tupelo  has  been  named  a diplo- 
mate  of  the  American  Board  of  Dermatology. 

Clifton  C.  Cartwright  of  Booneville,  Linda 
Chidester  of  Mantachie,  Thomas  Houston  of 
Jackson,  and  Richard  H.  Streiffer  and  William 
Edward  Walker,  both  of  Collins,  have  been 
named  diplomates  of  the  American  Academy  of 
Family  Physicians. 

David  L.  Clippinger  has  been  named  chief  of  staff 
at  Garden  Park  Community  Hospital  in  Gulfport. 
Beverly  Myers  was  appointed  chief  of  medicine, 
and  William  Seidensticker  was  named  chief  of 
surgery. 
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Columbus  Orthopaedic  Clinic  (Wiley  C.  Hutchins 
and  Charles  S.  Rhea,  Jr.)  has  relocated  to  2459 
Fifth  Street  North  in  Columbus. 

Claude  Earl  Fox  of  Jackson  served  as  chairman 
for  the  Maternal-Child  Health  Workshop  at  the  re- 
cent national  meeting  of  State  Maternal-Child 
Health  and  Crippled  Children’s  Directors  in  San 
Diego,  CA. 

John  G.  Gassaway  of  Starkville  was  inducted  as  a 
fellow  of  the  American  Academy  of  Orthopaedic 
Surgeons  at  the  group’s  48th  annual  meeting  in  Las 
Vegas. 

James  Hardy  of  Jackson  and  UMC  represented  the 
American  College  of  Surgeons  at  the  annual  meeting 
of  the  Association  of  Operating  Room  Nurses  in 
Dallas. 

Bobby  J.  Heath  of  Jackson  and  UMC  has  been 
named  to  the  Board  of  Governors  of  the  American 
College  of  Cardiology. 


- 


Michael  E.  Jabaley  recently  spoke  at  meetings  of 
the  Chicago  Hand  Society,  the  Rocky  Mountain 
Hand  Society  and  the  New  York  Society  for  Surgery 
of  the  Hand,  and  was  a faculty  member  at  a hand 
surgery  course  sponsored  by  Rush-Presbyterian-St. 
Luke’s  Medical  School. 

John  Jackson  of  Jackson  and  UMC  recently  con- 
ducted a seminar  at  the  National  Institutes  of  Health 
in  Bethesda,  MD. 

Herbert  Langford  of  Jackson  and  UMC  recently 
served  as  a panelist  at  a meeting  of  the  American 
College  of  Physicians  in  New  Orleans  and  con- 
ducted a workshop  on  hypertension  at  the  North 
Mississippi  Medical  Center. 

Ronald  R.  Lubritz  of  Hattiesburg  announces  the 
opening  of  his  Meridian  office  for  the  treatment  of 
diseases  and  tumors  of  the  skin,  located  at  1525  22nd 
Avenue. 

Leo  Scanlon  of  Vicksburg  was  guest  speaker  at  a 
recent  meeting  of  the  Vicksburg  Rotary  Club. 

Kelly  S.  Segars  of  Iuka  recently  spoke  to  the 
Flying  Physicians  Association  in  St.  Anton,  Austria, 
on  “Coronary  Care  in  the  Rural  Hospital.” 

Robert  J.  Trautman,  Jr.,  announces  the  opening 
of  his  office  for  the  practice  of  dermatology  at  2200 
South  Lamar  in  Oxford. 
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POSTGRADUATE 

CALENDAR 


July  23-25,  1981 

Advanced  Cardiac  Life  Support 

Meridian,  Mississippi 

October  14-17,  1981 
Family  Practice  Update 
Jackson,  Mississippi 

December  10-11 , 1981 
Perinatal  Postgraduate  Course 
Jackson,  Mississippi 

For  more  information,  contact  the  Division  of 
Continuing  Health  Professional  Education,  Uni- 
versity Medical  Center,  2500  North  State  Street, 
Jackson,  MS  39216.  Phone:  (601)  987-4914. 

Conference  on  Aging 
Scheduled  in  New  Orleans 

Physicians  are  invited  to  attend  “Aspects  of  Ag- 
ing II,”  a conference  sponsored  by  the  Veterans 
Administration  Medical  Center  in  New  Orleans  on 
May  22.  The  program  will  begin  at  8:00  a.m.  and 
conclude  at  1 :00  p.m. 

Guest  speakers  will  include  Ian  M.  Smith,  M.D., 
professor  of  medicine,  University  of  Iowa  School  of 
Medicine,  and  William  E.  Fann,  M.D. , professor  of 
psychiatry  and  associate  professor  of  pharmacology, 
Baylor  College  of  Medicine.  In  addition,  Robert 
Burch,  M.D.,  the  Price-Goldsmith  Professor  of 
Nutrition  at  Tulane,  will  speak. 

Medical  Grand  Rounds  will  be  included  as  part  of 
the  program.  Category  I Credits  will  be  offered. 
There  is  no  registration  fee. 

For  information,  contact  Daniel  K.  Winstead, 
M.D.,  VA  Medical  Center,  1601  Perdido  Street, 
New  Orleans,  LA  70146. 


Watch  for  the 
Complete  Report  of  the 
113th  Annual  Session 
Next  Month  in  Journal  MSMA 
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CVCUPEN-lV(cyclacillin) 

Indications 

Cyclocillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillm 
class  and  its  use  should  be  confined  to  these  indications  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  byS.  pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae ) and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae * 

"Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H influenzae 
SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E.  call  and  P mirabilis 
(This  drug  should  not  be  used  in  any  E.  coli  and  P mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins 

Warnings  Cvclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reported  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  nistory  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  otner  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  aose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed 
NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  ore,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  witn  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilic.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumotic  fever  or  glomerulonephritis  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after  Persistent  infection  may  require  treatment  for  sev- 
eral weeks 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 


Dosage  (Give 

in  equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q.i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d 
body  weight  > 20  kg 
(44  lbs)  250  mg  q.  i d 

Bronchitis  and 
Pneumonia 

Mild  or 

Moderate 

Infections 

250  mg  q.i.d. 

50  mg/kg/doy  q i.d 

Chronic 

Infections 

500  mg  q.i.d. 

100  mg/kg/day  q i d 

Otitis  Media 

250  mg  to  500  mg 

q.i.d.  t 

50  to  100  mg/kg/dayt 

Skin  & Skin 

250  mg  to  500  mg 

50  to  100  mg/kg/dayt 

Structures 

q i.d.  t 

Urinary  Tract 

500  mg  q.i.d 

100  mg/kg/day 

"Dosage  should  not  result  in  a dose  higher  than  that  for  adults. 
tdepending  on  severity 


Wyeth 


Laboratories 

Philadelphia.  Pa  19101 


Half  the  dose 
is  absorbed  in  9 minutes! 


Fewer  episodes  of  diarrhea  and  rash 
than  with  ampicillin  in  studies  to  date. 

Efficacy  proven  in  the  treatment 
of  bronchitis,  pneumonia,  and  upper 
respiratory  infections^ 

In  117  patients,  73  with  bronchitis/pneumonia 
caused  by  S . pneumoniae  and  44  with  streptococcal 
sore  throat  caused  by  Group  A beta-hemolytic 
streptococcus,  CYCLAPENR-W  achieved  a clinical 
response  rate  of  100%!  Bacterial  eradication  was 
95%  and  86%  respectively. 


Rapid,  virtually  complete  absorption  from  Gl  tract 
Exceptionally  high  peak  blood  levels  — 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

Rapidly  excreted  unchanged  in  urine  — 

IV2  times  faster  than  ampicillin 


iDue  to  susceptible  organisms. 

See  important  information  on  facing  page. 


'Based  on  T V2  values  for  single  oral  doses  of  500  mg  cyclacillin 
tablet  and  500  mg  ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 


Wyeth  Laboratories  * Philadelphia  . Pa  19101 
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CYCLAPM-W 

/ I • 1 1 • \ 250  and  500  mg  Tc 

(cyclaci  1 1 in)  pe 


more  than  just  spectrum 


Acute  pain 

is  no  laughing  matter. 


The  first  prescription  for 
the  first  davs  of  acute 


ays  of  acute  pain 

Empirin®  c Codeine  #3 


Each  tablet  contains:  aspirin,  325  mg;  plus  codeine 


phosphate,  30  mg,  (Warning  — may  be  habit-forming). 


For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 


The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 

For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with  . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


EMPIRIN®  with  Codeine 


DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsahcylic  acid)  325  mg  plus  codeine  phosphate  in  one  ot  the 
following  strengths  No  2 — 15  mg,  No.  3 — 30  mg,  and  No.  4 — 60  mg  (Warning  — may  be  habit-forming  I 
CONTRAINDICATIONS:  Hypersensitivity  to  aspirin  or  codeine. 

WARNINGS: 


Drug  dependence:  Empirin  with  Codeine  can  produce  drug  dependence  ot  the  morphine  type  and,  therefore,  has  the 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repeated  administra- 
tion of  this  drug  and  it  should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the  used  other 
oral,  narcotic-containing  medications  Like  other  narcotic-containing  medications,  the  drug  is  subject  to  the  Federal  Con- 
trolled Substances  Act 


Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as  dnvmg  a car  or  operating  machinery  The  patient  using  this  drug  should 
be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 
anesthetics,  phenothiazines,  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression.  When  such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced 

Use  in  pregnancy:  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  fetal  development. 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 

PRECAUTIONS: 

Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  m|ury,  other  intracranial  lesions  or 
a pre-existing  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries 

Acute  abdominal  conditions:  The  administration  of  Empirin  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal  conditions. 

Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies  patients  with  nasal 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin 

risk  patients:  Empinn  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism.  Addison's  disease,  prostatic 
or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders. 

REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  light-headedness,  dizziness 
nausea  and  vomiting.  These  effects  seem  to  be  more  prominent  in  ambulatory  than  in  nonambulatory  patients  and 
of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
constipation,  and  pruritus. 

frequently  observed  reactions  to  aspirin  include  headache,  vertigo,  ringing  in  the  ears,  mental  contusion,  drowsi- 
sweatmg,  thirst,  nausea,  and  vomiting.  Occasional  patients  experience  gastric  irritation  and  bleeding  with  aspirin 
are  unable  to  take  salicylates  without  developing  nausea  and  vomiting.  Hypersensitivity  nmy  be  manifested  by 
iash  or  even  an  anaphylactic  reaction  With  these  exceptions,  most  ot  the  side  effects  occur  after  repeated  admmistra- 
doses. 

AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of  the  pain  and  the  response  ot  the 
It  may  occasionally  be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  ot  more  severe  pain  or  in 
who  have  become  tolerant  to  the  analgesic  effect  of  nartolics.  Empinn  with  Codeine  is  given  orally  The  usual 
lor  Empirin  with  Codeine  No  2 and  No.  3 is  one  ot  two  tablets  every  tout  hours  as  required  The  usual  adult  dose 
with  Codeine  No.  4 is  one  tablet  every  four  hours  as  required. 

The  CNS  depressant 
Empirin  with  Codeine  may  be 
that  of  other  CNS  depressants 

Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


MEETINGS 


National  and  Regional 

American  Medical  Association,  Annual  Meeting,  June  7-11, 
1981,  Chicago;  James  H.  Sammons,  Executive  Vice  Presi- 
dent, 535  N.  Dearborn  St.,  Chicago.  IL  60610. 


State  and  Local 

Mississippi  State  Medical  Association.  113th  Annual  Session.  April 
26-30,  1981,  Biloxi.  Charles  L.  Mathews.  Executive  Secy.,  735 
Riverside  Drive,  P.O.  Box  5229,  Jackson  39216. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting,  July  29- 
August  1 , 1981 . Biloxi.  Mrs.  Alyce  Palmore,  Executive  Secy..  P.O. 
Box  12330,  Jackson  3921 I. 

Amite-Wilkinson  Counties  Medical  Society,  3rd  Monday, 
March,  June,  September,  December.  James  S.  Poole,  Secy., 
The  Gloster  Clinic,  Gloster  39638,  Counties:  Amite,  Wilkin- 
son. 

Central  Medical  Society , 1st  Tuesday,  January,  April,  October, 
December,  6:30  p.m. , Primos  Northgate  Restaurant,  Jackson. 
Patsy  Douglas,  Executive  Secy.,  B6  Medical  Arts  Bldg., 
1151  N.  State  St.,  Jackson  39201.  Counties:  Hinds,  Leake, 
Madison,  Rankin,  Scott,  Simpson,  Yazoo. 

Claiborne  County  Medical  Society,  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital , Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County: 
Claiborne. 

Clarksdale  and  Six  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  p.m.,  Clarks- 
dale. Rodney  Baine,  Secy.,  110  Yazoo  Ave.,  Clarksdale 
38614.  Counties:  Coahoma,  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Society,  1st  Wednesday,  January, 
March,  May,  September  and  November.  H.  S.  Barrett,  Secy., 
P.O.  Box  1898,  Gulfport  39501.  Counties:  Hancock,  Harri- 
son, Stone. 

Delta  Medical  Society,  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751 . 
Counties:  Bolivar,  Humphreys,  Leflore,  Sunflower,  Wash- 
ington. 

DeSoto  County  Medical  Society,  3rd  Thursday,  February  and 
August,  1 :00  p.m..  Kenny's  Restaurant,  Hernando.  Malcolm 
D.  Baxter,  Jr.,  Secy.,  Baxter  Clinic,  Hernando  38632. 
County:  DeSoto. 

East  Mississippi  Medical  Societ}’,  1st  Tuesday,  February,  April. 
June,  October,  December.  J.  Barry  Gilbert,  Secy.,  Mail:  Ms. 
Jenkins,  1415  50th  Ave.,  Meridian  39301.  Counties:  Clarke, 
Kemper,  Lauderdale,  Neshoba,  Newton,  Winston. 

Homochitto  Valley  Medical  Societ}',  1st  Tuesday.  February, 
June,  September,  December,  Ramada  Inn,  Natchez.  Walter 
T.  Colbert,  Secy.,  P.O.  Box  1488.  Natchez  39120.  Counties: 
Adams,  Jefferson. 

North  Central  District  Medical  Society,  3rd  Wednesday, 
March,  June,  September,  December.  Robert  L.  Coggin,  Pres, 
and  Secy.,  965  A vent  Dr.,  Grenada  38901.  Counties:  Attala, 
Carroll.  Choctaw,  Grenada,  Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Society,  1st  Thursday,  March, 
June,  September,  December.  Roger  L.  Lowery,  Secy.,  618 
Pegram  Dr.,  Tupelo  38801.  Counties:  Alcorn,  Calhoun, 
Chickasaw,  Itawamba,  Lee,  Monroe.  Pontotoc,  Prentiss, 
Tishomingo,  Union. 

North  Mississippi  Medical  Society,  1st  Thursday,  March,  Au- 
gust, December.  Cherie  Friedman,  Secy.,  424  South  5th, 
Oxford  38655.  Counties:  Benton,  Lafayette,  Marshall, 
Panola,  Tate,  Tippah,  Yalobusha. 

Pearl  River  County  Medical  Society,  2nd  Monday,  March,  June, 
September,  December.  J.  C.  Griffing,  Secy.,  Crosby  Memo- 
rial Hospital,  Picayune  39466.  County:  Pearl  River. 


Prairie  Medical  Society,  2nd  Tuesday,  March.  June.  Septem- 
ber, December.  Albert  H.  Laws,  Secy.,  816  Second  Ave. 
North,  Columbus  39701.  Counties:  Clay,  Oktibbeha. 
Lowndes,  Noxubee. 

Singing  River  Medical  Society,  3rd  Monday,  February.  May, 
August,  November.  Robert  D.  Holbert,  Secy.,  P.O.  Box 
1502,  Pascagoula  39567.  County:  Jackson. 

South  Central  Mississippi  Medical  Society,  2nd  Tuesday, 
March,  June,  September,  December.  Julian  T.  Janes,  Secy., 
304  Clark,  McComb  39648.  Counties:  Copiah,  Franklin, 
Lawrence,  Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Society , 2nd  Thursday.  March,  June, 
September,  December.  Douglas  F.  Thomas,  Secy.,  415  South 
28th  Ave.,  Hattiesburg  39401 . Counties:  Covington.  Forrest, 
George,  Greene.  Jasper,  Jefferson  Davis.  Jones,  Lamar. 
Marion,  Perry,  Smith,  Wayne. 

West  Mississippi  Medical  Society,  2nd  Tuesday,  January, 
March,  May,  September,  October,  November,  6:30  p.m.. 
Magnolia  Motor  Motel,  Vicksburg.  Martin  E.  Hinman, 
Secy.,  The  Street  Clinic,  Vicksburg  39180.  Counties:  Is- 
saquena, Sharkey,  Warren. 


Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organiza- 
tions have  been  accredited  in  accordance  with  the  “Essentials 
for  Accreditation  of  Institutions  and  Organizations  Offering 
Continuing  Medical  Education  Programs"  of  the  Liaison  Com- 
mittee on  Continuing  Medical  Education.  Information  concern- 
ing CME  programs  for  physicians  offered  by  these  accredited 
sources  may  be  obtained  by  writing  the  Director,  Continuing 
Medical  Education,  at  the  individual  institution  or  organization. 


Council  on  Scientific  Assembly 

Mississippi  State  Medical  Association 
735  Riverside  Drive 
Jackson.  MS  39216 

North  Mississippi  Medical  Center 
830  Gloster  Avenue 
Tupelo.  MS  38801 

Forrest  General  Hospital 
Box  1897 

Hattiesburg,  MS  39401 

Mississippi  Baptist  Hospital 
1225  N.  State  Street 
Jackson.  MS  39201 

Gulf  Coast  Community Gulfport 
Memorial  Hospital  Consortium 
4642  W.  Beach  Boulevard 
Biloxi.  MS  39531 

Jefferson  Davis  Memonal  Hospital 
Box  1488 

Natchez.  MS  39120 

King’s  Daughter  Hospital 
Box  948 

Brookhaven.  MS  39601 

Delta  Medical  Center 
Greenville.  MS  38701 


Mississippi  Radiological  Society 
316  Medical  Arts  Building 
Jackson.  MS  39201 


Northwest  Mississippi  Regional  Medical  Center 
Box  1218 

Clarksdale,  MS  38614 


Mississippi  Chapter 

American  College  of  Surgeons 
Box  5229 

Jackson.  MS  39216 


Mercy  Regional  Medical  Center 
100  McAuley  Dnve 
Vicksburg.  MS  39180 


North  Panola  County  Hospital 
Drawer  160 
Sardis.  MS  38666 


Singing  River  Hospital 
2809  Denny  Avenue 
Pascagoula.  MS  39567 

Magnolia  Hospital 
Alcorn  Dnve 
Corinth.  MS  38834 


Riverside  Hospital  Greenwood  Leflore  Hospital 

Lakeland  Dnve  1508  Leflore  Avenue 

Jackson.  MS  39208  Greenwood.  MS  38930 

Howard  Memorial  Hospital 
1559  Lafayette  St. 

Biloxi,  MS  39533 
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PLACEMENT  SERVICE 


Physicians  Wanted 

Anesthesiologist  to  join  large  community  hospi- 
tal. Contact  Tom  Askew,  Administrator,  Green- 
wood-Leflore  County  Hospital,  Greenwood,  MS 
38930. 

General  Practice  opportunity  in  group  practice  on 
Gulf  Coast.  No  initial  investment.  Excellent  hospital 
facilities.  Contact:  W.  E.  Calhoun,  M.D.  and  W.  P. 
Warfield,  M.D.,  P.O.  Box  764,  Moss  Point,  MS 
39563;  telephone  (601)  475-8821. 

Situations  Wanted 

Board  eligible  anesthesiologist  seeks  practice 
location.  M.D.  from  M.  P.  Shah  Medical  College, 
Jamnagar,  India,  1971.  Anesthesiology  residency  at 
University  of  Tennessee,  1980.  Married.  Contact 
Mohanlal  L.  Patel,  M.D.,  5289  Queen  Anne  Dr., 
Memphis,  TN  38134. 

Pediatrician  completing  military  obligation  in 
November  seeks  practice  opportunity  in  single  spe- 
cialty, multi-specialty  or  partnership  position  in 
community  of  20,000-80,000  population.  Contact 
David  W.  Drennen,  M.D.,  9998A  Saint  Onge  Ave- 
nue, Ellsworth  AFB,  SD  57706. 

Pediatrician  seeks  practice  location  upon  comple- 
tion of  residency  in  July  1981.  Contact  J.  K. 
Angrish,  M.D.,  1222  Vincent  Ct.,  #4,  Flint,  MI 
48503. 

Pathologist — Board  Eligible.  University  trained. 
Completing  residency.  Available  July  1981.  Contact 
Ashraf  Mohammad,  M.D. , University  Medical  Cen- 
ter, 2500  North  State  St.,  Jackson,  MS  39216. 

Cardiologist  seeks  solo  or  group  practice  opportu- 
nity in  hospital-based  consultative  practice.  Com- 
pleting fellowship  in  June  1981.  Contact  Amar  De- 
Sai,  M.D.,  1003  Fenley  Ave.,  Louisville,  KY 
40222. 

Pediatrician  and  Pathologist  (husband  and  wife) 
seek  practice  opportunity.  Available  July  1981. 
Contact  Michael  M.  Lessner,  M.D.  and  Evelyn  J. 
Diehl,  M.D.,  1920  Cheremoya  Ave.,  Los  Angeles, 
CA  90068. 


Pathologist  especially  interested  in  coagulation  and 
blood  banking  seeks  hospital-based  position.  Con- 
tact Daniel  Williams.  Jr.,  M.D.,  77  Rippowam  Rd., 
Apt.  A,  Stamford,  CT  06902. 

General  Practitioner  seeks  practice  location  in 
small  community.  Contact  Keith  Hummed,  M.D., 
405  Mesaba  Ave.,  Apt.  5C,  Duluth,  MN  55806. 

Ophthalmologist  seeks  practice  location  upon 
completion  of  military  service  in  January  1982. 
Contact  John  R.  Wood,  M.D.,  8430  Rocky  Path. 
San  Antonio,  TX  78250. 


CLASSIFIED 


The  more  you  know  about  choices,  the  easier  it  is 
to  choose.  That's  why  CompHealth,  the  oldest, 
largest  locum  tenens  organization  in  the  United 
States,  can  help  make  choices  easier  for  you.  Any 
specialty  can  be  covered  including:  F.P.,  I.M., 
Rad.,  Anes.,  and  Ob/Gyn.  With  a large  selection  of 
reliable,  qualified  physicians  to  choose  from,  Comp- 
Health  provides  physicians,  hospitals,  clinics  and 
communities  with  dependable  locum  tenens  cover- 
age, allowing  you  to  keep  your  practice  covered 
without  inconvenience  or  concern.  Turn  a difficult 
decision  into  an  easy  choice.  Contact  CompHealth, 
175  West  200  South.  Suite  2003,  Salt  Lake  City,  UT 
84101,  (801)  532-1200. 

Family  physician.  Opportunity  for  solo  practitioner 
(coverage  available)  in  rural  southeast  Mississippi. 
Guarantee  and  practice  start-up  assistance  available. 
For  further  information,  contact:  Norma  J.  Knott, 
Hospital  Affiliates  Management  Corporation,  6420 
Powers  Ferry  Road,  Suite  300,  Atlanta,  GA  30339. 

Gynecologist  Wanted  — for  position  with  a 
women's  medical  facility  located  near  New  Orleans, 
LA.  Our  clinic  offers  first  trimester  pregnancy  ter- 
minations and  routine  gyn  care.  Special  training  is 
available.  Remuneration  — excellent.  A physician 
wishing  to  establish  his/her  practice  would  find  the 
clinic  most  satisfying.  Please  send  curriculum  vitae 
to  Medical  Director,  Metairie  Women's  Medical 
Center.  3008  19th  Street,  Metairie.  LA  70002. 
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Family  physicians  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour 
from  Birmingham.  Faculty  appointment  with  Fami- 
ly Practice  Center  at  University  of  Alabama  if  qual- 
ified. Join  established  practice  or  work  individually. 
Salary  of  $42,000  to  $55,000  guaranteed  until  prac- 
tice is  self-sufficient.  Generous  fringe  benefits  in- 
clude life,  disability,  health,  retirement,  and  mal- 
practice insurance,  two  weeks  continuing  education, 
and  three  weeks  annual  leave.  All  equipment,  in- 
cluding x-rays  and  lab,  furniture,  and  supplies  pro- 
vided. Management  services  including  personnel, 
payroll,  tax  reports,  and  billing  provided.  If  invited 
to  visit,  all  expenses  will  be  paid.  All  moving  ex- 
penses covered.  Write  Health  Development  Cor- 
poration, P.O.  Box  1486,  Tuscaloosa,  AL  35403,  or 
telephone  Frank  Cochran  collect  at  758-7545  for 
more  information. 

Uncommon  bargain  on  Clay  Adams  electronic  cell 
counter.  Performs  HGB,  RBC,  WBC;  like  new  — 
used  only  18  months;  list  $6,950.00  — sacrifice 
$3,500.00.  Selling  to  buy  larger  counter  due  to  in- 
creased practice  volume.  Contact  Robert  T.  Cates, 
M.D.,  Cates  Plaza  Clinic,  12  Professional  Parkway, 
Jackson,  MS  39213;  telephone  (601)  856-6000. 


200  Milliamps  office  x-ray  unit,  complete  with 
table,  stand  and  new  tube,  and  tank  developing  sys- 
tem, pig-o-stat,  x-ray  file  storage,  mobile  screen, 
chest  plate  rack,  apron  and  accessories.  $8,000. 
Available  now.  Contact  Dr.  Lyle,  Starkville  Chil- 
dren’s Clinic,  P.O.  Box  1507,  Starkville,  MS 
39759;  (601)  323-7510. 

Duck  Hunting  Land  For  Salf.  Beautiful  80-acre 
Tupelo  brake.  Well  stocked  with  valuable  timber. 
All  under  water  except  for  5-acre  ridge.  Near  High- 
way 49  East,  just  north  of  Sidon,  MS.  Easy  access. 
To  be  sold  to  highest  and  best  bid.  For  showing  or 
other  information,  write  Occupant,  P.O.  Box  149, 
Lexington,  MS  39095. 


This  publication 
is  available  in  microform. 

University  Microfilms  International 

300  North  Zeeb  Road  30-32  Mortimer  Street 
Dept  PR  Dept  PR 

Ann  Arbor,  Mi  48106  London  WIN  7RA 
U.S.A  England 
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Riverside. 


Mississippi’s  Unique  Psychiatric 
Hospital. 


Riverside  Hospital  is  unique  in 
Mississippi. 

As  a privately  owned  56-bed  short 
term  care  facility  for  treating  patients 
with  psychiatric  illness,  emotional 
problems,  or  substance  abuse,  it  is  the 
only  hospital  of  its  kind  in  the  state. 

Architecturally  designed  to  create 
an  attractive  open  environment, 
Riverside’s  “non-institutional” 
atmosphere  helps  prepare  the  patient 
for  specific  therapy,  healthy 
entertainment  and  physical  recreation. 

The  clinical  program  incorporates 
a wide  range  of  modern  psychiatric 
ideas.  Emphasis  is  placed  on 
interpersonal  relationships,  small 
group  functions,  and  professional 
individualized  care. 

The  Medical  Staff  includes  a 
large  number  of  physicians  in  private 
practice  in  the  Jackson  area.  All  are 
qualified  and  limit  their  practice  to 
psychiatry. 

Riverside  is  licensed  by  the 
Mississippi  Commission  on  Hospital 
Care,  and  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of 
Hospitals. 

Physicians  who  have  patients  that 
would  benefit  from  this  type  of 
treatment  approach  may  obtain  referral 
information  by  contacting  the 
Admitting  Office. 

Riverside 

Hospital 

P.O.  Box  4297,  Jackson,  MS  39216 
Telephone:  (601)939-9030 


Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


Expanding 


therapy 


Bactrim  is  useful  for 

the  following  infec-  A w 

tions  when  due  if  q 1 1 nph  ■ I npoo  1 r» 
to  susceptible  Elov^lLllllt'oo  111 

catedso°gan1sms  antimicrobial 

(see  indications  section 
in  summary  of  product 
information): 


in  recurrent 
UTI... 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume... on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coll,  Klebalella-Entero- 
bacter,  Proteus  mlrabllls,  Proteus  vulgaris,  Proteus  morganll.  It  Is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  Infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus 
Intluenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  Infection 
Is  due  to  amplclllln-reslstant  Haemophilus  Intluenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  In  children  under  two  years  of  age. 
Bactrim  Is  not  Indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  in  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  llexneri  and  Shigella  sonnet 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carlnii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A 0-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  |aundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC  s are  recommended,  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General.  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin:  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia.  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  coniunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis  Gastrointestinal  reactions  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  C/VS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E phenomenon  Due  to  certain  chemical  similarities  to  some 
goitrogens.  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients,  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults : Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media— 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children  s dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100.  Prescription  Paks 
of  20  and  28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole—bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100.  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


in  shigellosis 

faster  relief  of 
diarrhea  than  with 
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ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Please  see  previous  page  for  summary  of  product  information. 


from  site  to  source  Bactrim  DS 

„ t.  4 „ 160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

Bactrim  continues  to  demonstrate  high  clinical  effec-  Z r 

tiveness  in  recurrent  urinary  tract  infections.  Bactrim  DOUBLE  STRENGTH  TABLETS 

reaches  effective  levels  in  urine,  serum,  and  renal 

tissue1 . . .the  trimethoprim  component  diffuses  into 

vaginal  secretions  in  bactericidal  concentrations1... 

and  in  the  fecal  flora,  Bactrim  effectively  suppresses 

Enterobacteriaceae1 2 with  little  resulting  emergence 

of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN  N Engl  J Med  303  426-432,  Aug  21,  1980  2.  Data  on  file. 

Medical  Department,  Hoffmann-La  Roche  Inc. 
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Clear  correlation  belween  anxiety  and  depression3 

The  above  graph  illustrates  a relationship  between  anxiety  and  depression,  indicating  that  patients  seldom 
present  with  anxiety  or  depression  alone,  more  often  they  have  both  in  varying  degrees.  Data  based  on  a 
sampling  of  100  outpatients  (64  male,  36  female)  seen  at  a general  psychiatric  clinic 
Adapted  from  Claghorn,  J.  The  anxiety-depression  syndrome.  Psychosomatics  11  438-441,  Sept-Oct  1970 
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DEPRESSED  PATIENTS  WHO  ARE 

ALSO  ANXIOUS12 

Most  depressed  patients  are  also  anxious. . . 

Some  authors  estimate  that  70%  of  all  nonpsychotic  patients  with  symptoms  of 
depression  have  concomitant  symptoms  of  anxiety.''2  One  author  found  a distinct 
correlation  between  anxiety  and  depression  scores  in  100  nonpsychotic  outpatients 
administered  the  Minnesota  Multiphasic  Personality  Inventory  in  a general  psychiatric 
clinic.3  As  depression  scores  increased,  so  did  anxiety  scores.  No  attempt  was  made 
to  select  patients  other  than  to  exclude  psychotics. 

but  not  psychotic 

The  logic  of  treating  both  components  of  anxious  depression  is  clear.  Anti  psychotics, 
like  the  phenothiazines,  however,  carry  a well-documented  risk  of  tardive  dyskinesia.4 
Because  of  this,  an  APA  Task  Force  recently  recommended  the  judicious  use  of  pheno- 
thiazines in  cases  other  than  chronic  psychosis  or  the  use  of  alternative  treatments. 

A better  wcy  to  give  relief 

Limbitrol  combines  the  specific  anxiolytic  action  of  Librium®'  (chlordiazepoxide 
HCI/Roche) — a benzodiazepine  with  a long  history  of  safe  use — with  the 
antidepressant  action  of  amitriptyline,  a tricyclic  of  established  clinical  efficacy.  In 
comparison  to  phenothiazines,  Limbitrol  and  its  components  have  rarely  been 
associated  with  tardive  dyskinesia  or  other  extra  pyramidal  side  effects.  And  in  terms 
of  rapid  response  and  patient  compliance,  Limbitrol  appears  to  be  superior  to 
amitriptyline  alone.  Controlled  multiclinic  studies  showed  Limbitrol  relieved  more 
symptoms  more  rapidly  than  did  amitriptyline.5  Despite  a higher  incidence  of 
drowsiness,  the  dropout  rate  due  to  side  effects  was  lower  with  Limbitrol.  (See 
adverse  reactions  section  in  summary  of  product  information  on  next  page.  As 
with  any  CNS-acting  agent,  patients  should  be  cautioned  about  driving  or  using 
dangerous  machines  while  on  therapy  with  Limbitrol.) 

References:  1.  Rickels  K:  Drug  treatment  of  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine, 
ed.  Jarvik  ME.  New  York,  Appleton-Century-Crofts,  1977,  p.  316  2.  Schatzberg  AF,  Cole  JO  Benzodiaze- 
pines in  depressive  disorders.  Arch  Gen  Psychiatry  35  1359-1365,  1978  3.  Claghorn  J The  anxiety- 
depression  syndrome.  Psychosomatics  11  438-441,  1970.  4.  The  Task  Force  on  Lote  Neurological  Effects 
of  Antipsychotic  Drugs:  Tardive  dyskinesia,  summary  of  a task  force  report  of  the  American  Psychiatric 
Association.  Am  J Psychiatry  137.1 163-1 172,  1980  5.  Feighner  JP  et  al  A placebo-controlled  multi- 
center trial  of  Limbitrol  versus  itscomponents  (amitriptyline  and  chlordiazepoxide)  in  the  symptomatic 
treatment  of  depressive  illness.  Psychopharmacology  61  217 -225,  1979 


In  moderate  depression  and  anxiety 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Relief  without  a phenothiazine 

Please  see  summary  of  product  information  on  next  page. 


LIMBITROL"  TABLETS  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients.  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  Increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage;  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function.  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients.  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated:  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12. 

In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
ataxia,  oversedation,  confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs: 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns. 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract. 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue. 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels. 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment. 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  ot  daily  dose  may  be  taken  at  bedtime  Single  h.s  dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol 
5-12.5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose^ 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 
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Dr.  John  Bickers  (right),  professor  of  medicine  and 
chief  of  the  medical  oncology  section  at  Louisiana  State 
University  School  of  Medicine  in  New  Orleans,  was  a 
guest  speaker  for  the  University  of  Mississippi  Medical 
Center’ s update  on  neoplastic  disorders.  With  him  is 
seminar  coordinator  Dr.  Francis  Morrison,  UMC profes- 
sor of  medicine  and  director  of  the  division  of  hematolo- 
gy. Sponsors  were  the  UMC  School  of  Medicine  Depart- 
ment of  Medicine  and  the  Medical  Center  Division  of 
Continuing  Health  Professional  Education.  Partial  sup- 
port w>as  provided  by  Beecham  Laboratories,  a Cancer 
Education  Grant  of  the  National  Cancer  Institute  and  the 
Dameron  Friley  Spruill  and  Wilma  Fay  Spruill  Memorial 
Lecture  in  Oncology  Fund  of  the  Medical  Alumni  Chapter 
of  the  University’  of  Mississippi  Alumni  Association. 


UMC  Announces 
Faculty  Appointments 

Six  new  faculty  members  have  joined  the  center- 
wide and  School  of  Medicine  faculties  at  the  Uni- 
versity of  Mississippi  Medical  Center  in  Jackson. 

Dr.  Norman  C.  Nelson,  UMC  vice  chancellor  and 
School  of  Medicine  dean,  announced  their  appoint- 
ments following  approval  by  the  Board  of  Trustees, 
State  Institutions  of  Higher  Learning. 

Joining  the  School  of  Medicine  faculty  are  Dr. 
James  Edward  Peck,  assistant  professor  of  surgery 
(otolaryngology);  Dr.  Ramon  P.  McGehee,  assistant 
professor  of  obstetrics  and  gynecology;  Robert 
Cooksey,  instructor  in  medicine  (research);  and  Dr. 
Kiyoshi  Takahashi,  instructor  in  medicine  (re- 
search). 

Joining  the  centerwide  faculty  are  Dr.  Coral 
Lamartiniere,  associate  professor  of  pharmacology 
and  toxicology,  and  Dr.  Richard  S.  Nowakowski. 
assistant  professor  of  anatomy. 

Dr.  Peck  has  been  associate  professor  of  human 


communication  at  Creighton  University  School  of 
Medicine  in  Omaha  since  1977  and  an  audiologist  at 
Boys  Town  Institute  for  Communication  Disorders 
in  Children  there  since  1976.  He  earned  the  B.A. 
and  M.A.  degrees  at  the  University  of  Connecticut 
and  holds  a Ph.D.  from  Vanderbilt  University. 

Dr.  McGehee  has  been  a fellow  at  M.  D.  Ander- 
son Hospital  and  Tumor  Institute  since  1979.  He 
holds  a B.S.  degree  from  Millsaps  College.  He 
earned  the  M.D.  and  took  residency  training  at  the 
University  of  Mississippi  Medical  Center. 

Cooksey  holds  the  B.S.  and  M.S.  degrees  from 
Jacksonville  State  University.  He  had  been  research 
assistant  for  the  Diabetes  Research  and  Training 
Center  and  Thyroid  Research  Laboratory  at  the  Uni- 
versity of  Alabama  since  1979. 

Dr.  Takahashi,  research  associate  in  the  division 
of  hematology  and  oncology  at  Scripps  Clinic  and 
Research  Foundation  in  La  Jolla,  CA,  since  1979, 
earned  the  M.D.  degree  at  Okayama  University 
Medical  School  in  Okayama,  Japan.  He  took  res- 
idency training  at  Kobe  Red  Cross  Hospital  in  Kobe, 
Japan,  and  was  an  instructor  in  medicine  at 
Okayama  Medical  School  from  1978-1979. 

Dr.  Lamartiniere  earned  the  B.S.  and  Ph.D.  de- 
grees at  Louisiana  State  University  and  did  postdoc- 
toral work  at  the  University  of  Texas  Southwestern 
Medical  School.  A former  research  associate  in 
biochemistry  and  obstetrics  and  gynecology  at  Co- 
lumbia University  and  Roosevelt  Hospital  in  New 
York  City,  Dr.  Lamartiniere  has  been  senior  staff 
fellow  in  the  Laboratory  of  Organ  Function  and 
Toxicology  at  the  National  Institute  of  Environmen- 
tal Health  Sciences  in  North  Carolina  since  1976. 

Dr.  Nowakowski  was  with  the  department  of 
neurobiology  at  the  Max  Planck  Institute  for  Bio- 
physical Chemistry  in  West  Germany  before  joining 
the  Medical  Center  faculty.  He  earned  the  B.A. 
degree  at  the  University  of  Wisconsin  and  the  Ph.D. 
at  Harvard.  He  took  postdoctoral  training  at  Harvard 
Medical  School  and  Duke  University. 


114th  Annual  Session 

May  2-6,  1982 
Biloxi  Hilton 

Mark  your  calendars  now,  and 
plan  to  be  there  for  the  big 
125th  anniversary  celebration! 
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ACE  THE  ACHE 

with 


FAIN  AND  TENSION 

Double  fault  for 
weekend  warriors 


Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 

Twofold  analgesic  action  teamed  with  time-proven  efficacy  against 
concurrent  anxiety  and  tension  in  patients  with  musculoskeletal  disease* 


EQUAGESIC— Abbreviated  Summary 

•INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research 
Council  and  or  other  information  FDA  has  classified 
the  indications  as  follows 

"Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

The  effectiveness  of  Equagesic  in  long-term  use.  i e 
more  than  four  months,  has  not  been  assessed  by  sys- 
tematic clinical  studies  The  physician  should  periodi- 
cally reassess  usefulness  of  the  drug  for  the  individual 
patient 


CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  m susceptible  persons,  e g 
alcoholics,  former  addicts  and  other  severe  psychoneurot- 
ics.  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped  since  withdrawal  of  a "crutch 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  result- 
ant slowing  of  reaction  time  and  impairment  o<  |udgment  and 
coordination 

USAGE  IN  PREGNANCY  AND  LACTATION:  An  increased 
risk  of  congenital  malformations  associated  with  the  use 


of  minor  tranquilizers  (meprobamate,  chlordiazepoxide. 
and  diazepam)  during  the  first  trimester  of  pregnancy 
has  been  suggested  in  several  studies  Because  use  of 
these  drugs  is  rarely  a matter  of  urgency,  their  use  dur- 
ing this  period  should  almost  always  be  avoided  The 
possibility  that  a woman  of  child-bearing  potential  may 
be  pregnant  at  the  time  of  institution  of  therapy  should 
be  considered  Patients  should  be  advised  that  if  they 
become  pregnant  during  therapy  or  intend  to  become 
pregnant  they  should  communicate  with  their  physi- 
cians about  the  desirability  of  discontinuing  the  drug. 
Meprobamate  passes  the  placental  barrier  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentration  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspinn  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness  ataxia  or  visual  distur- 
bance occur,  the  dose  should  be  reduced  If  symptoms  con- 
tinue. patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma 
shock,  vasomotor  and  respiratory  collapse  and  anuna  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken  sleep  ensues  rapidly  and  blood  pressure 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow  and 
slow  CNS  stimulants  e g caffeine  Metrazoi  or  ampheta- 


mine. may  be  cautiously  administered  It  severe  hypotension 
develops  pressor  amines  should  be  used  parenterally  to  re- 
store blood  pressure  to  normal  levels 
ADVERSE  REACTIONS  A small  percentage  of  patients 
may  expenence  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stimu- 
lants such  as  amphetamine  or  mephentermme  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule  in  patients  who 
have  had  only  1 -4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  charactenzed  by  an  itchy  urticanal  or  ery- 
thematous. maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae  ecchymoses  penpheral  edema 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely  may  also  have 
other  allergic  responses,  including  fever  fainting  spells  an- 
gioneurotic edema,  bronchial  spasms  hypotensive  cnses  (1 
fatal  case),  anaphylaxis  stomatitis  and  proctitis  (1  case)  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rem- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving  me- 
probamate suffered  from  aplastic  anemia  (1  fatal  case) 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  In  nearly  every  instance  reported  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspinn  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression  including  drowsiness  and  iight- 
headedness  with  uneventful  recovery  However  on  the  basis 
of  pharmacological  data,  it  may  be  anticipated  that  CNS  stim- 
ulation could  occur  Other  anticipated  symptoms  would  in- 
clude nausea  and  vomiting  Appropnate  therapy  of  signs  and 
symptoms  as  they  appear  is  the  only  recommendation  pos- 
sible at  this  time  Overdosage  with  ethoheptazine  combined 
with  aspinn  would  probably  produce  the  usual  sympioms  and 
signs  of  salicylate  intoxication  Observation  and  treatment 
should  include  induced  vomiting  or  gastric  lavage  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydra- 
tion. watching  for  evidence  of  hemorrhagic  manifestations 
due  to  hypoprothrombinemia  which  if  it  occurs,  usually  re- 
quires whole-blood  transfusions 

DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate 75  mg  ethoheptazine  citrate  and  250  mg  aspinn 
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for  mild  to  moderate  pain 

Wygesic® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


More  than  twice  as  much  acetaminophen  as  the  leading  combination  plus  a full 
therapeutic  dose  of  propoxyphene... all  in  a convenient,  economical  single  tablet. 


WYGESIC— Abbreviated  Summary 
INDICATION:  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
i see  Management  of  Overdosagei 
DRUG  DEPENDENCE.  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  m nonambulatory  patients  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation  ab- 
dominal pain,  skin  rashes,  light-headedness  head- 
ache weakness  euphoria  dysphoria  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene m doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS  Propoxyphene  in  comb 
nation  with  alcohol  tranquilizers  sedative-hypnot- 
ics and  other  CNS  depressants  has  an  additive 
depressant  effect.  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion  anxiety  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
m respiratory  rate  and  or  tidal  volume  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma  pupillary  constriction 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics, which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported  and  apnea  car- 
diac arrest  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  eariy  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms  the  patient  may 
feel  less  ill;  however  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity.  jaundice,  co- 
agulation defects,  hypoglycemia  encephalopathy, 
coma  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy.  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists  naloxone  nalorphine  and  lev- 
allorphan.  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered  preferably  I V .simultaneously  with  ef- 
forts at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient  s 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen  IV  fluids  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen m overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme  which  may 
cause  anorexia  nausea  vomiting  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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Eliminate  pinworm 
without  dosage 
calculations 


Compare: 

Vermox  vs  Antiminth  and  Povan 


Patient  Weight 

40  lb 

60  lb 

80  lb 

130  lb 

1501b 

1801b 

2001b 

VERMOX 

1 tab 

1 tab 

1 tab 

1 tab 

1 tab 

1 tab 

1 tab 

Antiminth 

4 ml 

6 ml 

8 ml 

13  ml 

15  ml 

18  ml 

20  mb 

Povan 

Tablets 

2 tabs 

3 tabs 

4 tabs 

6 tabs 

7 tabst 

7 tabs 

7 tabs 

Contraindications  VERMOX  is  contraindicated  in 
pregnant  women  (see:  Pregnancy  Precautions)  and  in 
persons  who  have  shown  hypersensitivity  to  the  drug 
Precautions  PREGNANCY  VERMOX  has  shown 
embryotoxic  and  teratogenic  activity  in  pregnant 
rats  at  single  oral  doses  as  low  as  1 0 mg/kg  Since 
VERMOX  may  have  a risk  of  producing  fetal 
damage  if  administered  during  pregnancy,  it  is 
contraindicated  in  pregnant  women 
PEDIATRIC  USE:  The  drug  has  not  been  extensively 
studied  in  children  under  two  years;  therefore,  in  the 


treatment  of  children  under  two  years  the  relative 
benefit/ risk  should  be  considered 
Adverse  Reactions  Transient  symptoms  of 
abdominal  pain  and  diarrhea  have  occurred  in 
cases  of  massive  infection  and  expulsion  of  worms. 
Dosage  and  Administration  The  VERMOX  tablet 
may  be  chewed,  swallowed  or  crushed  and  mixed 
with  food  For  control  of  pinworm  (enterobiasis)  a 
single  tablet  is  administered  orally,  one  time.  If 
patient  is  not  cured  three  weeks  after  treatment,  a 
second  course  of  treatment  is  advised 


Registered  trademark  of  Roerig.  1"  Registered  trademark  of  Parke-Davis 

'Because  VERMOX  has  not  been  extensively  studied  in  children  under  two  years  of  age,  the  relative  benefit/ 
risk  should  be  considered  before  treating  these  children  VERMOX  is  contraindicated  in  pregnant  women 
| (see:  Pregnancy  Precautions)  and  in  persons  who  have  shown  hypersensitivity  to  the  drug 


Just  one  tablet  eliminates  pinworm,  regardless  of  patient  age  ' 'and  weight. 

Vermoxssr 

(mebendazole) 


iMaximum  dosage 


JANSSEN  PHARMACEUTICA  INC. 

New  Brunswick,  N.J,  08903 

Committed  to  research.  . . 
because  so  much  remains  to  be  done 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor"  (cefaclor,  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae),  Haemophilus  influenzae,  andS 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 

Warnings:  in  penicillin-sensitive  patients, 
CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  ANO  THE  CEPHALOSPORINS.  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor,  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions:  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false- 
positive reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict  s and  Fehling's 
solutions  and  also  with  Clinitest-  tablets  but  not  with 
Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 

Usage  in  Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  1 2 times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy— Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia/arthritis,  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain — Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic— Slight  elevations  in  SGOT,  SGPT,  or 
alkaline  phosphatase  values  (1  in 40). 

Hematopoietic— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal — Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  [io3obor] 


* Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either  S. 
pneumoniae  or  H influenzae  8 
Note  Ceclor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company 
Indianapolis  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina  Puerto  Rico  00630 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H,  influenzae,  S,  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


tefaclor 


Pulvules  - . 250  and  500  mg 


June  1981 


Dear  Doctor: 

The  practice  of  smoking  high-potency  heroin  and  relatively  low  price  of  current 
heroin  supplies  may  contribute  to  an  increase  in  use  of  the  drug  among  an  affluent 
population  that  previously  may  have  only  experimented  with  cocaine  inhalation, 
says  a new  book.  Drug  Abuse:  A Guide  for  the  Primary  Care  Physician,  available 
from  the  AMA's  Order  Department,  was  compiled  by  the  AMA  Dept,  of  Mental  Health 
to  assist  physicians  in  treating  drug  abusers  among  their  patients. 

The  book  includes  pointers  on  prescribing  practices  that  will  curb 
abuse  of  regular  prescription  drugs.  Marijuana  remains  the  most 
popular  mind  altering  drug,  and  usage  now  often  begins  at  a much 
earlier  age  and  is  more  likely  to  be  frequent.  The  book  also  reports 
that  more  than  one  million  people  use  cocaine  regularly. 

According  to  the  latest  Office  of  Health  Maintenance  Organizations  (OHMO)  census, 

21  new  HMOs  were  started  in  1980,  and  one  million  additional  people  joined  pre- 
paid plans.  Eighteen  of  the  new  plans  are  IPAs . There  are  now  236  HMOs  in  the 
U.S.,  up  from  215  in  1979.  Enrollment  totals  9.1  million,  with  58.8%  in  the  West, 
18.2%  in  the  North  Central  states,  16.9%  in  the  Northeast,  and  6.9%  in  the  South. 

Twelve  federally  qualified  HMOs  had  folded  as  of  March  1981,  and  another  A3  have 
serious  problems  warranting  federal  monitoring  and  intervention.  A federal  project 
to  assist  failing  HMOs  found  that  the  most  serious  problem  facing  the  plans  is 
deficiency  in  internal  management,  including  difficulties  in  administration,  fi- 
nance, marketing,  board  of  directors  and  delivery  of  care. 

The  FTC  has  pulled  back  from  two  of  its  most  controversial  health-related  pro- 
posals. The  commission  has  indicated  intent  to  terminate  a proposed  rule  which 
would  have  banned  certain  television  advertising  directed  at  children,  particu- 
larly sugared  food  products.  The  Commission  also  decided  it  would  not  prohibit 
physicians  from  sitting  on  governing  boards  of  Blue  Shield  and  similar  plans. 

A revised  policy  of  eligibility  for  the  Physician's  Recognition  Award  provides 
that  all  physicians  holding  a valid  and  current  license  issued  by  one  of  the  U.S. 
licensing  jurisdictions  or  who  are  engaged  in  an  accredited  residency  training 
program  in  the  U.S.  may  apply  for  the  PRA,  without  regard  to  citizenship  or  member- 
ship in  the  AMA,  state  medical  societies  or  medical  specialty  societies. 


Sincerely, 


Patsy  Silver 
Managing  Editor 


More 

physicians 

are  coming  to 
MMFES 


because  MMFES  does 
more  for  physicians. 


The  active  and  involved  physician  has  to 
rely  on  comprehensive  insurance  pro- 
grams tailored  to  fit  the  day-to-day  special 
needs  of  his  profession. 

One  of  these  special  needs  is  mal- 
practice insurance.  MMFES  is  a non-profit 
Mississippi  Corporation  sponsored  by  the 
Mississippi  State  Medical  Association  and 


directed  by  Mississippi  physicians. 
MMFES  offers  comprehensive  coverage  on 
three  types  of  malpractice  insurance 
policies  and  it'll  probably  cost  you  less 
than  other  plans. 

Mike  Houpt  is  aware  of  your  special 
need.  Give  him  a call  toll  free  at  1- 
800-682-6415  or  944-0072. 


" The  people  to  see  for  Malpractice  Insurance 
MISSISSIPPI  MEDICAL  FRATERNAL  AND  EDUCATIONAL  SOCIETY 

735  Riverside  Dr.  • Box  4625  • Jackson,  Ms.  39216  • 944-0072 


Pioneers  in  Medicine 
For  the  Family 

BOOTS  PHARMACEUTICALS,  INC* 

Operating  in  the  U.S.  since  1977,  Boots  is  a world-wide  leader  in 
pharmaceutical  research  and  manufacture.  Boots  has  directed  its  efforts 
toward  providing  products  useful  in  the  practice  of  family  medicine. 
Some  of  our  better  known  products  are  Lopurin™  , Ru-Tuss®  and 
Ru-Vert® . This  advertisement  highlights  four  other  products  particularly 
useful  for  the  family. 


For  the  Majority  of 
Steroid-Responsive  Dermatoses* 

Seen  in  Family  Practice 

rp  P W|  ---pyp  \ \ 

(lodochlorhydroxyquin—  Pramoxine  HCI—  Hydrocortisone) 

The  4 in  1 Corticosteroid  Cream 

Anti-inflammatory,  antifungal,  antibacterial  actions, 
and,  uniquely,  a topical  anesthetic  for  immediate 
relief  of  the  itching  or  burning  that  frequently 
accompanies  skin  problems.  One  size  04  ounce), 
one  strength  for  ease  of  prescription. 

‘This  drus  has  been  evaluated  as  possibly  effective  for  these  indications 
See  prescribes  information  on  last  page  of  this  advertisement. 


For  the  Geriatric  Patient 

SU-TON* 

Liquid  Tonic 

A pleasant  tasting  prescription  tonic  containing 
iron,  vitamins,  minerals,  an  analeptic  and  18% 
alcohol.  Ideal  for  those  who  may  benefit  from 
vitamin  deficiency  prevention.  Just  one  table- 
spoon before  each  meal. 


Each  45  ml  (3  tablespoonfuls)  contains: 

Pentylenetetrazol 30  mg 

Niacin 50  mg 

Vitamin  B-1 10  mg 

Vitamin  B-2 5 mg 

Vitamin  B-6 1 mg 

Vitamin  B-12 3 meg 

Choline 100  mg 

Inositol 50  mg 

Manganese  (as  Manganese  Sulfate) 1 mg 

Magnesium  (as  Magnesium  Sulfate) 2 mg 

Zinc  (as  Zinc  Sulfate) 1 mg 

Iron  (as  Ferric  Pyrophosphate,  Soluble).  22  mg 

Alcohol 18% 


See  prescribing  information  on  last  page  of  this  advertisement 


For  Potassium  Supplementation 
Improved  Compliance... 


In  Cases  with 
Chloride  Deficiency... 


TWIN-K-CI 


Each  15  ml  supplies  20  mEq  of  potassium  ions  as  a combination  of  potassium 
gluconate  and  potassium  citrate  in  a sorbitol  and  saccharin  solution 


Each  15  ml  supplies  15  mEq  of  potassium  ions  and  4 mEq  of  chloride  ions  as  a 
combination  of  potassium  gluconate,  potassium  citrate,  and  ammonium  chloride  in  a 
sorbitol  and  saccharin  solution. 


The  good  tasting  potassium  supplement 

• Designed  for  prophylactic  and  therapeutic  use 
with  diuretics  and  adrenocorticoids. 

• Pleasant  taste  and  convenient  dosage  aid 
patient  compliance. 

The  organic  salt  of  potassium  can  be  given  as  a 
liquid  without  producing  significant  gastric 
symptoms  and  without  an  untoward  effect  on 
the  mucosa  of  the  small  intestine.1 

1 Beeson  McDermott,  Textbook  of  Medicine,  15th  Ed  1979,  WB  Saunders  Co., 
Philadelphia,  page  1959. 


The  good  tasting  potassium  supplement  with 

chloride 

• In  hypokalemic  hypochloremic  alkalosis, 
chloride  ions  are  required.  Twin-K-CI  is  specially 
formulated  to  be  a good  tasting  chloride 
containing  potassium  supplement. 

• Contains  no  potassium  chloride.  Twin-K-CI  is  a 
carefully  balanced  combination  of  organic 
potassium  salts  plus  ammonium  chloride. 

• In  hypochloremic  patients,  potassium  should 
be  provided  as  the  chloride  salt,  or  chloride 
ion  must  be  made  available  in  some  other 
form,  such  as  ammonium  chloride  or  sodium 
chloride.1 

See  prescribing  information  on  last  page  of  this  advertisement. 


DESCRIPTION 

F-E-P  Creme  is  a topical  water  soluble  anti-inflammatory  anesthetic 
preparation  intended  for  treatment  of  various  inflammatory  skin 
disorders  The  dm3  contains  the  followms  active  ingredients 
lodochlorhydroxyquin  3 0% 

Pramoxme  Hydrochloride  0 5% 

Hydrocortisone  1 0% 

INDICATIONS  AND  USAGE 

Based  on  a review  of  this  dm3  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows.  "Possibly"  effec- 
tive Contact  or  atopic  dermatitis,  impetigmized  eczema; 
nummular  eczema,  infantile  eczema,  endo3enous  chronic 
infectious  dermatitis;  stasis  dermatitis,  pyoderma,  nuchal 
eczema  and  chronic  eczematoid  otitis  externa,  acne  urticata, 
localized  or  disseminated  neurodermatitis,  lichen  simplex 
chronicus,  anogenital  pruritus  (vulvae,  scroti,  ani),  folliculitis, 
bacterial  dermatoses,  mycotic  dermatoses  such  as  tinea 
(capitis,  cmris  corporis,  pedis);  moniliasis,  intertri30.  Final 
classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Pramoxine  Hydrochloride  promptly  relieves  pain  and  itch.  This 
compound  may  be  used  safely  on  the  skin  of  those  patients 
sensitive  to  the  "came”  type  local  anesthetics. 

CONTRAINDICATIONS 

Hypersensitivity  to  F-E-P  Creme,  or  any  of  its  ingredients  or 
related  compounds;  lesions  of  the  eye;  tuberculosis  of  the  skin, 
most  viral  skin  lesions  (includes  herpes  simplex,  vaccinia  and 
varicella) 

WARNINGS 

This  product  is  not  for  ophthalmic  use 

In  the  presence  of  systemic  infections,  appropriate  antibiotics 
should  be  used 

USE  IN  PREGNANCY 

Topical  steroids  have  not  been  reported  to  have  an  adverse 
effect  on  pregnancy  However,  fetal  abnormalities  have  been 
produced  in  pregnant  laboratory  animals  that  have  been  exposed 
to  large  doses  of  topical  corticosteroids  Drugs  of  this  class 
should  not  be  used  extensively  dunn3  pregnancy 
PRECAUTIONS 

F-E-P  Creme  may  be  irritating  to  the  skin  in  some  patients  If 
irritation  occurs  discontinue  therapy  Staining  of  clothes  or  hair  may 
also  occur  with  use  of  this  preparation  Although  systemic  toxicity 
has  not  been  reported  with  this  dm3,  adrenal  pituitary  suppression 
is  possible,  especially  when  the  dm3  >s  used  extensively  or  kept 
under  an  occlusive  dressing  for  a prolonged  period 
lodochlorhydroxyquin  can  be  absorbed  through  the  skin  and 
interfere  with  thyroid  function  tests.  Therapy  with  this  preparation 
should  stop  at  least  a month  before  performance  of  these  tests 
The  ferric  chloride  test  for  phenylketonuria  (PKU)  can  be  positive 
if  F-E-P  Creme  is  on  the  diaper  or  in  the  urine 
Prolonged  use  of  this  drus  may  result  in  an  overgrowth  of  non- 
susceptible  organisms  requiring  appropriate  therapy 
ADVERSE  REACTIONS 

Skin  rash  or  hypersensitivity  may  occur  following  topical  applica- 
tion 

The  following  local  adverse  reactions  have  been  reported  with 
topical  corticosteroids,  especially  under  occlusive  dresses: 
burning,  itchm3,  irritation,  dryness,  folliculitis,  hypertrichosis,  acnei- 
form  eruptions,  hypopigmentation,  perioral  dermatitis,  allergic 
contact  dermatitis,  maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  miliaria.  Discontinue  therapy  if  untoward 
reactions  occur 

DOSAGE  AND  ADMINISTRATION 

Apply  a thin  layer  of  the  dmg  to  affected  parts  3-4  times  daily 

Note: 

1 F-E-P  Creme  is  distributed  with  3 0%  lodochlorhydroxyquin 
for  use  when  antibactenal/antifungal  activity  is  desired 

2 F-E-P  Creme  (Plain)  is  the  regular  formulation,  but  without 
iodoc  hlorhydroxyqu  in 

Both  of  these  preparations  contain  pramoxine  hydrochloride, 
which  has  topical  anesthetic  properties  Pramoxine  is  not  chem- 
ically related  to  benzoic  acid  or  amide  type  topical  anesthetics. 
Patients  can  tolerate  pramoxine  although  they  may  be  sensitive  to 
other  "caine"  type  of  topical  or  local  anesthetics. 

HOW  SUPPLIED 

F-E-P  Creme  V2  ounce  (15  gm)  tubes  NDC  0524-0026-51 
F-E-P  Creme  Plain  J4  ounce  (15  gm)  tubes  NDC  0524-0025-51 

Federal  law  prohibits  dispensing  without  a prescription 
July  1980 

SU-TON® 

DESCRIPTION 

Forty-Five  milliliters  of  SU-TON  contain  the  following  ingredients 


Pentylenetetrazol  30  mg 

Niacin 50  mg 

Vitamin  B-1  10  mg 

Vitamin  B-2  5 mg 

Vitamin  B-6  1 mg 

Vitamin  B-12 3 meg 

Choline  100  mg 

Inositol  50  mg 

Manganese  (as  Manganese  Sulfate)  1 mg 

Magnesium  (as  Magnesium  Sulfate) 2 mg 

Zinc  (as  Zinc  Sulfate) 1 mg 

Iron  (as  Ferric  Pyrophosphate,  Soluble)  22  mg 

Alcohol  .18% 

INDICATIONS  AND  USAGE 


SU  TON  contains  pentylenetetrazol  which  may  be  helpful  in  the 
older  patient  as  an  analeptic  agent  when  mental  confusion  and 
memory  defects  are  present.  SU-TON  also  contains  vitamins, 
trace  minerals,  and  iron,  for  those  patients  who  may  benefit  by 
preventing  the  development  of  a deficiency 
CONTRAINDICATIONS 

Epilepsy,  convulsive  disorders  or  known  history  of  sensitivity  to 
any  of  the  listed  active  ingredients 

WARNINGS 

The  safety  of  this  preparation  during  pregnancy  and  lactation  has 
not  been  established  Use  of  this  drug  requires  that  the  physician 
evaluate  the  potential  benefits  of  the  drug  against  any  possible 
hazard  to  the  mother  and  child 


PRECAUTIONS 

Although  there  are  no  absolute  contraindications  to  pentyl- 
enetetrazol, it  should  be  used  with  caution  in  epileptic  patients 
or  those  known  to  have  a low  convulsive  threshold  or  a focal 
brain  lesion  Caution  should  be  exercised  when  treating  patients 
with  high  doses  of  SU-TON  who  have  heart  disease  While 
pentylenetetrazol  does  not  act  directly  on  the  myocardium,  the 
results  from  central  vagal  stimulation  could  cause  bradycardia 
ADVERSE  REACTIONS 

Pentylenetetrazol  in  high  doses  may  produce  toxic  symptoms 
typical  of  central  nervous  system  stimulants,  which  act  on  the 
higher  motor  centers  and  the  spinal  cord.  Convulsions  resulting 
from  this  drug  are  spontaneous  and  are  not  induced  by  external 
stimuli  They  usually  last  for  several  minutes  and  are  followed  by 
profound  depression  and  respiratory  paralysis  Death  has  been 
reported  from  the  ingestion  of  10  grams  of  pentylenetetrazol 
DRUG  ABUSE 

Drug  dependence  has  not  been  reported  with  SU-TON 

OVERDOSAGE 

Signs  and  symptoms  of  acute  overdose  may  be  due  pnncipally 
from  overstimulation  of  the  central  nervous  system  and  from 
excessive  vasodilatation  with  resulting  autonomic  nervous  sys- 
tem imbalance  The  symptoms  may  include  the  following: 
vomiting,  agitation,  tremors,  hyperreflexia,  sweating,  confusion, 
hallucinations,  headache,  hyperpyrexia,  tachycardia  Treatment 
consists  of  appropriate  supportive  measures  If  signs  and  symp- 
toms are  not  too  severe  and  the  patient  is  conscious,  gastric 
evacuation  may  be  accomplished  by  induction  of  emesis  or 
gastric  lavage 

Intensive  care  must  be  provided  to  maintain  adequate  circulation 
and  respiratory  exchange 

DOSAGE  AND  ADMINISTRATION 

One  tablespoonful  (15  ml)  3 times  a day  20-30  minutes  before 
meals  This  drug  is  not  for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED 

Bottles  of  473  ml  (16  fl  oz)  NDC  0524-0015-16 

Federal  law  prohibits  dispensing  without  prescription 
February  1980 


DESCRIPTION 

Each  15  milliliter  (one  tablespoonful)  supplies  20  mEq  of 
potassium  ions  as  a combination  of  potassium  gluconate  and 
potassium  citrate  in  a sorbitol  and  saccharin  solution 

INDICATIONS  AND  USAGE 

For  use  as  oral  potassium  therapy  in  the  prevention  or  treatment 
of  hypokalemia  which  may  occur  secondary  to  diuretic  or 
corticosteroid  administration  It  may  be  used  in  the  treatment  of 
cardiac  arrhythmias  due  to  digitalis  intoxication 

CONTRAINDICATIONS 

Severe  renal  impairment  with  oliguria  or  azotemia,  untreated 
Addison’s  disease,  adynamia  episodica  hereditaria,  acute  dehy- 
dration, heat  cramps  and  hyperkalemia  from  any  cause  This 
product  should  not  be  used  in  patients  receiving  aldosterone 
antagonists  or  triamterene 
WARNINGS 

TWIN-K  (potassium  gluconate  and  potassium  citrate)  is  a palatable 
form  of  oral  potassium  replacement.  It  appears  that  little  if  any 
potassium  gluconate-citrate  penetrates  as  far  as  the  jejunum  or 
ileum  where  enteric  coated  potassium  chloride  lesions  have  been 
noted  Excessive,  undiluted  doses  of  TWIN-K  may  cause  a saline 
laxative  effect. 

To  minimize  gastrointestinal  irritation,  it  is  recommended  that 
TWIN-K  be  taken  with  meals  or  diluted  with  water  or  fruit  juice 
A tablespoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic  More  than  a single  tablespoonful  should  not  be  taken 
without  prior  dilution 
PRECAUTIONS 

Potassium  is  a major  intracellular  cation  which  plays  a significant 
role  in  body  physiology  The  serum  level  of  potassium  is  normally 
3 8-50  mEq/liter  While  the  serum  or  plasma  level  is  a poor 
indicator  of  total  body  stores,  a plasma  or  serum  level  below 
3.5  mEq/liter  is  considered  to  be  indicative  of  hypokalemia 
The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine  However,  hypokalemia  can  also  occur  with 
vomiting,  gastric  drainage  and  diarrhea 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements.  With  normal  kidney  function, 
it  is  difficult  to  produce  potassium  intoxication  by  oral 
administration  However,  potassium  supplements  must  be  admin- 
istered with  caution  since,  usually,  the  exact  amount  of  the 
deficiency  is  not  accurately  known  Checks  on  the  patient's 
clinical  status  and  periodic  EKG  and/or  serum  potassium  levels 
should  be  made  High  serum  potassium  levels  may  cause  death 
by  cardiac  depression,  arrhythmias  or  arrest 
In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions.  TWIN-K  is  not  recom- 
mended for  use  in  these  patients. 

ADVERSE  REACTIONS 

Symptoms  of  potassium  intoxication  include  paresthesias  of  the 
extremities,  flaccid  paralysis,  listlessness,  mental  confusion,  weak- 
ness and  heaviness  of  the  legs,  fall  in  blood  pressure,  cardiac 
arrhythmias  and  heart  block  Hyperkalemia  may  exhibit  the  follow- 
ing electrocardiographic  abnormalities  disappearance  of  the 
P wave,  widening  and  slurring  of  the  QRS  complex,  changes  of  the 
ST  segment  and  tall  peaked  T waves 

TWIN-K  taken  on  an  empty  stomach  in  undiluted  doses  larger  than 
30  ml  can  produce  gastric  irritation  with  nausea,  vomiting,  diarrhea, 
and  abdominal  discomfort 

OVERDOSAGE 

The  administration  of  oral  potassium  supplements  to  persons 
with  normal  kidney  function  rarely  causes  serious  hyperkalemia 
However,  if  the  renal  excretory  function  is  impaired,  potentially 
fatal  hyperkalemia  can  result  It  is  important  to  note  that  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by 
an  increased  serum  potassium  concentration  with  or  without 
EKG  changes  Treatment  measures  include 

1 Elimination  of  potassium  containing  drugs  or  foods 

2 Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10-20  units  of  crystalline  insulin 
per  1000  milliliters 

3 Correction  of  acidosis. 

4 Use  of  exchange  resins  or  peritoneal  dialysis 


In  treating  hyperkalemia,  it  should  be  noted  that  patients  stabilized 
on  digitalis  can  develop  digitalis  toxicity  when  the  serum  potas- 
sium concentration  is  changed  too  rapidly 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  is  one  tablespoonful  (15  ml)  in  6-8  fluid 
ounces  of  water  or  fruit  juice,  two  to  four  times  a day.  This  will 
supply  40  to  80  mEq  of  potassium  ions.  The  usual  preventative 
dose  of  potassium  is  20  mEq  per  day  while  therapeutic  doses 
range  from  30  mEq  to  100  mEq  per  day.  Because  of  the  potential 
for  gastrointestinal  imitation,  undiluted  large  single  doses  (30  ml  or 
more)  of  TWIN-K  are  to  be  avoided 

Deviations  from  this  schedule  may  be  indicated,  since  no  average 
total  daily  dose  can  be  defined,  but  must  be  governed  by  close 
observation  for  clinical  effects. 

HOW  SUPPLIED 

Bottles  of  1 pint  (16  fl  oz  ) NDC  0524-0021-16 

CAUTION 

Federal  law  prohibits  dispensing  without  prescription. 

July  1980 

TWIN-K-CP 

DESCRIPTION 

Each  15  ml  (one  tablespoonful)  supplies  15  mEq  of  potassium 
ions  and  4 mEq  of  chloride  ions  as  a combination  of  potassium 
gluconate,  potassium  citrate,  and  ammonium  chloride,  ina  sorbital 
and  saccharin  solution. 

INDICATIONS 

For  use  as  oral  potassium  therapy  in  the  prevention  or  treatment 
of  hypokalemia  which  may  occur  secondary  to  diuretic  or 
corticosteroid  administration  It  may  be  used  in  the  treatment  of 
cardiac  arrhythmias  due  to  digitalis  intoxication. 

Potassium  and  chloride  are  usually  the  salts  of  choice  in  the  treat- 
ment of  hypokalemia  since  chloride  and  potassium  deficiencies 
are  likely  to  be  associated  with  each  other 
CONTRAINDICATIONS 

Severe  renal  impairment  with  oliguria  or  azotemia,  untreated 
Addison’s  disease,  adynamia  episodica  hereditaria,  acute  dehy- 
dration, heat  cramps  and  hyperkalemia  from  any  cause.  This 
product  should  not  be  used  in  patients  receiving  aldosterone 
antagonists  or  triamterene. 

WARNINGS 

TWIN-K-CI  is  a palatable  form  of  oral  potassium  replacement 
Excessive,  undiluted  doses  of  TWIN-K-CI  may  cause  a saline 
laxative  effect. 

To  minimize  gastrointestinal  irritation,  it  is  recommended  that 
TWIN-K-CI  be  taken  with  meals  or  diluted  with  water  or  fruit  juice 
A tablespoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic  More  than  a single  tablespoonful  should  not  be  taken 
without  prior  dilution 
PRECAUTIONS 

Potassium  is  a major  intracellular  cation  which  plays  a significant 
role  in  body  physiology.  The  serum  level  of  potassium  is  normally 
3 8-50  mEq/liter  While  the  serum  or  plasma  level  is  a poor 
indicator  of  total  body  stores,  a plasma  or  serum  level  below 
3.5  mEq/liter  is  considered  to  be  indicative  of  hypokalemia 
The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine.  However,  hypokalemia  can  also  occur  with 
vomiting,  gastric  drainage  and  diarrhea 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements.  With  normal  kidney  function,  it  is 
difficult  to  produce  potassium  intoxication  by  oral  administration 
However,  potassium  supplements  must  be  administered  with 
caution  since,  usually,  the  exact  amount  of  the  deficiency  is  not 
accurately  known  Checks  on  the  patient’s  clinical  status  and 
periodic  EKG  and/or  serum  potassium  levels  should  be  made 
High  serum  potassium  levels  may  cause  death  by  cardiac  depres- 
sion, arrhythmias  or  arrest 

In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions  TWIN-K-CI  is  recom- 
mended for  use  in  these  patients 

ADVERSE  REACTIONS 

Symptoms  of  potassium  intoxication  include  paresthesias  of  the 
extremities,  flaccid  paralysis,  listlessness,  mental  confusion,  weak- 
ness and  heaviness  of  the  legs,  fall  in  blood  pressure,  cardiac 
arrhythmias  and  heart  block  Hyperkalemia  may  exhibit  the  follow- 
ing electrocardiograph  abnormalities:  disappearance  of  the  P 
wave,  widening  and  slurring  of  the  QRS  complex,  changes  of  the 
ST  segment  and  tall  peaked  T waves 

TWIN-K-CI  taken  on  an  empty  stomach  in  undiluted  doses  larger 
than  30  ml  can  produce  gastric  irritation  with  nausea,  vomiting, 
diarrhea,  and  abdominal  discomfort 

OVERDOSAGE 

The  administration  of  oral  potassium  supplements  to  persons  with 
normal  kidney  function  rarely  causes  serious  hyperkalemia  How- 
ever, if  the  renal  excretory  function  is  impaired,  potentially  fatal 
hyperkalemia  can  result  It  is  important  to  note  that  hyperkalemia 
is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  with  or  without  EKG 
changes. 

Treatment  measures  include: 

1 Elimination  of  potassium  containing  drugs  or  foods 

2 Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10-20  units  of  crystalline  insulin 
per  1000  milliliters 

3.  Correction  of  acidosis 
4 Use  of  exchange  resins  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  noted  that  patients  stabilized 
on  digitalis  can  develop  digitalis  toxicity  when  the  serum  potas- 
sium concentration  is  changed  too  rapidly. 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  is  one  tablespoonful  (15  ml)  in  6-8 
fluid  ounces  of  water  or  fruit  juice,  two  to  four  times  a day 
This  will  supply  30  to  60  mEq  of  potassium  ions  and  8 to  16  mEq 
of  chloride  ions  The  usual  preventative  dose  of  potassium  is 
20  mEq  per  day  while  therapeutic  doses  range  from  30  mEq 
to  100  mEq  per  day  Because  of  the  potential  for  gastrointestinal 
irritation,  undiluted  large  single  doses  (30  ml  or  more)  of 
TWIN  K Cl  are  to  be  avoided 

Deviations  from  this  schedule  may  be  indicated,  since  no  average 
total  daily  dose  can  be  defined,  but  must  be  governed  by  close 
observation  for  clinical  effects 
HOW  SUPPLIED  Bottles  of  1 pint  (16  fl  oz) 

NDC  0524-0022-16 


MANUFACTURED  & DISTRIBUTED  BY 

Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 

Pioneers  in  Medicine  For  the  Family 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 


Thomas 
Yates  & Co. 

Insurance  with  Innovation 

The  basic  idea  of  Thomas  Yates  & Co.  hasn’t  changed.  It’s  just 
grown.  Good  ideas  usually  do. 

As  we  begin  our  fourth  decade  of  service  to  the  Mississippi  State 
Medical  Association,  Thomas  Yates  & Co.  has  continued  to  upgrade 
coverages  and  to  design  well  planned  group  insurance  programs 
responsive  to  some  very  special  needs  of  its 
members.  Our  aim  is  to  steadily  strengthen 
membership  benefit  programs  through  the 
introduction  of  new  and  improved  coverages;  to 
give  members  more  protection  for  their  money; 
to  make  insurance  more  adaptable  and  to  back 
up  the  plans  we  offer  with  imagination  and 
thorough  service  . . . That’s  the  Thomas  Yates 
idea  — the  simple  but  profound  idea  to  offer  its 
members  the  best  possible  group  insurance 
plan. 

Yes,  the  basic  idea  . . . Insurance  With 
Innovation  ...  it  hasn’t  changed  . . . it’s  just 
grown. 

Thomas  Yates  & Co. 

GROUP  INSURANCE  ADMINISTRATORS 

735  Riverside  Drive  • RO.  Box  5048  • Jackson,  Mississippi  39216 


Thomas  Yates 
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Riverside. 


Mississippi’s  Unique  Psychiatric 
Hospital. 

Riverside  Hospital  is  unique  in 
Mississippi. 

As  a privately  owned  56-bed  short 
term  care  facility  for  treating  patients 
with  psychiatric  illness,  emotional 
problems,  or  substance  abuse,  it  is  the 
only  hospital  of  its  kind  in  the  state. 

Architecturally  designed  to  create 
an  attractive  open  environment, 

Riverside’s  “non-institutional” 
atmosphere  helps  prepare  the  patient 
for  specific  therapy,  healthy 
entertainment  and  physical  recreation. 

The  clinical  program  incorporates 
a wide  range  of  modern  psychiatric 
ideas.  Emphasis  is  placed  on 
interpersonal  relationships,  small 
group  functions,  and  professional 
individualized  care. 

The  Medical  Staff  includes  a 
large  number  of  physicians  in  private 
practice  in  the  Jackson  area.  All  are 
qualified  and  limit  their  practice  to 
psychiatry. 

Riverside  is  licensed  by  the 
Mississippi  Commission  on  Hospital 
Care,  and  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of 
Hospitals. 

Physicians  who  have  patients  that 
would  benefit  from  this  type  of 
treatment  approach  may  obtain  referral 
information  by  contacting  the 
Admitting  Office. 

Riverside 

Hospital 

P.O.  Box  4297,  Jackson,  MS  39216 
Telephone:  (601)939-9030 


EMS  Compiles  Jackson,  MS  - The  first  detailed  survey  of  ambulance 

Ambulance  Survey  services  in  Mississippi  has  been  compiled  by  the 

Division  of  Emergency  Medical  Services  of  the  State  Board 
of  Health.  The  survey  showed  the  companies  operate  an  average  of  two  units  at  an 
annual  per  unit  cost  of  $22,294  and  an  average  annual  operating  cost  of  $67,627; 
87%  reported  a response  time  of  less  than  10  minutes;  and  90%  reported  no  legal 
claims  had  been  filed  against  the  company. 


Restricted  License  Jackson,  MS  - The  Mississippi  Health  Care  Commission 

For  Charity  Hospital  granted  a one-year,  restricted  license  extension  to 

Natchez  Charity  Hospital.  The  decision  was  made  at  the 
Commission’s  April  30  meeting.  MHCC  spokesmen  stated  that  the  hospital  probably 
faces  more  frequent  safety  inspections.  Under  the  restrictions  no  major  surgery 
can  be  performed  at  the  facility,  and  the  license  will  not  be  renewed  next  year 
unless  plans  are  underway  to  construct  a new  building. 


Medical  Schools  Chicago,  IL  - This  spring  the  nation’s  medical  schools 

Receive  AMA-ERF  Funds  received  a total  of  $1,282,599  from  the  AMA  Education  and 

Research  Foundation.  More  than  $30  million  have  been 
raised  by  AMA-ERF  since  the  beginning  of  the  Foundation.  Indiana  University  School 
of  Medicine  received  the  largest  grant  this  year,  $55,556.  Northwestern  University 
Medical  School  of  Chicago  was  second  with  $41,028.  MSMA  presented  an  AMA-ERF  check 
to  University  of  Mississippi  School  of  Medicine  in  the  amount  of  $22,857. 


AMA  Opposes  National  Chicago,  IL  - The  National  Center  for  Health  Care  Tech- 

Technology  Center  nology  should  be  eliminated,  the  AMA  has  told  a House 

committee.  The  AMA  opposes  reauthorization  of  the  center 
"not  out  of  a lack  of  concern  for  the  safety,  efficacy,  and  cost-effectiveness  of 
medical  care,  but  because  the  relevant  clinical  policy  analysis  and  judgments  are 
better  made,  and  are  being  responsibly  made,  within  the  medical  profession,"  said 
the  AMA  position  statement. 


Voluntary  Standards  Chicago,  IL  - Proposed  new  federal  restrictions  on  adver- 

For  Alcohol  Promotion  tising  and  labeling  of  alcoholic  beverages  won’t  make 

much  impact  on  the  problem  of  alcohol  abuse,  the  AMA 
commented  to  the  Bureau  of  Alcohol,  Tobacco  and  Firearms  of  the  Department  of  the 
Treasury.  Instead  of  rigid  advertising  rules  the  AMA  proposed  a voluntary  col- 
laboration between  government  agencies,  industry  and  other  interested  parties  in 
enforcing  strict  voluntary  standards  for  promotion  of  alcoholic  beverages. 


14 


THE  JOURNAL  FOR  JUNE  1981 


Brandon  Student  Wins 
Pediatrics  Poster  Contest 


A poster  by  Brandon  resident  Becky  Barnett,  right,  will 
represent  Mississippi  in  a national  contest  sponsored  by 
the  American  Academy  of  Pediatrics.  She  was  winner  in 
the  local  contest  sponsored  by  the  Academy’s  Mississippi 
chapter.  Dr.  David  Watson,  center,  professor  of  pediat- 
rics at  the  University  Medical  Center,  chairs  the 
Academy' s Mississippi  chapter.  Melissa  W.  Bondurant  is 
Ms.  Barnett’s  art  teacher  at  Pearl  High  School.  Ms. 
Barnett  is  the  daughter  of  Mr.  and  Mrs.  Bernard  Barnett. 
Her  poster  entry  depicts  how  to  prevent  childhood  acci- 
dents. 

Dr.  Edgar  Haber  Presents 
Greganti  Memorial  Lecture 

Dr.  Edgar  Haber,  professor  of  medicine  at  Har- 
vard Medical  School,  was  the  first  Frank  Paul  Gre- 
ganti Lecturer  at  the  University  of  Mississippi 
Medical  Center  this  spring. 

Dr.  Haber  also  is  chief  of  the  cardiac  unit  at  the 
Massachusetts  General  Hospital  in  Boston.  His  topic 
was  “Antibodies  as  Tools  in  Cardiovascular  Re- 
search.” 

The  lecture  award  was  established  as  a memorial 
to  the  late  Dr.  Frank  Paul  Greganti,  a cardiologist 
who  died  in  1977  at  44. 

A native  of  Merigold,  Dr.  Greganti  earned  the 
B.S.  summa  cum  laude  at  the  University  of  Missis- 
sippi. He  completed  the  first  two  years  of  medical 
school  on  the  Oxford  campus  with  the  highest 
academic  average  in  his  class.  He  graduated  from 
Harvard  Medical  School  in  1957. 

The  lecture  award  is  made  possible  by  the  Frank 
Paul  Greganti  Memorial  Fund,  established  by  Dr. 
Greganti’s  widow. 


BE  THE 
DOCTOR 
YOU  WANT 
TO  BE. 

IN  THE  NAVY. 

Navy  medicine  combines  an 
ideal  professional  practice 
with  a desirable  personal 
lifestyle. 

• Excellent  medical  facilities 

• Professional  staff  support 

• Unique  specialties 

• Salary  and  benefits 
competitive  with  civilian 
practice 

• Navy  officer  fringe  benefits 
For  more  information,  send 

your  resume  to,  or  call: 

Jim  Oakley,  Medical  Programs 
Recruiter 

Navy  Recruiting  District  Memphis 
Sterick  Bldg.,  8 N.  3rd  Street 
Memphis,  TN  38103 
toll  free  1-800-238-5580 


Because  they  think  a com 
too  expensive. 

The  Sequoia  Medical  System™  can 
pay  for  itself: 

• Increased  collections 

• Decreased  receivables 

• Improved  staff  efficiency 

Because  they  think  they  already 
have  firm  control  of  their  billing. 

The  Sequoia  Medical  System  auto- 
matically processes  billing 
paperwork: 

• Patient  statements 

• Third  party  claims 

• Collection  letters 

Because  they  think  they  have 
easy  access  to  vital  practice  data. 


• Daily  production  and  revenue 
analysis 

• On-line  access  to  4%  million 
medical  journal  articles  in  the 
National  Library  of  Medicine 

• And  many  other  forms  of 
essential  data 

Because  they  think  a computer  is 
administratively  disruptive. 

The  Sequoia  Medical  System  is 

designed  to  blend  smoothly  into 

solo  and  small  group  practices: 

• Easy  to  use 

• Pre-programmed,  turn-key  system 


• Includes  training,  installation, 
local  service  and  support. 

Because  they  haven't  seen  a 
Sequoia  Medical  System. 

Sequoia  can  provide  more  time  for 
health  care  in  your  practice.  YYTiile 
it’s  taking  care  of  business . . . you're 
taking  care  of  patients. 

Start  looking  into  the  benefits  of  a 
computer  today  by  calling 
Sequoia  Group.  Call  toll  free 
(800)  227-2360:  in  California 
(800)  772-2655 ...  or  write  for  our 
brochure. 


We’re  looking  for  doctors  who 
think  they  don’t  need  a computer 


The  Sequoia  Medical  System 
provides  information  immediately: 

• Aged  receivable  reports 

• Procedure  and  diagnosis  analysis 


SEQUOIA  GROUP" 

I NCOR  PORAT  E D 

1100  Larkspur  Landing  Circle,  Larkspur.  CA  94939 

Atlanta.  Birmingham.  Boston.  Buffalo.  Charlotte.  Chicago.  Cleveland.  Columbus.  Dallas.  Denver.  Detroit 
Hartford.  Houston.  Indianapolis.  Irvine.  Kansas  City.  l/>s  Angeles.  Memphis.  Miami.  Minneapolis.  Nashville. 

New  Orleans.  New  York  City.  Norfolk.  Oklahoma  City  Philadelphia.  Phoenix.  Pittsburgh.  Portland.  Salt  take 
City.  San  Diego.  San  Francisco.  Seattle.  St.  Duns. Tampa.  Washington.  D.C 


Ready 
to  teach 
home 
nursing, 

first  aid, 

parenting, 

child  care, 

water 

safety, 

CPR. 

Red  Cross: 

Ready  for  a new  century. 


A Public  Service  of  This  Magazine 
& The  Advertising  Council 


SS! 


5pecify 


Each  capsule  contains  5 mg  chlordiazepoxide  MCI  and  2.5  mg 
clldinium  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows. 
"Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation. 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
MCI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CMS  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (eg  , operating 
machinery,  driving)  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium*  (chlordiazepoxide  MCI/Roche)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazines  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Mo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
MCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges  Byncope  reported  in  a few  instances  Also  encountered 
isolated  Instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent,  generally  controlled 
with  dosage  reduction,  changes  in  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxlde  MCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  i e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


In  Duodenal 

ULCER*  MANAGEMENT 


The  proven  antispasmodic  and 
antisecretory  actions  of  Quarzan® 
(clidinium  bromide/Roche)  for 
the  ulcer 

The  well-known  antianxiety  action 
of  Librium®(chlordiazepoxide 
HCI/Roche)  for  the  accompany- 
ing anxiety  found  in  many  ulcer 
patients 


Each  capsule  contains  5 mg  chlordiazepoxide  h!C 
and  2.5  mg  cfidmium  8r 


Antianxiety/Antbecretory/Art 
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Although  weight  loss  achieved  in  a weight 
control  program  varies  from  patient  to  patient, 
this  simulated  sequence  of  a professional  model 
illustrates  dramatically  the  benefits  of  a 
successful  weight  loss  program. 
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. . .takes  dietary  restriction,  regular  exercise, 
behavior  modification,  and  sometimes 
the  addition  of  an  effective  anorectic. 


prescribe 

Tenuate  Dospan  e 

(diethylpropion 
hydrochloride  NF) 


75  mg.  controlled-release  tablets 


the#1  prescribed  anorectic 

An  effective  short-term  adjunct 
in  an  indicated  weight  loss 
program 

Overweight  patients  in  certain  diagnostic  categories 
often  require  strict  obesity  control.  Diethylpropion 
hydrochloride  has  been  reported  useful  in  obese 
patients  with  certain  complications.  While  it  is  not  sug- 
gested that  Tenuate  in  any  wav  reduces  these  compli- 
cations in  the  overweight,  it  may  have  a useful  place 
as  a short-term  adjunct  in  a prescribed  dietary  regi- 
men. Tenuate  should  not  be  administered  to  patients 
with  severe  hypertension;  see  additional  Warnings 
and  Precautions  on  this  page. 

In  uncomplicated  obesity 

Many  patients,  on  the  other  hand,  present  with  excess 
fat  but  no  disease.  While  this  condition  is  often  termed 
uncomplicated  obesity,  complications  of  both  a social 
and  a psychologic  nature  may  be  distressingly  real  for 
the  patients.  In  these  cases,  a short-term  regimen  of 
Tenuate  can  help  reinforce  your  dietary  counsel  dur- 
ing the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness 

The  anorectic  effectiveness  of  diethylpropion  hydro- 
chloride is  well  documented.  No  less  than  1 8 separate 
double-blind,  placebo-controlled  studies  attest  to  its 
usefulness  in  daily  practice.1  And  the  unique  chemistry 
of  Tenuate  provides  . . anorectic  potency  with  mini- 
mal overt  central  nervous  system  or  cardiovascular 
stimulation.” 2 Compared  with  the  amphetamines, 
diethylpropion  has  minimal  potential  for  abuse. 

Tenuate- it  makes  sense. 

And  it’s  responsible  medicine. 


Merrell 


Tenuate  ® 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan  ® 

(diethylpropion  hydrochloride  NF) 
controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 

Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the  management  ot  exogenous  obesity 
as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restric- 
tion The  limited  usefulness  of  agents  of  this  class  should  be  measured  against  possible  risk  fac- 
tors inherent  in  their  use  such  as  those  described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism,  known  hypersensitivity,  or 
idiosyncrasy  to  the  sympathomimetic  amines,  glaucoma  Agitated  states  Patients  with  a history 
of  drug  abuse  During  or  within  1 4 days  following  the  administration  of  monoamine  oxidase  in- 
hibitors. (hypertensive  crises  may  result) 

WARNINGS:  If  tolerance  develops,  the  recommended  dose  should  not  be  exceeded  in  an  attempt 
to  increase  the  effect:  rather,  the  drug  should  be  discontinued  Tenuate  may  impair  the  ability  of 
the  patient  to  engage  in  potentially  hazardous  activities  such  as  operating  machinery  or  driving  a 
motor  vehicle:  the  patient  should  therefore  be  cautioned  accordingly  Drug  Dependence  Tenuate 
has  some  chemical  and  pharmacologic  similarities  to  the  amphetamines  and  other  related  stim- 
ulant drugs  that  have  been  extensively  abused  There  have  been  reports  of  subjects  becoming 
psychologically  dependent  on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  ot  including  a drug  as  part  ot  a weight  reduction  program  Abuse 
of  amphetamines  and  related  drugs  may  be  associated  with  varying  degrees  of  psychologic  de- 
pendence and  social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe  There  are 
reports  of  patients  who  have  increased  the  dosage  to  many  times  that  recommended  Abrupt 
cessation  following  prolonged  high  dosage  administration  results  in  extreme  fatigue  and  men- 
tal depression:  changes  are  also  noted  on  the  sleep  EEG  Manifestations  of  chronic  intoxication 
with  anorectic  drugs  include  severe  dermatoses,  marked  insomnia,  irritability,  hyperactivity,  and 
personality  changes  The  most  severe  manifestation  ot  chronic  intoxications  is  psychosis,  often 
clinically  indistinguishable  from  schizophrenia  Use  in  Pregnancy  Although  rat  and  human  repro- 
ductive studies  have  not  indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are  preg- 
nant or  may  become  pregnant  requires  that  the  potential  benefits  be  weighed  against  the  potential 
risks  Use  in  Children:  Tenuate  is  not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate  for  patients  with  hypertension 
or  with  symptomatic  cardiovascular  disease,  including  arrhythmias  Tenuate  should  not  be  ad- 
ministered to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  Tenuate  and  the  concomitant  dietary  regimen  Tenuate  may 
decrease  the  hypotensive  effect  of  guanethidine  The  least  amount  feasible  should  be  prescribed 
or  dispensed  at  one  time  in  order  to  minimize  the  possibility  of  overdosage  Reports  suggest  that 
Tenuate  may  increase  convulsions  in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of  Tenuate  may  be  necessary 
ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia,  elevation  of  blood  pressure, 
precordial  pain,  arrhythmia  One  published  report  described  T-wave  changes  in  the  ECG  of  a 
healthy  young  male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous  System 
Overstimulation,  nervousness,  restlessness,  dizziness,  jitteriness,  insomnia,  anxiety,  euphoria 
depression,  dysphoria,  tremor,  dyskinesia,  mydriasis,  drowsiness,  malaise,  headache,  rarely 
psychotic  episodes  at  recommended  doses  In  a few  epileptics  an  increase  in  convulsive  epi- 
sodes has  been  reported.  Gastrointestinal  Dryness  of  the  mouth,  unpleasant  taste,  nausea, 
vomiting,  abdominal  discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturbances 
Allergic  Urticaria,  rash,  ecchymosis,  erythema  Endocrine  Impotence,  changes  in  libido 
gynecomastia,  menstrual  upset  Hematopoietic  System  Bone  marrow  depression,  agranulo- 
cytosis. leukopenia  Miscellaneous  A variety  of  miscellaneous  adverse  reactions  has  been 
reported  by  physicians  These  include  complaints  such  as  dyspnea,  hair  loss,  muscle  pain 
dysuna,  increased  sweating,  and  polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydrochloride)  One  25  mg  tablet 
three  times  daily,  one  hour  before  meals,  and  in  midevening  if  desired  to  overcome  night  hunger 
Tenuate  Dospan  (diethylpropion  hydrochloride)  controlled-release  One  75  mg  tablet  daily,  swal- 
lowed whole,  in  midmorning  Tenuate  is  not  recommended  for  use  in  children  under  1 2 years 
of  age 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  restlessness,  tremor,  hyperreflexia 
rapid  respiration,  confusion,  assaultiveness,  hallucinations,  panic  states  Fatigue  and  depression 
usually  follow  the  central  stimulation  Cardiovascular  effects  include  arrhythmias,  hypertension 
or  hypotension  and  circulatory  collapse  Gastrointestinal  symptoms  include  nausea . vomiting . 
diarrhea,  and  abdominal  cramps  Overdose  of  pharmacologically  similar  compounds  has  re- 
sulted in  fatal  poisoning,  usually  terminating  in  convulsions  and  coma  Management  of  acute 
Tenuate  intoxication  is  largely  symptomatic  and  includes  lavage  and  sedation  with  a barbiturate 
Experience  with  hemodialysis  or  peritoneal  dialysis  is  inadequate  to  permit  recommendation  in 
this  regard  Intravenous  phentolamine  (Regitme ' ) has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates  Tenuate  overdosage 

Product  Information  as  of  January.  1980 

MERRELL-NATIONAL  LABORATORIES  Inc 

Cayey,  Puerto  Rico  00633 

Direct  Medical  Inquiries  to 

MERRELL  DOW  PHARMACEUTICALS  INC 

Subsidiary  of  The  Dow  Chemical  Company 

Cincinnati,  Ohio  45215 

Licensor  of  Merrell  ‘ 

References:  1 Citations  available  on  request  from  Merrell  Dow  Pharmaceuticals  Inc  , Cincinnati, 
Ohio  4521 5 2 Hoekenga,  M T gt  al  A comprehensive  review  of  diethylpropion  hydrochloride 
In  Central  Mechanisms  of  Anorectic  Drugs,  S Garattim  and  R Samanm.  Ed  , New  York 
Raven  Press.  1978,  pp  391-404 
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DRAMATIC 

NEWCLNGAL 

PROOF' 


In  the  treatment  of  impetigo  - 

*KX)%  cure  rate  with 

Tegopen'Ccloxacillin  sodium) 


•only  a 60%  cure  rate  with  penicillin  V-K 


As  seen  on 
admission 


After  one  week 
of  penicillin  V-K 
therapy 


Two  weeks  after 
initiation  of 
TEGOPEN  therapy 


Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 

*Data  on  file,  Bristol  Laboratories. 


Briel  Summary  of  Prescribing  Information 

TEGOPEN - 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package  Circular.  (12)  9/11/75 

INDICATIONS: 

Although  the  principal  indication  for  cloxacillin  sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to  initiate  therapy  in  such  patients  in 
whom  a staphylococcal  infection  is  suspected  (See  Important  Note  beiow ) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cloxacillin 
sodium  should  be  performed 

IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should  take  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  of  infections  caused  by  pneumococci. 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci  It  the  bacteriology  report  later  indicates  the  infection  is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital  For  this  reason,  it  is  recommended  that  a 
penicillinase-resistant  penicillin  be  used  as  initial  therapy  (or  any  suspected  staphylococcal 
infection  until  culture  and  sensitivity  results  are  known 
Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism  similar  to  that  of  methicillin 
against  penicillin  G-resistant  staphylococci  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these  strains  reported  has  been 
increasing  Such  strains  of  staphylococci  have  been  capable  of  producing  serious  disease,  in 
some  instances  resulting  in  fatality  Because  of  this,  there  is  concern  that  widespread  use  of  the 
penicillinase-resistant  penicillins  may  result  in  the  appearance  of  an  increasing  number  of 
staphylococcal  strains  which  are  resistant  to  these  penicillins 
Methicillm-resistant  strains  are  almost  always  resistant  to  all  other  penicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently) 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all,  in  spite  of  the  fact  that  minor  variations  in  in  vitro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus 

CONTRAINDICATIONS 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the  penicillins  is  a contraindication 


RESULTS  OF  ORAL  THERAPY  revealed  a high 

percentage  of  treatment  failures  with  penicillin  V 

potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen110 

Given 

(cloxacillin  sodium] 

penicillin  V-K 

Staphylococcus  aureus  (78  patients) 

39 

39 

Returned  to  clinic  at  one  week 

29 1 

38t 

Treatment  failure  at  one  week 

0 

18  (47.4%) 

Staphylococcus  aureus  and 

Streptococcus  pyogenes  (9  patients) 

4 

5 

Returned  to  clinic  at  one  week 

4 

5 

Treatment  failure  at  one  week 

0 

2 (40%) 

No  initial  bacterial  growth  (14  patients) 

9 

5 

All  1 4 healed,  regardless  of  which 

antibiotic  was  administered. 

Beta-hemolytic  Streptococcus  (1  patient) 

O 

1 

TOTALS:  102  patients 

52  patients 

50  patients 

tEleven  patients  did  not  return  for  their  one-week  checkup  the  lesions  had  healed  One  patient  was  dropped  from  the  study. 

These  were  all  called  by  telephone,  and  their  families  reported  early,  because  of  adverse  reaction  to  medication 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows:  77%  Staphylococcus  aureus, 

9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1%  beta-hemolytic 
Streptococcus 

• All  patients  were  given  randomized  therapy— 

Tegopen  capsules  ororal  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 

TEGOPEN 

(doodllin  sodium) 

-effective  therapy  for  staph  infections 
of  the  skin  and  skin  structures 


• All  patients  were  evaluated  after  one  week's 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
“other  antibiotic”  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

tThe  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K 


WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy  Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  of  sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a history  of  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens.  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents,  e g.,  pressor  amines,  antihistamines,  and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established 
PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics  If  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy 
ADVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients  Mildly  elevated  SGOT  levels  (less  than  100  units)  have 
been  reported  in  a few  patients  for  whom  pretherapeutic  determinations  were  not  made  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered.  Eosinophilia,  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy 

USUAL  OOSAGE: 

Adults:  250  mg.  q.6h 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q 6h  Children  weighing  more  than  20  Kg 
should  be  given  the  adult  dose  Administer  on  empty  stomach  tor  maximum  absorption. 

Al.fi  INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS 

SUPPLIED: 

Capsules— 250  mg  in  bottles  of  100  500  mg  in  bottles  of  100 
Oral  Solution— 125  mg./5  ml.  in  100  ml.  and  200  ml.  bottles 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse,  New  York  13201 


BRISTOL® 


Copyright  c 1981 . Bristol  Laboratories 


works  well  in  your  office... 

NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It's  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started. 

• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 

• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN’  Ointment— for  the  office,  for  the  home. 

(polymyxin  B bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base):  special  white 
petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti 
biotics  concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching:  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long  term  use  of  neomycin 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter 


PRECAUTIONS:  As  with  other  antibacterial  prepara 
tions.  prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms,  including  fungi  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un 
common  cutaneous  sensitizer.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes 
sional  Services  Dept  PML. 
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Rocky  Mountain  Spotted  Fever  in 
Mississippi:  An  Update  on  an 
Increasingly  Common  Infection 


FRANK  M.  WIYGUL,  JR.,  M.D. 

Jackson,  Mississippi 

Rocky  Mountain  spotted  fever  (R.M.S.F.)  has 
been  known  to  occur  in  Mississippi  since  the  early 
1930’s  when  the  first  cases  were  reported  in  the 
state.  For  many  years,  cases  occurred  infrequently 
and  were  reported  sporadically  from  various  parts  of 
the  state  with  little  indication  of  a change  in  the 
pattern  of  low  level  endemic  occurrence.  In  fact,  by 
1960  the  disease  had  reached  such  a low  level  of 
occurrence  that  only  380  cases  were  reported  in  the 
country.  Then  beginning  about  1970  there  was  a 
large  increase  of  reported  cases  in  the  United  States. 
This  was  paralleled  by  an  increase  in  cases  in  Missis- 
sippi as  well  (see  Figure  2),  with  30  cases  being 
reported  in  1976.  Cases  have  been  reported  most 
frequently  in  14  contiguous  north  and  northeast  Mis- 
sissippi counties  as  shown  on  the  map  (see  Figure  3) 
with  two-thirds  of  the  cases  being  reported  from 
these  counties  in  the  last  five  years.  The  disease  is 
both  underdiagnosed  and  underreported  in  areas 
where  it  occurs,  with  studies  indicating  at  least  half 
of  diagnosed  cases  are  unreported.  '•  4-  5t  7-  8 
A severe  exanthematous  infection.  Rocky  Moun- 
tain spotted  fever  is  caused  by  a rickettsial  organism 
transmitted  usually  by  the  bite  of  the  American  Dog 
Tick  (Dermacenter  variabilis)  in  our  area  but  may  be 
transmitted  by  other  hard  bodied  (ixodid)  ticks  as 


Presented  at  the  Mississippi  Baptist  Hospital  Pediatric  Educa- 
tion Conference,  August  12,  1980. 

From  the  Department  of  Family  Medicine.  University  of  Missis- 
sippi Medical  Center,  Jackson,  MS. 


The  number  of  reported  cases  of  Rocky  Moun- 
tain spotted  fever  has  increased  greatly  both  in 
Mississippi  and  in  certain  parts  of  the  rest  of  the 
United  States  in  the  last  ten  years.  The  author 
reviews  the  clinical  and  epidemiological  features 
of  the  disease  and  calls  attention  to  the  geo- 
graphic distribution  of  cases  within  the  state.  He 
notes  that  two-thirds  of  the  1 1 7 cases  reported  in 
the  last  five  years  occurred  in  a group  of  14 
contiguous  counties  in  north  and  northeast  Mis- 
sissippi, and  he  maintains  that  physicians  prac- 
ticing in  that  area  should  be  aware  of  the  appar- 
ent increased  incidence  of  the  disease. 


well.  The  disease  is  unusual  in  that  the  tick  is  both 
the  vector  of  the  disease  and  the  primary  reservoir 
for  the  causative  organism,  rickettsia  rickettsii.  The 
agent  of  the  infection  is  passed  from  generation  to 
generation  of  ticks  through  the  eggs  of  the  tick. 
Several  species  of  ticks  are  known  to  transmit  the 
causative  organism  to  dogs  and  wildlife  but  rarely 
bite  man.  An  exception  in  our  area  is  the  lone  star 
tick  which  has  been  shown  to  transmit  the  agent  and 
may  be  an  important  vector.  Additionally,  a large 
number  of  wildlife  species  can  be  infected  and  make 
up  a secondary  reservoir  of  infection. 

The  essential  pathology  of  R.M.S.F.  is  lesions  of 
the  small  blood  vessels  involving  the  skin,  sub- 
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TYPHUS  FEVER 

TYPHUS  FEVER,  TICK-BORNE  (Rocky  Mountain  Spotted  Fever)  — Reported  Case  Rates  by 
Year,  1950-1978 


cutaneous  tissue,  nervous  system  and  other  organs 
of  the  body.  Untreated,  the  disease  usually  runs  a 
febrile  course  of  about  three  weeks  with  a mortality 
rate  of  about  20%.  It  occurs  more  frequently  in 
children,  with  two-thirds  of  the  cases  being  under  20 
years  of  age,  but  is  more  severe  in  adults.  In  treated 
cases  the  mortality  is  5%-8%.' 

After  an  incubation  period  of  5-7  days  (range  3- 1 2 
days),  the  disease  begins  with  a brief  prodrome  a few 
hours  in  duration  with  malaise,  anorexia,  headache 
and  myalgia,  followed  by  an  abrupt  onset  of  chills 
and  fever  with  temperature  to  104°  or  higher.  A 
history  of  recent  tick  bite  is  present  in  about  60%  of 
the  cases  with  another  10%  of  the  cases  having  had 
recent  exposure  to  ticks  through  manual  removal 
from  dogs.  The  rash  appears  on  the  third  or  fourth 
day  and  is  the  most  characteristic  feature  of  the 
disease.  The  typical  rash  is  maculopapular,  begin- 
ning on  the  extremities,  then  spreading  toward  the 
body,  the  palms  and  soles  also  being  involved.  The 
rash  usually  becomes  hemorrhagic  or  purpuric  after 
one  or  two  days  and  may  become  necrotic.  In  several 
published  series  of  cases,  authors  have  emphasized 
that  the  rash  may  be  atypical  and  as  many  as  10%  of 
the  cases  will  have  transient  rash  or  no  rash.  Edema 
and  circulatory  collapse  are  clinical  features  of  se- 
vere cases. 


The  differential  diagnosis  includes  other  febrile 
illnesses  with  a hemorrhagic  or  purpuric  rash.  The 
more  frequently  occurring  of  these  are  meningococ- 
cemia,  rubeola,  enterovirus  infections  and 
tularemia. 

Definitive  diagnosis  is  established  by  laboratory 
demonstration  of  acquired  specific  antibodies.  Both 
the  Weil-Felix  reaction  and  the  complement  fixation 
test  are  used  for  this  purpose,  with  the  complement 
fixation  reaction  being  more  specific  and  more  reli- 
able. The  Weil-Felix  reaction,  an  agglutination  reac- 
tion to  certain  strains  of  Proteus  organisms,  is  less 
specific  and  more  subject  to  both  false  negative  and 
false  positive  reactions.  Paired  specimens  of  acute 
and  convalescent  serum  should  be  submitted.  A 
complement  fixation  reaction  with  a single  titer  of 
1:16  or  a fourfold  rise  in  paired  specimens  is  di- 
agnostic. In  the  Weil-Felix  reaction  a single  speci- 
men titer  of  1 : 160  or  a fourfold  rise  in  paired  speci- 
mens is  confirmatory. 

Treatment  with  either  tetracycline  or  chloram- 
phenicol should  be  begun  immediately  in  cases 
which  have  a history  of  tick  bite  followed  a few  days 
later  by  chills,  fever  and  rash.  Because  of  the  sever- 
ity of  complications,  treatment  should  be  begun  as 
soon  as  the  disease  is  suspected.  Chloromycetin  and 
tetracycline  are  equally  effective,  with  oral  tetracy- 
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ROCKY  MOUNTAIN  SPOTTED  FEVER 
REPORTED  CASES 


cline  being  used  for  the  milder  cases  and  intravenous 
Chloromycetin  recommended  for  the  more  severe 
infections  and  where  meningococcemia  is  an  impor- 
tant consideration  in  the  differential  diagnosis. 

Summary  and  Conclusions 

1 . The  reported  cases  of  Rocky  Mountain  spotted 
fever  have  increased  in  Mississippi  over  the  past  ten 
years. 

2.  The  disease  should  be  suspected  and  treatment 
begun  where  there  is  history  of  a tick  bite  or  the 
handling  of  dog  ticks  followed  by  the  abrupt  onset  of 
chills,  fever,  myalgia  and  headache  with  subsequent 
development  of  a rash  occurring  within  a few  days. 

3.  Two-thirds  of  the  cases  in  the  last  five  years 

have  occurred  in  a tier  of  northeastern  and  north 
Mississippi  counties,  including  DeSoto,  Marshal, 
Benton,  Tippah,  Alcorn,  Tishomingo,  Tate, 
LaFayette,  Union,  Prentiss,  Lee,  Ittawamba,  Ponto- 
toc, Calhoun  and  Grenda.  Physicians  in  these  coun- 
ties should  maintain  a high  level  of  suspicion  for  the 
occurrence  of  R.M.S.F.  in  febrile  illness  with  a 
maculopapular  or  purpuric  rash.  ★★★ 

2500  North  State  Street  (39216) 
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Radiologic  Seminar  CCXV: 

Computed  Tomography  Evaluation  of 
Adrenal  Glands 

DOUGLAS  E.  CLARK,  JR.,  M.D. 

Tupelo,  Mississippi 


With  the  advent  of  computerized  tomography,  we 
now  have  an  accurate  non-invasive  method  of  eval- 
uating patients  with  suspected  adrenal  pathology. 
The  procedure  is  technically  easily  done  and  can  be 
done  on  an  outpatient  basis.  The  majority  of  patients 
evaluated  would  be  those  with  clinical  or  biochemi- 
cal evidence  of  Cushing’s  syndrome,  pheochro- 
mocytoma,  aldosteronoma,  or  metastatic  disease.1 

The  adrenal  glands  are  ideal  structures  for 
visualization  by  computed  tomography,  since  they 
are  generally  surrounded  by  fat  in  the  retroperi- 
toneum.  The  adrenal  glands  have  a characteristic 
shape  and  location  on  CT.  The  right  adrenal  gland 
generally  appears  on  sections  above  the  right  kidney 
and  appears  as  a linear-shaped  structure  which  ex- 
tends posteriorly  from  the  inferior  vena  cava  into  the 
retroperitoneal  fat  between  the  posteromedial  aspect 
of  the  right  lobe  of  the  liver  and  the  crus  of  the 
diaphragm  and  vertebral  body.  Occasionally  the 
right  adrenal  gland  will  be  shaped  like  an  inverted  V. 
The  left  adrenal  gland  is  generally  seen  on  sections 
that  include  the  superior  pole  of  the  left  kidney 
because  the  gland  lies  adjacent  to  the  anterior  surface 
of  the  superior  pole  of  the  left  kidney.  The  left 
adrenal  gland  is  generally  shaped  like  an  inverted  V 
or  Y or  occasionally  as  a triangular-shaped  density. 
The  left  adrenal  gland  lies  lateral  to  the  left  crus  of 
the  diaphragm  and  aorta  and  is  posterior  to  the  tail  of 
the  pancreas  and  splenic  vessels  (see  Figure  l).2,  3 

In  patients  with  clinical  or  biochemical  abnor- 
malities suggesting  adrenal  pathology,  the  CT  scan 
may  show  unilateral  or  bilateral  adrenal  enlarge- 
ment. This  finding  is  non-specific  but  is  helpful  in 
separating  those  cases  where  unilateral  tumor  is  pre- 
sent from  those  cases  where  adrenal  hyperplasia 

Sponsored  by  the  Mississippi  Radiological  Society. 

From  the  Department  of  Radiology,  North  Mississippi  Medical 

Center,  Tupelo,  MS. 


produces  the  clinical  syndrome.  The  differential  di- 
agnosis of  unilateral  masses  in  the  adrenal  gland  is 
fairly  large  but  principally  includes  adenoma,  carci- 
noma, pheochromocytoma,  and  metastasis.  Patients 
with  bilateral  adrenal  hyperplasia  may  have  normal 
size  glands  or  slightly  enlarged  glands  on  CT.  In 
patients  with  hyperplasia  the  glands  generally  retain 
their  normal  shape.  Adjacent  structures  such  as  tor- 
tuous splenic  vessels,  portions  of  the  duodenum,  and 
the  inferior  vena  cava  may  cause  some  localization 
problems,  but  these  generally  can  be  resolved  writh 
oral  and  intravenous  contrast.  The  radiation  dose 
from  computerized  tomography  is  generally  about 
the  same  as  conventional  radiologic  procedures  such 
as  excretory  urography  with  tomography  and  is  con- 
siderably less  than  the  radiation  dose  from  selective 
abdominal  angiography. 


Figure  1 . The  normal  right  adrenal  gland  is  a linear 
density  which  is  seen  in  the  retroperitoneal  fat  between 
the  medial  right  lobe  of  the  liver  and  crus  of  the  di- 
aphragm and  spine.  The  normal  left  adrenal  gland  is  seen 
as  an  inverted  Y structure  lying  anterior  to  the  upper  pole 
of  the  left  kidney  (K). 
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Figure  2.  A small  tumor  is  demonstrated  in  the  left 
adrenal  gland  between  the  aorta  (A ) and  the  upper  pole  of 
the  left  kidney  (K).  The  normal  right  adrenal  gland  is  seen 
as  a linear  structure  in  its  normal  location. 


Case  1 

A 23-year-old  female  presented  with  hyperten- 
sion and  episodes  of  severe  weakness  and  was  found 
to  have  low  serum  potassium  values.  The  patient’s 
plasma  renin  activity  was  noted  to  be  significantly 
depressed.  The  clinician  evaluating  the  patient  had  a 
strong  suspicion  of  Conn's  syndrome  and  referred 
the  patient  for  CT  evaluation  of  the  adrenal  glands. 

CT  scanning  of  the  adrenal  glands  revealed  a 
small  low  density  lesion  in  the  left  adrenal  gland 
with  a normal  appearing  right  adrenal  gland  (see 
Figure  2).  The  size  of  the  lesion  was  estimated  at  1 .5 
cm  in  greatest  diameter.  Further  evaluation  of  the 
patient  included  adrenal  venogram  and  adrenal  vein 
sampling.  The  patient  subsequently  underwent 
surgery,  and  a small  adrenal  adenoma  measuring  1 .3 
cm  was  found  in  the  left  adrenal  gland.  The  patient 
has  done  well  post-operatively  with  a return  of  her 
blood  pressure  to  normal  values. 

Case  2 

A 58-year-old  female  presented  with  episodic 
hypertension  with  the  possibility  of  a pheochro- 
mocytoma  being  considered  in  the  differential  di- 
agnosis. The  patient  had  CT  evaluation  of  the  adre- 
nal glands  with  a relatively  large  mass  demonstrated 
above  the  right  kidney  (see  Figure  3).  It  was  some- 
what difficult  on  the  CT  scan  to  determine  if  the 
mass  actually  arose  from  the  adrenal  or  from  the 
right  kidney,  and  the  patient  did  have  selective 
angiography  which  suggested  this  was  adrenal  in 
origin.  The  patient  subsequently  underwent  surgery 
with  a 6.5  x 5 cm  mass  resected  which  proved  to  be  a 
pheochromocy  toma . 


Figure  3 . A large  mass  is  shown  anterior  to  the  upper 
pole  of  the  right  kidney  (K). 


Figure  4.  Arrows  denote  bilaterally  enlarged  adrenal 
glands  showing  mottled  density'.  These  adrenal  glands 
were  involved  with  metastatic  disease. 


Case  3 

A 51 -year-old  male  was  presented  with  a history 
of  metastatic  carcinoma  of  unknown  origin.  CT 
scanning  was  done  for  evaluation  of  the  pancreas 
and  scans  included  the  adrenal  glands,  which  were 
noted  to  be  bilaterally  enlarged  with  non- 
homogenous  density.  This  was  interpreted  to  most 
likely  represent  bilateral  adrenal  metastatic  disease 
(see  Figure  4).  The  patient  subsequently  expired  and 
autopsy  demonstrated  bilateral  adrenal  metastases. 

The  adrenal  glands  should  be  visualized  in  90%  to 
95%  of  patients  by  computed  tomography.  Failure  to 
visualize  the  adrenal  glands  is  generally  due  to  small 
amounts  of  retroperitoneal  fat  outlining  the  adrenal 
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glands.4  Scans  at  the  North  Mississippi  Medical 
Center  are  done  on  an  Ohio  Nuclear  2020  body 
scanner  utilizing  4 mm  sections  through  the  adrenal 
glands.  The  patients  are  generally  given  oral  and 
intravenous  contrast  to  aid  in  visualizing  bowel 
loops  and  adjacent  vascular  structures. 

Computerized  tomography  would  seem  to  be  the 
method  of  choice  for  evaluating  patients  with  sus- 
pected adrenal  pathology.  Ultrasound  is  frequently 
limited  by  bowel  gas  and  retroperitoneal  fat,  and  in 
the  evaluation  of  adrenal  pathology  the  CT  scanner 
seems  to  be  more  sensitive  in  identifying  small  le- 
sions. Angiography  and  venography  will  remain  ad- 
junctive procedures  in  the  diagnosis  of  adrenal  dis- 
ease. ★★★ 
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CrCLtPEN-MCcychcillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications  .•  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  by  S . pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae ) and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae * 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H influenzae . 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P mirabilis. 
(This  drug  should  not  be  used  in  any  E.  coli  and  P.  mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  nistory  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  otner  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY;  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed 
NURSING  MOTHERS;  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  ore,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated  As 
with  other  penicillins,  untoward  sensitivity  reactions  ore  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria  Adverse  reactions  reported  witn  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilia  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced.  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after.  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert) 


Dosage  (Give 

m equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN" 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

Bronchitis  and 
Pneumonia 

250  mg  q i d 

body  weight  < 20  kg 
(44  lbs)  125  mg  q i d 
body  weight  > 20  kg 
(44  lbs)  250  mg  q i d 

Mild  or 

Moderate 

Infections 

250  mg  q. i.d. 

50  mg/kg/doy  q i d 

Chronic 

Infections 

500  mg  q i d 

100  mg/kg/day  q i d 

Otitis  Media 

250  mg  to  500  mg 
q . i . d t 

50  to  100  mg/kg/doy t 

Skin  & Skin 

250  mg  to  500  mg 

50  to  100  mg/kg/dayt 

Structures 

q.i.d.t 

Urinary  Tract 

500  mg  q.i.d. 

100  mg/kg/day 

"Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
tdepending  on  severity 


Wyeth 

L IA 


Laboratories 

Philadelphia  Pa  19101 


Half  the  dose 
is  absorbed  in  9 minutes! 

compared  to  32  minutes  for  ampicillin  * 


Mean  blood  levels  in  mcg/ml  after  250  mg 
cydacillin  single  oral  dose 


Efficacy  proven  in  the  treatment  of  bronchitis, 
pneumonia,  and  upper  respiratory  infections. t 


Time  (hours  after  administration) 


• Rapid,  virtually  complete  absorption  from  Gl  tract 

• Exceptionally  high  peak  blood  levels  - 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

• Rapidly  excreted  unchanged  in  urine  — 

IV2  times  faster  than  ampicillin 


High  Cure  Rates  with  CYCLAPEN®'-W  (cydacillin) 

Causative 

Organism 

Bronchitis/Pneumonia* 

No.  of 
Patients 

S.  pneumoniae 

100% 

73 

95% 

Chronic  Bronchitis1  (acute  exacerbation) 

H.  influenzae 

92% 

12 

Though  clinical  improvement  ho$  been  shown,  bocterio- 
logic  cures  cannot  be  expected  in  all  patients  with 
chronic  respiratory  disease  due  to  H influenzae 

Streptococcal  Sore  Throat* 

Group  A beta- 

hemolytic 

Streptococcus 

100% 

44 

86% 

1 mM  % Climrnl  Rp<;pnn<;p 
1 1 % Bacterial  Eradication 

tDue  to  susceptible  organisms. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 


'Based  on  single  oral  doses  of  500  mg  cydacillin  tablet  and  500  mg 
ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

See  important  information  on  facing  page. 

1 Laboratories  • Philadelphia,  Pa  19101 


CVCL4PEN  ■ W 

(I  * 1 1 * \ 250  and  500  mg  Tablets 

cydacillin)  ^ 


more  than  just  spectrum 


State  Board  of  Health  Looks  at  Consolidation 
of  Programs,  Possible  Reductions 


CHARLES  L.  MATHEWS 


President  Reagan  has  proposed  cuts  in  federal 
funding  for  Medicaid,  Categorical  (Health)  Grant 
Programs,  and  Health  Professions  Training  Pro- 
grams. To  determine  what  effect  these  proposed  cuts 
might  have  in  Mississippi,  Journal  MSMA  recent- 
ly interviewed  Mr.  Billy  F.  Simmons,  Director  of 
the  Mississippi  Medicaid  Commission;  Dr.  Alton  B. 
Cobb,  Executive  Officer  of  the  Mississippi  State 
Board  of  Health;  and  Dr.  Norman  A.  Nelson,  Vice- 
Chancellor  and  Dean  of  the  University  of  Mississip- 
pi School  of  Medicine.  This  issue  presents  the 
second  in  the  series  of  interviews. 

Editorial  Note:  The  Reagan  Administration  is 
seeking  to  abolish  some  25  federally-funded  cate- 
gorical health  programs  and  to  replace  them  with 
two  block  grants  to  the  states.  Additionally,  current 
federal  expenditures  for  the  programs  would  be  re- 
duced by  25%.  There  would  be  a Preventive  Health 
Block  Grant  and  a Basic  Health  Services  Block 
Grant.  Current  categorical  health  programs  to  be 
replaced  by  the  former  include:  child  and  influenza 
immunization,  hypertension,  fluoridation,  family 
planning  and  venereal  disease  control.  Current  cate- 
gorical health  programs  replaced  by  the  latter  in- 
clude: community  health  centers,  emergency  medi- 
cal services,  community  mental  health  centers,  crip- 
pled children’s  services,  and  maternal  and  child 
health.  Under  the  proposed  new  block  grants,  the 
states  would  be  given  flexibility  to  spend  federal 
funds  for  health  promotion  and  disease  prevention 
activities  (Preventive  Health  Block  Grant)  or  basic 
health  services  (Basic  Health  Services  Block  Grant), 
and  up  to  10%  of  federal  funding  in  one  block  could 
be  transferred  to  the  other.  States  would  be  prohib- 
ited from  using  the  block  grants  funds  for  cash  pay- 
ments to  intended  recipients  and  for  land  purchases 
or  building  construction  as  can  now  be  done  under 
some  of  the  categorical  grant  programs. 

Journal  MSMA:  Dr.  Cobb,  how  do  you  generally 
view  the  Reagan  Administration’s  proposal  to 
consolidate  and  reduce  federal  expenditures  for 
some  25  health  categorical  grant  programs? 


Second  in  a series  examining  effects  of 
federal  budget  cuts  on  health  care  programs 
in  Mississippi. 


Dr.  Cobb:  Perhaps  surprisingly  to  some,  I and  the 
other  state  and  territorial  health  officers  support 
the  concept  of  consolidating  present  public  health 
grant  programs.  A resolution  to  this  effect  was 
passed  at  our  recent  national  meeting.  We  are 
concerned  about  the  mix  of  consolidation  being 
proposed  and  the  proposed  cut  of  25%. 

Journal  MSMA:  What  are  some  of  the  programs 
being  proposed  for  consolidation? 

Dr.  Cobb:  At  the  State  Board  of  Health,  some  of  the 
programs  would  be  the  crippled  childrens’  prog- 
ram, the  emergency  medical  services  program, 
and  the  maternal  and  child  care  program.  Other 
programs  being  proposed  for  consolidation  which 
are  administered  by  other  state  agencies  are  the 
health  planning  program  and  the  mental  health 
program. 
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Journal  MSMA:  You  mentioned  concern  about  the 
mix  of  consolidation  being  proposed  for  some  of 
these  programs.  What  do  you  mean? 

Dr.  Cobb:  I would  like  to  see  three  or  maybe  four 
block  grants  for  health  instead  of  the  two  proposed 
by  the  administration  with,  for  example,  mental 
health  and  maternal  and  child  care  being  two  dis- 
tinct block  grants.  I might  note  that  the  AM  A has 
suggested  that  the  latter  program  be  a distinct 
block  grant,  or  that  all  programs  affecting  mater- 
nal and  child  health  be  placed  in  one  block. 

Journal  MSMA:  Why  do  you  recommend  separat- 
ing these  particular  programs  into  separate  block 
grants? 

Dr.  Cobb:  1 think  that  the  programs  as  presently 
constituted  necessarily  contain  elements  of  both 
the  proposed  block  grants  (i.e.  preventive  services 
and  health  services)  and  if  separated  would  erode 
into  one  or  the  other. 

Journal  MSMA:  What  would  you  identify  as  the 
advantages  of  block  grants  over  the  present  cate- 
gorical grants? 

Dr.  Cobb:  The  state  will  have  more  flexibility  to 
decide  how  monies  will  be  spent  under  the  block 
grants.  We  can  address  health  needs  statewide 
instead  of  having  particular  groups  targeted  for 
help  as  under  the  categorical  grants. 

Journal  MSMA:  Let’s  talk  about  the  proposed  25% 
reduction.  You  said  you  had  some  concerns? 

Dr.  Cobb:  Yes!  If  the  reduction  comes  from  savings 
generated  through  an  end  to  expensive  reporting, 
record  keeping,  and  federal  supervision,  that’s 
one  thing.  If  it  comes  from  reducing  services, 
that’s  something  else,  and  I don’t  think  we  should 
reduce  services,  particularly  here  in  Mississippi. 

Journal  MSMA:  How  much  of  the  State  Board  of 
Health's  budget  is  affected  by  the  block  grant 
proposal? 


Dr.  Cobb:  Of  our  $66.4  million  budget  for  this  fiscal 
year,  some  $17  million  would  be  involved  in  the 
block  grant  proposal. 

Journal  MSMA:  There  has  been  some  concern 
expressed  nationally  about  the  ability  of  some 
states  to  effectively  administer  block  grants. 
Health  programs  in  some  states,  for  example,  are 
presently  skewed  among  welfare  programs,  or 
there  are  several  different  agencies  administering 
the  programs  with  no  apparent  reference  point  for 
development  of  overall  policy.  What  state  agen- 
cies in  Mississippi  are  affected  by  the  Reagan 
Administration’s  block  grant  proposals  on  health? 

Dr.  Cobb:  The  state  agencies  involved  would  be  the 
State  Board  of  Health,  Department  of  Mental 
Health,  Mississippi  Medicaid  Commission  and 
Mississippi  Health  Care  Commission. 

Journal  MSMA:  Are  those  not  all  separate  and 
distinct  agencies? 

Dr.  Cobb:  Yes. 
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The  President  Speaking 


A Goal  and  a Pledge 


R.  FASER  TRIPLETT 
Jackson,  Mississippi 


I would  like  to  express  my  sincere  appreciation  to  each  of  you 
who  through  your  delegate  to  the  1 13th  Annual  Session  of  the 
MSMA  elevated  me  to  the  highest  office  of  our  association,  the 
presidency.  I take  great  pride  in  being  so  honored  by  my  fellow 
physicians,  yet  I feel  a tremendous  sense  of  humility  in  assuming 
the  awesome  responsibilities  that  this  office  entails.  I feel  most 
fortunate  in  being  chosen  from  so  many  capable  and  able  physi- 
cians among  us,  and  I am  honored  to  follow  the  dedicated,  selfless 
men  who  have  preceded  me  in  this  office. 

As  I told  the  House  of  Delegates  in  my  words  of  acceptance,  I 
would  like  to  lead  our  association  this  year  toward  a goal  that  will 
result  in  a greater  commitment  by  all  of  us  to  the  political  process 
in  both  time  and  money. 

I would  like  to  quote  partially  from  the  preamble  to  the  constitu- 
tion of  the  MSMA:  ‘ ‘That  more  may  live  longer  in  the  richness  and 
comfort  of  health;  that  pain,  suffering,  and  disease  may  be  eradi- 
cated to  the  extent  made  possible  by  scientific  medical  knowledge; 
that  the  standards  of  the  medical  profession  may  be  maintained  on 
the  highest  plane  of  honor.”  A concise  literal  translation  of  the 
quote  could  easily  be  “quality  medical  care  for  our  patients.”  This 
is  and  must  be  our  first  priority’. 

1 think  most  of  us  believe  that  in  order  to  provide  such  care,  we 
must  maintain  our  private  practice  system  for  the  delivery  of 
medical  care,  which  is  one  of  the  last  bastions  of  the  free  enterprise 
system.  The  course  of  action  should  be  quite  clear  to  us  — greater 
involvement  by  physicians  in  the  political  process  at  all  levels, 
beginning  in  the  precinct  and  ending  in  Washington.  We  have  the 
greatest  opportunity  we  have  had  in  years  to  do  so.  The  climate  is 
ripe  and  we  must  take  advantage  of  it. 

The  first  place  to  start  is  with  MMPAC.  This  past  year  only  650 
of  181 1 member  doctors  joined  MMPAC  by  making  the  minimum 
contribution  of  $20.  It  takes  money  to  fight  for  our  cause  and  we 
must  provide  it.  MMPAC  is  the  only  source  of  funds  we  have  to 
make  contributions  to  legislative  candidates,  and  it  must  be 
strengthened.  A $ 1 00  MMPAC  Club  has  been  formed,  and  I invite 
and  strongly  urge  every  member  of  our  society  to  become  a 
member.  When  you  really  consider  the  importance  of  our  cause 
and  the  consequences  if  we  fail,  $100  is  a mere  pittance. 

I Continued  on  page  153 ) 
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No  Doctor  Surplus 
In  Small  Communities 

With  the  sophisticated  tools,  laboratory  aids,  and 
radiographics  at  the  disposal  of  today’s  practitioner, 
more  and  more  of  his  time  is  required  per  patient. 
Third  party  payment  covering  the  vast  majority  of 
people  today  further  increases  the  utilization  of  the 
physician’s  time. 

Well  care,  relatively  rare  a few  decades  ago,  re- 
quires an  increasing  percentage  of  the  physician’s 
time.  So  it  is  obvious  that  more  doctors  are  required 
per  unit  of  population  than  ever  before. 

Medical  manpower  continues  to  be  a subject  of 
discussion  and  concern.  Only  a few  years  ago  HEW 
insisted  on  the  expansion  of  medical  schools,  and 
increased  their  subsidy  to  increase  the  number  of 
physicians.  Later,  as  a result  of  this,  a glut  of  doctors 
was  anticipated,  and  it  was  thought  feasible  to  de- 
crease the  number  of  MDs  being  graduated. 
Whether  the  excess  is  real  or  imagined,  the  number 
of  doctors  serving  small  communities  and  outlying 
areas  is  decreasing. 

Just  as  the  need  for  primary  care  physicians  was 
realized  with  the  near  demise  of  the  general  practi- 
tioner and  schools  were  finally  persuaded  to  encour- 
age and  train  family  practitioners,  perhaps  we  must 
now  consider  the  need  for  and  encouragement  of 
office  based  practitioners.  If  this  can  be  achieved, 
our  distribution  of  physicians  will  much  more  nearly 
meet  the  needs  of  society. 

W.  Moncure  Dabney,  M.D. 

Editor 


THE  PRESIDENT  SPEAKING 

(Continued  from  page  152 ) 

We  must  all  get  involved  in  our  local  elections  — 
donating  time,  money,  and  effort  to  those  who  are 
philosophically  in  tune  with  us.  I sincerely  believe 
that  unless  we  dedicate  ourselves  to  more  active 


involvement  along  these  lines,  we  eventually  will 
see  our  present  fee-for-service  system  for  the  deliv- 
ery of  medical  care  eroded  to  the  extent  that  our 
ability  to  practice  quality  medical  care  will  be 
seriously  impaired. 

Thank  you  for  your  confidence  and  trust.  I may 
not  accomplish  all  my  goals  this  year,  but  I pledge  to 
you  100%  of  the  time  and  effort  it  requires  to  see  that 
our  association  is  properly  represented,  that  our 
heritage  is  protected,  that  our  standards  are  main- 
tained, and  our  priority  to  provide  quality  medical 
care  is  strengthened.  And  most  of  all,  I personally 
and  sincerely  pledge  to  you  my  loyalty  to  our  asso- 
ciation and  to  our  profession.  I look  forward  to 
visiting  each  of  you  during  the  year. 

Thank  you  again  and  God  bless  you. 


The  Mississippi  State  Medical  Association  is 
grateful  to  the  following  companies  for  their 
financial  support  of  the  1 13th  Annual  Session: 

Blue  Cross-Blue  Shield  of  Mississippi,  Inc. 
Eli  Lilly  and  Company 
Foster  Medical  Group 
Kidney  Care,  Inc. 

Merck  Sharp  and  Dohme 
Miss.  Medical  Fraternal  and 
Educational  Society 

Norwich-Eaton  Pharmaceutical  Company 

Pfizer  Laboratories 

Smith  Kline  and  French 

South  Central  Bell 

The  Mississippi  Bank 

The  Upjohn  Company 


JUNE  1981 


153 


PERSONALS 


Thomas  Blake  of  UMC  attended  a recent  meeting 
of  the  Board  of  Governors  of  the  American  College 
of  Physicians  in  Kansas  City. 

Frank  W.  Bowen  of  Carthage  was  named  “Man  of 
the  Year"  by  the  Leake  County  Chamber  of  Com- 
merce. 

Wallace  Conerly  of  UMC  participated  in  a board 
of  directors  meeting  of  the  Tri-State  Respiratory 
Therapy  Conference  in  Biloxi. 

John  R.  Ford  has  associated  with  The  Street  Clinic 
in  Vicksburg  for  the  practice  of  family  medicine. 

Alan  E.  Freeland  of  UMC  presented  a paper  at  the 
recent  annual  meeting  of  the  American  Society  for 
Surgery  of  the  Hand  in  Las  Vegas. 

Frank  Gruich  of  Biloxi  was  inducted  into  the 
Sacred  Heart-Notre  Dame  Alumni  Association  and 
Friends  Hall  of  Fame. 

Larry  Hammett  of  Hattiesburg  spoke  at  a meeting 
of  the  newly  formed  Southwest  Mississippi  Chapter 
of  the  Juvenile  Diabetic  Foundation. 

James  Hardy  of  UMC  was  invited  lecturer  at  the 
Field  Memorial  Community  Hospital  in  Centreville 
in  March. 

John  S.  Harris  of  Meridian  has  been  certified  by 
the  American  Board  of  Obstetrics  and  Gynecology. 

Herbert  Langford  of  UMC  was  a program  partici- 
pant at  the  21st  Annual  Conference  on  Cardiovascu- 
lar Disease  Epidemiology  in  Washington.  DC. 

John  D.  McRae,  Jr.  of  Laurel  announces  the  open- 
ing of  his  new  office  for  the  practice  of  general 
surgery  at  608  Second  Avenue. 

Benjamin  P.  Monaco  of  Pascagoula  announces  the 
association  of  Alan  J.  Clark  for  the  practice  of 
ophthalmology. 

John  Morrison  of  UMC  was  visiting  professor  at 
Methodist  Hospital  in  Indianapolis,  IN. 

Larry  Smith  of  Hattiesburg  conducted  a seminar  on 
hematology  at  Forrest  General  Hospital. 

Robert  R.  Smith  of  UMC  moderated  a panel  dis- 
cussion during  the  recent  meeting  of  the  American 
Association  of  Neurological  Surgeons  in  Boston. 


James  P.  Spell  of  Jackson  was  featured  speaker  at 
the  Omicron  Delta  Kappa  spring  lecture  at  Missis- 
sippi College. 

Dan  R.  Thornton,  Jr.,  of  Meridian  was  one  of  five 
fellows  in  the  American  College  of  Obstetrics  and 
Gynecology  to  receive  the  “Outstanding  District 
Service  Recognition"  during  the  College's  recent 
convocation. 

Robert  J.  Trautman,  Jr.,  announces  the  opening 
of  his  office  for  the  practice  of  dermatology  at  2200 
South  Lamar  in  Oxford. 

John  D.  Wilson  of  Columbus  announces  the  reloca- 
tion of  his  office  for  the  practice  of  neurosurgery  to 
2461  Fifth  Street,  North. 


Byrne,  David  Edward,  Gulfport.  Born  New 
Orleans,  LA,  June  30,  1949;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1975;  in- 
terned and  general  surgery  residency.  University 
Medical  Center,  Jackson,  1975-1980;  elected  by 
Coast  Counties  Medical  Society. 

Jirsa,  Harold  Otto,  Ocean  Springs.  Born  Cedar 
Rapids,  IA.  June  4,  191 1;  M.D.,  University  of  Iowa 
College  of  Medicine,  Iowa  City,  1935;  interned 
Akron  City  Hospital,  Akron,  OH.  one  year;  surgery 
residency.  University  of  Pennsylvania,  Phil- 
adelphia, 1936-37;  surgery  residency,  Akron  City 
Hospital,  1937-39;  surgery  residency.  University  of 
Iowa,  Iowa  City,  1945-47;  elected  by  Singing  River 
Medical  Society. 

Kanade,  Ashok.  Born  India,  July  5.  1945;  M.D., 
Osmania  Medical  College,  Hyderabad,  India,  1970; 
interned  Christ  Community  Hospital,  Oak  Lawn, 
IL,  one  year;  internal  medicine  residency,  V.  A. 
Hospital,  New  Orleans,  1973-75;  cardiology  res- 
idency, same,  Jan.  1976-June  1978;  elected  by 
Coast  Counties  Medical  Society. 

Vinson,  Thomas  Lynn,  Columbus.  Born  Oxford, 
MS,  Sept.  1,  1949;  M.D. , University  of  Mississippi 
School  of  Medicine,  Jackson,  1945;  interned  and 
general  surgery  residency.  University  of  South  Ala- 
bama, Mobile,  1975-80;  elected  by  Prairie  Medical 
Society. 
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Dr.  R.  Faser  Triplett  Is  Inaugurated  President, 
Dr.  Sidney  O.  Graves  Is  Named  President-Elect 


Delegates  to  the  1 1 3th  Annual  Session  elected  Dr. 
Sidney  O.  Graves  of  Natchez  as  president-elect  of 
the  association.  Dr.  R.  Faser  Triplett  of  Jackson  was 
inaugurated  1981-82  president,  succeeding  Dr.  Paul 
H.  Moore  of  Pascagoula.  The  elections  capped  a 
heavy  House  of  Delegates  agenda  which  included 
some  30  reports  and  resolutions  and  presentation  of 
awards. 

In  other  elections,  Drs.  John  M.  Estess  of  Hollan- 
dale,  Walter  D.  Gunn  of  Quitman,  and  Victor  E. 
Landry  of  Lucedale  were  named  vice  presidents.  Dr. 
Carl  G.  Evers  of  Jackson  was  re-elected  speaker  of 
the  House  of  Delegates,  and  Dr.  James  C.  Waites  of 
Laurel  vyas  named  vice  speaker.  Dr.  Myron  W. 
Lockey  of  Jackson  was  re-elected  associate  editor. 

Dr.  James  O.  Gilmore  of  Oxford  was  named  to 
another  term  as  delegate  to  the  AM  A.  and  Dr.  Stan- 
ley A.  Hill  of  Corinth  was  re-elected  alternate  dele- 
gate. 

Named  to  the  Board  of  Trustees  were  Drs.  James 


O.  Manning  of  Jackson,  W.  Boyce  White  of  Laurel, 
David  R.  Steckler  of  Natchez,  and  Roy  D.  Duncan 
of  Pascagoula. 

Delegates  elected  Dr.  Sam  B.  Johnson  of  Jackson 
and  Dr.  C.  D.  Taylor  of  Pass  Christian  to  posts  on 
the  Council  on  Budget  and  Finance,  and  Dr. 
Frederick  E.  Tatum  to  another  term  on  the  Council 
on  Constitution  and  Bylaws. 

Elected  to  other  council  posts  were:  Drs.  Robert 
L.  Coggin  of  Grenada,  Fred  McMillan  of  Jackson 
and  William  M.  Gillespie  of  Meridian  — Judicial 
Council;  Drs.  Robert  S.  Cooke,  Jr.,  of  Hattiesburg, 
H.  Vann  Craig  of  Natchez  and  Dewey  H.  Lane  of 
Pascagoula  — Council  on  Legislation;  Drs.  Mack 
Gorton  of  Belzoni,  Horton  G.  Taylor,  Jr. , of  Ripley 
and  J.  M.  Patterson  of  Pontotoc  — Council  on 
Medical  Education;  and  Drs.  Virginia  S.  Tolbert  of 
Parchman,  David  A.  Ball  of  Batesville,  and  Thomas 
S.  Parvin  of  Starkville  — Council  on  Medical  Ser- 
vice. 


Dr.  R.  Faser  Triplett  of  Jackson  was  inaugurated  president  of  the  association  during  the  113th  Annual  Session.  With 
him  are  Dr.  Sidney  O.  Graves  of  Natchez,  at  left,  1981-82  president-elect,  and  Dr.  Paul  H . Moore  of  Pascagoula, 
immediate  past  president. 
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Dr.  Sidney  Graves,  left,  administers  the  oath  of  office 
to  Dr.  Faser  Triplett,  assisted  by  MSMA  Executive 
Secretary  Charles  Mathews,  center. 


113th  Annual  Session  Had  Full 
Schedule  of  Activities 

More  than  600  physicians,  spouses  and  guests 
attended  the  1 1 3th  Annual  Session  held  last  month  at 
the  Biloxi  Hilton.  This  number  included  MSMA  and 
Auxiliary  members,  exhibitors,  guests,  students,  in- 
terns, residents,  and  MSMA  staff.  Dr.  J.  Elmer  Nix 
of  Jackson,  chairman  of  the  Council  on  Scientific 
Assembly,  reported  that  approximately  the  same 
number  of  MSMA  members  attended  last  year's 
annual  meeting. 

A faculty  of  40  medical  speakers  from  1 1 states 
presented  papers  during  meetings  of  14  scientific 
sections  and  meetings  of  15  medical  specialty 
groups.  The  scientific  program  included  the  First 
Annual  James  Grant  Thompson  Memorial  Lecture, 
featuring  Dr.  Gerald  Weissmann  of  New  York  Uni- 
versity School  of  Medicine  as  lecturer.  His  topic  was 
“Prostaglandins  in  Acute  Inflammation.’’ 

Specialty  societies  meeting  on  Sunday  included 
the  Mississippi  EENT  Association,  Mississippi  Der- 
matology Society,  Mississippi  Association  of  Pa- 
thologists, Academy  of  Facial  Plastic  and  Recon- 
structive Surgery,  Mississippi  Psychiatric  Associa- 
tion, and  Mississippi  Orthopedic  Society. 


Monday’s  schedule  included  meetings  of  the  Mis- 
sissippi Society  of  Plastic  and  Reconstructive 
Surgery  and  the  Mississippi  Gastrointestinal  Socie- 
ty. Specialty  groups  meeting  on  Tuesday  were  the 
Mississippi  Chapter  of  the  American  College  of 
Surgeons,  Mississippi  Society  of  Internal  Medicine, 
and  the  Mississippi  Urological  Society.  Meeting  on 
Wednesday  were  the  Mississippi  Ob-Gyn  Society, 
the  Mississippi  Chapter  of  the  American  Academy 
of  Pediatrics,  the  Mississippi  Perinatal  Association 
and  the  Mississippi  Academy  of  Family  Physicians. 

The  Mississippi  Medical  Fraternal  and  Education- 
al Society  held  its  fifth  annual  membership  meeting 
on  Sunday,  April  26,  with  Mrs.  Betty  Britton,  pa- 
tient advocate  at  the  Mississippi  Baptist  Medical 
Center,  as  guest  speaker. 

Senator  Thad  Cochran  was  guest  speaker  for  the 
annual  meeting  of  the  Mississippi  Foundation  for 
Medical  Care,  which  was  held  on  Monday. 

Also  conducting  meetings  during  the  five-day  ses- 
sion were  the  Association  of  American  Physicians 
and  Surgeons,  Flying  Physicians  Association,  the 
MSMA  Past  Presidents  and  Fifty  Year  clubs,  and 
medical  alumni  from  Tulane,  LSU,  Tennessee  and 
Ole  Miss. 

A record  number  of  entrants  was  reported  for  the 
annual  MSMA  tennis  and  golf  tournaments,  and 
enthusiasm  was  high  for  two  new  activities  intro- 
duced at  this  year’s  annual  session  — a two-day 
fishing  rodeo  and  an  art  exhibit  featuring  works  by 
MSMA  members  and  spouses. 

The  MSMA  Auxiliary  conducted  its  58th  Annual 
Session,  with  a full  schedule  of  business  meetings 
and  special  activities. 


Dr.  Carl  Evers  of  Jackson  presided  as  speaker  of  the 
House  of  Delegates. 
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Dr.  Paul  Moore  receives  the  Past  President' s Pin  from 
Mrs.  James  Grant  Thompson. 


Dr.  W.  Lamar  Weems  of  Jackson  received  the  1981 
MSMA-Robins  Award  for  Community  Service.  The  cita- 
tion recognized  Dr.  Weems'  outstanding  contributions  to 
improving  the  education  of  the  deaf  citizens  of  Mississip- 
pi. 


Dr . J . Elmer  Nix  of  Jackson , chairman  of  the  Council 
on  Scientific  Assembly,  announces  attendance  figures 
during  one  of  the  House  sessions. 


Mrs.  John  Estess,  1981-82  Auxiliary  president, 
addressed  the  Thursday  session  of  the  House. 


Dr . Norman  A.  Nelson,  right,  dean  of  the  University  of 
Mississippi  School  of  Medicine , accepts  a check  for 
$22,857 .22  from  Dr.  Moore  and  Mrs.  Ted  Blanton, 
AMA-ERF  chairman  for  the  MSMA  Auxiliary. 


Student  delegates  Ben  Folk,  Jr.  and  Don  Marascalco 
and  UMC  resident  delegate  Dr.  Steven  Haynes  arrive  for 
the  House  session. 
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Members  of  the  reference  committees  discussed  their  responsibilities  during  a breakfast  meeting. 


Members  of  the  House  of  Delegates  receive  copies  of  reports  and  resolutions  as  they  arrive  for  the  House  session. 


Delegates  prepare  to  mark  ballots. 
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113th  Annual  Session,  April  26-30,  1981 

HOUSE  OF  DELEGATES  HANDLES  BUSY  AGENDA 

The  House  of  Delegates  of  the  Mississippi  State  Medical  Association  handled  a busy 
agenda  of  reports  and  resolutions  at  the  recent  1 13th  Annual  Session  of  the  association  in  Biloxi.  The  official 
transactions  of  the  meeting  will  be  mailed  to  all  delegates. 

The  MSMA  House  of  Delegates  took  these  major  actions: 

• Directed  that  representatives  of  the  association  meet  with  the  state’s  Congressional 
delegation  and  other  appropriate  officials  to  seek  equity  in  Medicare  fees  paid  on  behalf  of  patients  in 
Mississippi. 

• Urged  that  a committee  composed  of  concerned  governmental  and  professional  repre- 
sentatives be  appointed  to  study  the  financial  status  of  the  Mississippi  Medicaid  Program  and  the 
effects  of  purchasing  each  eligible  beneficiary  a health  insurance  plan  and  administering  the  nursing 
home  program  as  a separate  program. 

• Support  registration  under  the  Board  of  Medical  Licensure  of  all  allied  health  occupations 
presently  unlicensed  in  the  state. 

• Seek  legislative  enactment  of  the  AMA  model  bill  establishing  standards  for  multiphasic 
health  screening  units. 

• Seek  standardization  of  claims  procedures  of  third  party  payors  in  Mississippi  to  include 
procedural  terminology,  definition  of  outpatient  benefits,  definition  of  usual,  customary  and  reason- 
able charges,  and  definitions  of  medical  and  surgical  coverage. 

• Directed  the  Board  of  Trustees  to  study  the  present  composition  and  future  structure  of  the 
MSMA  Scientific  Section. 

• Changed  the  annual  session  to  a June,  Thursday  through  Sunday,  meeting  format 
beginning  in  1983  or  as  soon  thereafter  as  meeting  space  can  be  obtained. 

• Went  on  record  in  support  of  a strong  campaign  to  eliminate  drivers  under  the  influence  of 
alcohol  from  the  roads  and  highways  of  the  state. 

• Urged  fair  market  competition  for  HMOs  and  the  elimination  of  government  subsidies 
and  support  for  HMOs. 

• Urged  elimination  of  all  government  direction  of  peer  review. 

• Established  annual  leadership  conference  for  officers  of  the  association,  component 
societies  and  specialty  societies. 

• Established  a committee  composed  of  the  past  presidents  of  the  association  to  commemo- 
rate the  125th  Anniversary  of  the  association,  which  will  occur  December  15,  1981. 

• Urged  support  of  the  MSMA  Jail  Project  by  local  Boards  of  Supervisors. 

• Commended  the  MSMA  Disabled  Doctors’  Program  and  urged  voluntary  contributions 
to  support  the  program. 


• Urged  support  of  the  American  College  of  Surgeons’  and  American  Cancer  Society’s 
hospital-based  cancer  education  and  control  programs. 

• Established  a program  to  assist  component  societies  of  the  association  with  local  media 

programs. 


• Endorsed  legislation  to  provide  complete  confidentiality  of  peer  review  proceedings. 

• Endorsed  amendments  to  the  MSMA  Constitution  and  Bylaws  to  provide  that  members 
of  the  State  Board  of  Medical  Licensure  and  the  State  Health  Officer  be  members  of  the  House  of 
Delegates. 


• Presented  1981  MSMA-Robins  Award  for  Community  Service  to  Dr.  W.  Lamar  Weems 
of  Jackson. 

• Presented  $22,857.22  to  the  University  of  Mississippi  School  of  Medicine  representing 
1980  AMA-ERF  contributions  to  the  school  from  Mississippi  physicians,  alumni  and  their  spouses. 

The  Reference  Committee  on  Credentials  reported  seating  107  delegates  at  the  opening 
session  of  the  House  of  Delegates  on  April  27  and  1 1 1 delegates  at  the  closing  session  on  Thursday,  April  30. 


Serving  on  reference  committees 

Reference  Committee  on  Rules  and  Order  of  Business 

Stanley  A.  Hill,  M.D.,  Chairman 
Katherine  A.  Pyron,  M.D. 

J.  Edward  Hill.  M.D. 


Reference  Committee  on  Constitution  and  Bylaws 

Mary  J.  Ward,  M.D.,  Chairman 
Frederick  E.  Tatum,  M.D. 

George  D.  Purvis,  Jr.,  M.D. 


Credentials  Committee 

J.  Elmer  Nix,  M.D.  Chairman 
Robert  C.  Lee,  M.D. 

Thomas  R.  Singley,  M.D. 

Dr.  R.  Faser  Triplett  of  Jackson  is 
was  elected  president-elect. 


the  House  were: 

Reference  Committee  on  Reports  or  Officers,  Board  of 
Trustees  and  Councils 

Curtis  D.  Roberts,  M.D.,  Chairman 
David  R.  Steckler,  M.D. 

Charles  R.  Jenkins,  M.D. 

Stacy  Davidson,  M.D. 

A.  A.  Derrick.  M.D. 

Nominating  Committee 

C.  D.  Taylor,  M.D.,  Chairman 
J.  Edward  Hill,  M.D. 

James  A.  Bruce,  Jr.,  M.D. 

Richard  Russell,  M.D. 

Ed  Pennington,  M.D. 

David  Scruggs,  M.D. 

Stan  Wade,  M.D. 

Gerald  Gable,  M.D. 

Moncure  Dabney,  M.D. 

lA's  1981-82  president;  Dr.  Sidney  O.  Graves  of  Natchez 


1 14th  Annual  Session,  May  2 
Biloxi  — Mark  Your  Calendar 
125th  Anniversary  Meeting 


-6,  1982,  at 
Now  for  the 
of  MSMA! 


Medical  and  Political  Leaders 
Speak  at  Annual  Session  Meetings 

Dr.  Paul  Moore  delivered  his  presidential  address 
to  the  House  of  Delegates  on  Monday,  April  27.  He 
stressed  the  importance  of  increased  membership 
and  increased  political  involvement,  and  remarked 
on  the  accomplishments  of  organized  medicine.  The 
July  issue  of  Journal  MSMA  will  have  the  com- 
plete text  of  his  address. 

Also  in  the  rostrum  spotlight  was  Dr.  Robert  B. 
Hunter,  president  of  the  AMA.  He  outlined  for  dele- 


Congressman and  Mrs.  Trent  Lott,  back  row,  were 
special  guests  of  Dr.  andMrs.  Paul  Moore , front  row  left , 
at  the  President’ s Reception.  At  right  are  Dr.  and  Mrs. 
Joe  Burnett  of  Oxford. 


U.  S.  Senator  Thad  Cochran  discussed  Washington' s 
view  of  health  care  issues  during  his  address  at  the  annual 
meeting  of  the  Mississippi  Foundation  for  Medical  Care. 


gates  the  workings  of  the  AMA  and  described  a 
study  the  national  association  had  undertaken  for  the 
purpose  of  making  long-range  plans. 

Political  leaders,  including  U.  S.  Senator  Thad 
Cochran  and  Congressman  Trent  Lott,  were  special 
guests  during  the  five-day  session.  Cochran  ad- 
dressed the  Monday  afternoon  meeting  of  the  Mis- 
sissippi Foundation  for  Medical  Care.  MSMA  mem- 
bers, spouses  and  guests  enjoyed  informal  conversa- 
tions with  Congressman  Lott  and  his  wife,  who 
attended  the  President’s  Reception  as  guests  of  Dr. 
and  Mrs.  Moore. 


Dr.  Moore  responds  to  a reporter’s  questions  during 
an  interv’iew  which  was  broadcast  on  WLOX-TV . 


Dr.  Rod  J enkins  of  Laurel , left,  comments  to  Dr . Hunt- 
er following  the  AMA  president’ s address  to  the  House  of 
Delegates. 
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When  painful  spasm 
is  the  presenting 
symptom . . . 


■m 


V 


...  in  the  functional  bowel/irritable  bowel 

syndrome1 

be  sure  to  specify 

Bentyl* 

(dicyclomine 
hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injectable 

because: 

Bentyl  passes  these  tests  for  product  integrity. 

@ The  Bentyl  molecule  is  a product  of  original  Merrell  research. 

@ At  Merrell,  Bentyl  must  go  through  140  checkpoints/tests  from  its  synthesis 
through  the  packaging  of  the  final  product. 

@ Bentyl  bioavailability  of  tablets,  capsules,  syrup  and  injectable. 

@ The  bioequivalence  of  the  oral  dosage  forms  permits  a choice  of  tablets, 
capsules,  or  syrup  that  satisfies  patient’s  dosage  preferences. 

@ Pharmacologic  effect  in  the  distal  colon  compared  to  placebo™ 
shows  how  Bentyl  affects  abnormal  motor  activity 
in  the  irritable  colon  patient.t 


tThis  drug  has  been  classified  “probably"  effective  for  this  indication. 


tt  In  the  experiments  that  showed  significant  pharmacologic  effect,  the  dose  of  Bentyl  used  was 
50  mg.  I.M.,  which  is  higher  than  that  permitted  in  the  labeling.  This  dose  was  deemed  justified 
since  the  recommended  daily  dose  of  injectable  Bentyl  is  20  mg.  (2  ml.)  every  4 to  6 hours.  Thus, 
in  8 hours,  a patient  could  receive  a total  of  60  mg.  I.M.  and  at  that  time,  as  a result  of  the 
sustained  plasma  levels  from  the  20  mg.  injections  at  0 and  4 hours,  might  show  an  even  higher 
plasma  level  that  occurs  after  a single  50  mg.  I.M.  dose.  Presumably,  the  same  pharmacologic 
effect  would  follow.  These  observations  do  not  constitute  evidence  of  efficacy. 


BentyP 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences — National  Research  Council  and/or  other  infor- 
mation, FDA  has  classified  the  following  indications  as 
"probably"  effective 

For  the  treatment  of  functional  bowel/irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RELIEVED 
BY  VARYING  COMBINATIONS  OF  SEDATIVE,  REASSUR- 
ANCE, PHYSICIAN  INTEREST,  AMELIORATION  OF  EN- 
VIRONMENTAL FACTORS, 

For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal 
stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly  or  debili- 
tated patient;  unstable  cardiovascular  status  in  acute  hemorrhage, 
severe  ulcerative  colitis;  toxic  megacolon  complicating  ulcerative 
colitis;  myasthenia  gravis, 

WARNINGS:  In  the  presence  of  a high  environmental  temperature, 
heat  prostration  can  occur  with  drug  use  (fever  and  heat  stroke  due 
to  decreased  sweating).  Diarrhea  may  be  an  early  symptom  of 
incomplete  intestinal  obstruction,  especially  in  patients  with  ileos- 
tomy or  colostomy.  In  this  instance  treatment  with  this  drug  would 
be  inappropriate  and  possibly  harmful.  Bentyl  may  produce  drow- 
siness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazardous 
work  while  taking  this  drug.  There  are  rare  reports  of  infants,  6 
weeks  of  age  and  under,  administered  dicyclomine  hydrochloride 
syrup,  who  have  evidenced  respiratory  symptoms  (breathing  diffi- 
culty, shortness  of  breath,  breathlessness,  respiratory  collapse, 
apnea),  as  well  as  seizures,  syncope,  asphyxia,  pulse  rate  fluctua- 
tions, muscular  hypotonia,  and  coma.  The  above  symptoms  have 
occurred  within  minutes  of  ingestion  and  lasted  20  to  30  minutes. 
The  timing  and  nature  of  the  reactions  suggest  that  they  were  a 
consequence  of  local  irritation  and/or  aspiration  rather  than  a direct 
pharmacologic  effect.  No  known  deaths  or  permanent  adverse 
effects  have  been  reported.  Bentyl  syrup  should  be  used  with 
caution  in  this  age  group 

PRECAUTIONS:  Although  studies  have  failed  to  demonstrate  ad- 
verse effects  of  dicyclomine  hydrochloride  in  glaucoma  or  in 
patients  with  prostatic  hypertrophy,  it  should  be  prescribed  with 
caution  in  patients  known  to  have  or  suspected  of  having  glaucoma 
or  prostatic  hypertrophy. 

Use  with  caution  in  patients  with: 

Autonomic  neuropathy.  Hepatic  or  renal  disease.  Ulcerative  coli- 
tis. Large  doses  may  suppress  intestinal  motility  to  the  point 
of  producing  a paralytic  ileus  and  the  use  of  this  drug  may 
precipitate  or  aggravate  the  serious  complication  of  toxic 
megacolon. 

Hyperthyroidism,  coronary  heart  disease,  congestive  heart  fail- 
ure, cardiac  arrhythmias,  and  hypertension. 

Hiatal  hernia  associated  with  reflux  esophagitis  since  anti- 
cholinergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics/  antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations, 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness; 
insomnia;  nausea;  vomiting;  impotence;  suppression  of  lactation; 
constipation;  bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of  light- 
headedness and  occasionally  local  irritation. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  adjusted  to  indi- 
vidual patient's  needs 
Usual  Dosage 

Bentyl  10  mg.  capsule  and  syrup:  Adults  1 or  2 capsules  or  tea- 
spoonfuls syrup  three  or  four  times  daily.  Children  1 capsule  or 
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Bentyl  Injection:  Adults:  2 ml.  (20  mg.)  every  four  to  six  hours 
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swallowing,  CNS  stimulation.  Treatment  should  consist  ot  gastric 
lavage,  emetics,  and  activated  charcoal.  Barbiturates  may  be  used 
either  orally  or  intramuscularly  for  sedation  but  they  should  not  be 
used  if  Bentyl  with  Phenobarbital  has  been  ingested.  If  indicated, 
parenteral  cholinergic  agents  such  as  Urecholine®  (bethanecol 
chloride  USP)  should  be  used 
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Dr.  Sidney  O.  Graves,  center,  chairman  of  the  MSMA 
Board  of  Trustees,  hosted  a luncheon  in  honor  of  mem- 
bers of  MSMA’ s Fifty  Year  Club.  From  left  are  Dr.  T.  J. 
Barkley  of  Belzoni,  Dr.  Omar  Simmons  of  Newton,  Dr. 
Lawrence  W.  Long  of  Jackson,  and  Barbara  Shelton, 
MSMA  membership  director  and  club  secretary . 


Council  on  Scientific  Assembly 
Begins  Planning  for  1982 

The  1982  annual  session  is  set  for  May  2-6  in 
Biloxi,  according  to  Dr.  J.  Elmer  Nix  of  Jackson, 
chairman  of  the  Council  on  Scientific  Assembly. 
This  summer  the  Council  will  meet  to  review  pre- 
liminary plans  and  begin  work  on  the  program  for 
the  114th  Annual  Session. 

Acting  by  separate  sections  during  the  recent 
annual  meeting,  the  14  components  of  the  Council 
on  Scientific  Assembly  named  new  chairmen,  and 
eight  sections  elected  new  secretaries.  Under  the 
bylaws  of  the  association,  a section  chairman  serves 
a term  of  one  year,  but  section  secretaries  are  elected 
for  three  years  to  provide  continuity.  Secretaries  of 
the  sections  are  elected  on  staggered  terms. 

Each  office  carries  an  automatic  seat  and  vote  in 
the  House  of  Delegates  to  assure  proper  representa- 
tion of  each  scientific  specialty. 

Dr.  Orin  F.  Guidry  of  Jackson  was  elected  to  chair 
the  Section  on  Anesthesiology,  and  Dr.  Betty  M. 
Bailey  of  Gulfport  was  elected  secretary. 

Members  of  the  Section  on  Dermatology  named 
Dr.  Donald  F.  Barraza  of  Natchez  to  the  chair- 
manship and  Dr.  Joseph  H.  Robinson  of  Jackson  as 
secretary. 

Elected  to  head  the  Section  on  EENT  was  Dr. 
James  A.  Bruce,  Jr. , of  Oxford.  Dr.  W.  Joe  Burnett 
of  Oxford  enters  the  third  year  of  his  term  as  secre- 
tary. 

Dr.  D.  Stanley  Hartness  of  Kosciusko  was  named 
chairman  of  the  Section  on  Family  Practice.  Dr. 
W.  K.  Stewart  continues  his  term  as  secretary. 

Chairman  of  the  Section  on  Medicine  is  Dr.  Barry 
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W.  Holcomb  of  Vicksburg.  Dr.  Don  Q.  Mitchell  is 
secretary. 

Dr.  Thomas  R.  Singley  of  Pascagoula  was  elected 
chairman  of  the  Section  on  Ob-Gyn,  and  Dr.  E.  J. 
Price,  Jr.,  of  McComb  was  elected  secretary. 

Dr.  George  W.  Truett  of  Jackson  will  serve  as 
chairman  of  the  Section  on  Orthopedic  Surgery,  and 
Dr.  Thomas  H.  Blake,  Jr.,  of  Laurel  begins  a three- 
year  term  as  secretary. 

Pathologists  chose  Dr.  David  R.  Steckler  of 
Natchez  as  chairman  and  Dr.  Philip  Saccoccia,  Jr., 
of  Gulfport  as  secretary  of  the  Section  on  Pathology. 

Dr.  Frank  W.  Wilburn  of  Tupelo  was  elected 
chairman  of  the  Section  on  Pediatrics.  Dr.  William 
B.  Simmons  continues  his  term  as  secretary. 

Dr.  Mary  Alice  Lee  of  Jackson  and  Dr.  Alfio 
Rausa  of  Greenwood  were  elected  to  the  posts  of 
chairman  and  secretary  of  the  Section  on  Preventive 
Medicine. 

Heading  the  Section  on  Surgery  is  Dr.  C.  Foster 
Lowe  of  McComb.  Dr.  Jerry  Adkins  of  Biloxi  enters 
the  third  year  of  his  term  as  secretary. 

Members  of  the  Section  on  Psychiatry  re-elected 
Dr.  William  M.  Wood  of  Gulfport  as  chairman,  and 
elected  Dr.  Nan  Brantley  of  Jackson  as  secretary. 

Dr.  Frank  L.  Schmidt  of  Pass  Christian  was 
elected  chairman  of  the  Section  on  Radiology,  and 
Dr.  Sandra  A.  Rhoden  of  Jackson  was  re-elected 
secretary. 

Dr.  Robert  F.  Carter  of  Biloxi  was  named  to  the 
post  of  chairman  of  the  Section  on  Urology,  and  Dr. 
Ronald  L.  Brown  of  Gulfport  was  re-elected  secre- 
tary. 

Ex  officio  members  of  the  Council  on  Scientific 
Assembly  are  the  association  president,  Dr. 
R.  Faser  Triplett  of  Jackson  and  the  president-elect. 
Dr.  Sidney  Graves  of  Natchez. 


Past  presidents  of  the  association  attended  a breakfast 
in  their  honor.  Above,  left  to  right,  are  Dr.  Paul  Moore  of 
Pascagoula,  Dr.  Arthur  Derrick  of  Durant , Dr.  James  O. 
Gilmore  of  Oxford,  Dr.  Guy  Vise  of  Meridian,  Dr.  Stan- 
ley Hill  of  Corinth,  and  Dr.  Gerald  Gable  of  Hattiesburg. 


Dr.  Curtis  Roberts  of  Brandon,  left,  chairman  of  the 
Reference  Committee  on  Reports  of  Officers,  Board  of 
Trustees  and  Councils,  presided  at  the  reference  commit- 
tee hearing.  With  him  are  committee  members  Dr.  David 
Steckler  of  Natchez,  center,  and  Dr.  Stacy  Davidson  of 
Cleveland. 


Among  those  attending  the  past  presidents’  breakfast 
were,  from  left.  Dr.  Lawrence  Long  of  Jackson,  Dr. 
Omar  Simmons  of  Newton,  Dr.  Lyne  Gamble  of  Green- 
ville, Dr.  J.  T.  Davis  of  Corinth,  Dr.  James  Royals  of 
Jackson,  Dr.  Joe  Rogers  of  Biloxi,  and  Dr.  Everett  Craw- 
ford of  Tvlertown . 
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The  nominating  committee  held  an  open  meeting  to  hear  suggestions  from  members.  From  right  are  Dr.  Ed  Hill  of 
Hollandale,  Dr.  GeraldP.  Gable  of  Hattiesburg,  Dr.  C.  D.  Taylor  of  Pass  Christian,  Dr.  David  Scruggs  of  Jackson,  and 
Dr.  Moncure  Dabney  of  Crystal  Springs. 


Dr.  RoyD.  Duncan  of  Pascagoula,  left,  and  Dr.  David 
Steckler  of  Natchez,  right,  were  elected  to  the  Board  of 
Trustees. 


Delegates  re-elected  Dr . Carl  Evers  of  Jackson,  left,  as 
speaker  of  the  House  of  Delegates.  Dr.  James  Waites  of 
Laurel,  right,  was  elected  vice  speaker. 


Board  of  Trustees 
Names  New  Officers 

There  is  a new  name  on  the  roster  of  MSMA 
trustees.  Delegates  to  the  113th  Annual  Session 
elected  Dr.  David  Steckler  of  Natchez  to  represent 
District  8.  Dr.  Roy  D.  Duncan  of  Pascagoula, 
appointed  last  year  to  fill  Dr.  Paul  Moore’s  unex- 
pired term,  was  elected  to  a full  term  representing 
District  9.  In  other  elections,  delegates  re-elected 
Drs.  James  O.  Manning  of  Jackson  and  W.  Boyce 
White  of  Laurel  to  Board  positions. 

Dr.  Whitman  B.  Johnson,  Jr.,  of  Clarksdale  was 
named  chairman  of  the  Board,  and  Dr.  Ellis  Moffitt 
of  Jackson  was  named  vice-chairman.  Dr.  Boyce 
White  will  serve  as  secretary  of  the  MSMA  Board  of 
Trustees. 

Continuing  to  serve  on  the  Board  are  Dr.  W.  Joe 
Burnett  of  Oxford,  Dr.  William  C.  Gates  of  Colum- 
bus, Dr.  William  B.  Hunt  of  Grenada,  and  Dr. 
George  L.  Arrington,  Jr.,  of  Meridian. 

Six  general  officers  meet  with  the  Board:  presi- 
dent-elect, secretary-treasurer,  speaker  of  the  House 
of  Delegates,  vice  speaker,  and  the  two  AMA  dele- 
gates. 


114th  Annual  Session 

May  2-6,  1982 
Biloxi  Hilton 

Mark  your  calendars  now,  and 
plan  to  be  there  for  the  big 
125th  anniversary  celebration! 
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Above,  "Thumb  Reconstruction  Using  Microvascular 
Toe  Transfer,’’  by  Drs.  William  Wallace  and  Robert  A. 
Smith  of  Jackson,  received  the  first  place  Aesculapius 
Award.  Second  place  award  for  excellence  of  scientific 
presentation  went  to  Drs.  Thomas  F . Hewes,  William  C. 
Hopper  and  William  L.  Seidensticker  of  Gulfport,  for 
“ Athletic  Injury  of  the  Lower  Extremity.’’ 

At  left,  Dr.  Gerald  Weissman,  professor  of  medicine 
and  director,  Division  of  Rheumatology  at  New  York 
University  Medical  Center,  delivered  the  first  James 
Grant  Thompson  Memorial  Lecture. 


House  of  Delegates  in  session. 
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Annual 

Fellowship 

Party 


MSMA  Executive  Secretary  Charles  Mathews,  left,  and 
Dr.  and  Mrs.  Paul  Moore  were  among  those  enjoying  the 
Western  party. 


Western  attire  was  in  evidence  at  the  annual  fellowship 
party  which  this  year  featured  a country  music  band  and 
western-style  hors  d’oeuvres.  Dr.  George  Arrington  of 
Meridian,  center  foreground,  talks  with  Dr.  Sidney 
Graves  of  Natchez  and  Dr.  Gerald  Gable  of  Hattiesburg. 


The  photographer  caught  Dr.  Joe  Burnett  as  he  arrived 
for  the  Western  party. 


Dr.  Stanley  Hill  of  Corinth  displays  his  special  badge 
presented  to  him  by  the  MSMA  staff. 
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Dr.  Moncure  Dabney  of  Crystal  Springs  talks  with  Dan 
Finch  of  the  AMA’s  Office  of  Medical  Society  Relations. 


This  Natchez  group  did  a bit  of  campaigning  for  their 
favorite  candidate  during  the  Western  party,  and  Dr. 
Stanley  Hill  of  Corinth,  second  from  left,  joined  in.  From 
left  are  Dr.  James  Funderburg,  Dr.  David  Steckler  and 
Mrs.  Sidney  Graves. 


Mrs.  James  Grant  Thompson  of  Jackson  shows  Dr. 
Moore  her  trophy  for  catching  the  largest  Spanish  mack- 
eral  in  the  fishing  rodeo. 


Art  Exhibit,  Sports  Events 
Highlight  Annual  Session 

MSMA’s  annual  tennis  and  golf  tournaments,  a 
two-day  fishing  rodeo  and  an  art  exhibit  generated  a 
great  deal  of  interest  during  the  recent  1 13th  Annual 
Session  as  MSMA  members,  spouses  and  guests 
signed  up  in  record  numbers  for  the  special  activi- 
ties. 

The  art  exhibit,  open  each  day  during  the  session, 
featured  works  by  MSMA  members  and  spouses. 
Mrs.  Judi  Betts  of  Baton  Rouge  judged  the  entries. 
According  to  Mrs.  James  O.  Manning,  who  coordi- 
nated the  exhibit,  winners  were:  Mrs.  Richard  John- 
son of  Jackson,  first  place;  Mrs.  A1  Meena  of  Jack- 
son,  second;  and  Mrs.  George  Sturgis  of  Jackson, 
third.  Dr.  Jim  Hendrick  of  Jackson  received  the 
Judge’s  Award.  Honorable  mention  went  to  Mrs. 
David  Duggar  of  Ocean  Springs,  Mrs.  Walter  Col- 
bert of  Natchez,  Mrs.  James  O.  Manning  of  Jack- 
son,  and  Drs.  William  McKell,  Robert  Thompson 
and  Ted  Blanton,  all  of  Jackson. 

More  than  200  lbs.  of  mackeral  and  red  fish  were 
caught  during  the  two-day  fishing  rodeo,  and  partici- 
pants expressed  hope  that  the  rodeo  would  become 
an  annual  event.  Winners  were:  Dr.  John  V.  Gwin  of 


Buck y Murphy  of  the  MSMA  staff  presents  a trophy  to 
Dr.  Robert  DeCoux  of  McComb,  left,  at  the  golf  tourna- 
ment awards  party. 
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More  than  200  lbs.  of  red  fish  and  mackeral  were 
caught  during  the  two-day  fishing  rodeo.  Above,  Dr. 
Shelton  Jackson  of  Denton,  TX,  shows  off  his  winning 
bonito.  Below,  Dr.  S.  Jay  McDuffie  ofNettleton  displays 
a few  of  the  red  fish. 


Hattiesburg,  largest  jackfish;  Mrs.  James  Grant 
Thompson  of  Jackson,  largest  Spanish  mackeral; 
Lewis  Lipscomb,  Jr. , of  Jackson  (age  9)  largest  king 
mackeral;  and  Dr.  Shelton  Jackson  of  Denton,  TX, 
largest  bonito. 

Dr.  James  O.  Manning  of  Jackson,  chairman  of 
the  annual  tennis  tournament,  announced  that  Drs. 
William  L.  Seidensticker  and  David  Sawyer,  both  of 
Gulfport,  won  the  men’s  doubles  championship.  Re- 
ceiving the  runner-up  trophy  were  Drs.  Bruce  M. 
Kuehnle  and  William  E.  Godfrey,  II,  both  of  Natch- 
ez. Men’s  doubles  consolation  winners  were  Drs. 
William  C.  Gates  of  Columbus  and  Francis  S.  Mor- 
rison of  Jackson.  Runners-up  were  Drs.  James  O. 
Manning  and  James  C.  Hays,  both  of  Jackson.  Mrs. 
Thomas  S.  Parvin  of  Starkville  and  Mrs.  William 
Clement  of  Gulfport  were  the  women’s  doubles 
champions,  with  Mrs.  Wayne  Cockrell  of  Gautier 
and  Mrs.  Paul  H.  Moore,  Jr.,  of  Pascagoula,  run- 
ners-up. 

Dr.  Tom  Garrott  of  Biloxi  received  two  awards  in 
the  golf  tournament  — first  place  (low  gross)  and 
closest-to-the-pin.  Dr.  Robert  DeCoux  of  McComb 
won  trophies  for  second  place  (low  gross)  and  first 
place  (low  net).  Dr.  George  Arrington  of  Meridian 
was  second  place  (low  net)  winner,  and  Kim  Mc- 
Donald, third  year  medical  student  from  Quitman, 
won  the  award  for  the  longest  drive.  The  golf  tourna- 
ment was  held  at  the  Broadwater  Sea  Course. 


Dr.  Tom  Garrott  of  Biloxi  displays  his  trophy  following 
the  golf  tournament  awards  presentation . 
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An  exhibit  of  art  works  by  MSMA  members  and  spouses  was  open  during  the  five-day  annual  session. 


Dr.  Orin  F.  Guidry  of  Jackson,  right,  was  elected 
chairman  of  the  Section  on  Anesthesiology.  Dr.  Betty  M. 
Bailey  of  Biloxi  was  named  secretary. 


Officers  of  the  Section  on  Psychiatry  are  Dr.  Nan 
Brantley  of  Jackson,  secretary',  and  Dr.  William  Wood  of 
Gulfport,  chairman. 
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Dr.  Fred  Ingram  of  Jackson,  at  right,  is  the  new  presi- 
dent of  the  Mississippi  Ob-Gyn  Society.  With  him  are, 
from  left,  Dr.  Earl  Stubblefield  of  Jackson,  vice  presi- 
dent, and  Dr.  Glenn  Wegener  of  Clarksdale,  president- 
elect. 


Dr.  Frank  Schmidt  of  Pass  Christian,  left,  was  elected 
chairman  of  the  Section  on  Radiology,  and  Dr.  Sandra 
Rhoden  of  Jackson,  right,  was  re-elected  secretary. 


Dr.  Heber  C.  Ethridge  of  Jackson,  center  front,  is 
president  of  the  Mississippi  Society > of  Plastic  and  Recon- 
structive Surgery.  Next  to  him  are  Dr.  Robert  Love  of 
Greenville,  left,  secretary-treasurer , and  Dr.  Michael  E. 
Jabaley,  vice  president.  Standing,  left  to  right,  are  Drs. 
William  Wallace,  Somprasong  Songcharoen  and  Robert 
Allen  Smith,  all  of  Jackson,  and  Dr.  J . Berlyn  Edwards  of 
Biloxi. 


Dr.  A.  C.  Jackson,  Jr.,  of  Jackson,  at  left,  is  president- 
elect of  the  Mississippi  Urological  Society’.  Dr.  Ronald L. 
Brown  of  Gulfport,  right,  is  secretary  of  the  society’  and 
the  MSMA  Section  on  Urology. 


New  officers  of  the  Section  on  Ob-Gyn  are,  from  left. 
Dr.  E.  J.  Price,  Jr.,  of  McComb,  secretary,  and  Dr. 
Thomas  R.  Sing  ley  of  Pascagoula,  chairman. 


Dr.  George  Truett  of  Jackson,  left,  was  elected  chair- 
man of  the  Section  on  Orthopedic  Surgery,  and  Dr.  Tom 
Blake  of  Laurel,  right,  was  named  secretary \ 
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Auxiliary  past  presidents  who  attended  a breakfast  in  their  honor  are,  seated,  left  to  right:  Mrs.  Sam  Rowlett  of 
Vicksburg;  Mrs.  Jim  Barnett  of Brookhaven;  Mrs.  S.  B.  Mcl  twain  of  Pascagoula;  Mrs.  Ed  Hill  of Hollandale ; and  Mrs . J. 
Gordon  Dees  of  Jackson.  Standing,  left  to  right,  are:  Mrs.  Stanley  Hill  of  Corinth;  Mrs.  Curtis  Caine  of  Jackson;  Mrs. 
JosephB.  Rogers  of  Biloxi;  Mrs.  T.  E.  Ross  of  Hattiesburg;  Mrs.  A.  T.  Tatum  of  Harriesburg;  Mrs.  WilliamH.  Preston, 
Jr.,  of  Booneville;  and  Mrs.  S.  Lamar  Bailey  of  Kosciusko. 


MSMA  Auxiliary  Conducts 
58th  Annual  Session 

The  general  meeting  of  the  Mississippi  State 
Medical  Association  Auxiliary’s  58th  Annual  Ses- 
sion took  place  on  Tuesday,  April  28,  at  the  Biloxi 
Hilton.  Mrs.  John  Estess  of  Hollandale  was  installed 
as  president,  succeeding  Mrs.  Curtis  Roberts  of 
Brandon.  Mrs.  James  Martin  of  Ocean  Springs  was 
named  president-elect. 

Other  officers  for  1980-81  include:  Mrs.  Stanley 
Hartness  of  Kosciusko,  first  vice  president;  Mrs. 
James  Cooper  of  Tupelo,  second  vice  president; 
Mrs.  Ben  Martin  of  Columbus,  third  vice  president; 
Mrs.  Louis  A.  Rubenstein  of  Ocean  Springs,  fourth 
vice  president;  Mrs.  Ed  Egger  of  Greenville,  record- 
ing secretary;  Mrs.  Joe  Herrington  of  Natchez, 
treasurer;  Mrs.  Sidney  Prosser  of  Hollandale,  cor- 
responding secretary;  and  Mrs.  A.  T.  Tatum  of  Hat- 
tiesburg, parliamentarian. 

Special  guests  attending  the  auxiliary  meeting 
were  Mrs.  John  G.  Bates,  first  vice  president  of  the 
AM  A Auxiliary,  and  Mrs.  Charles  A.  Prater,  presi- 
dent of  Southern  Medical  Auxiliary. 


Mrs.  John  Estess  of  Hollandale,  seated  at  right,  was 
installed  as  1981-82  president  of  the  MSMA  Auxiliary. 
Mrs.  James  Martin  of  Ocean  Springs,  seated  at  left,  is 
president-elect.  Other  officers  are,  from  left,  Mrs.  Louis 
A.  Rubenstein  of  Ocean  Springs,  fourth  vice  president; 
Mrs.  Stanley  Hartness  of  Kosciusko,  first  vice  president; 
Mrs.  Joe  Herrington  of  Natchez,  treasurer;  and  Mrs.  Ben 
Martin  of  Columbus,  third  vice  president. 
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Family  physicians  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour 
from  Birmingham.  Faculty  appointment  with  Fami- 
ly Practice  Center  at  University  of  Alabama  if  qual- 
ified. Join  established  practice  or  work  individually. 
Salary  of  $42,000  to  $55,000  guaranteed  until  prac- 
tice is  self-sufficient.  Generous  fringe  benefits  in- 
clude life,  disability,  health,  retirement,  and  mal- 
practice insurance,  two  weeks  continuing  education, 
and  three  weeks  annual  leave.  All  equipment,  in- 
cluding x-rays  and  lab,  furniture,  and  supplies  pro- 
vided. Management  services  including  personnel, 
payroll,  tax  reports,  and  billing  provided.  If  invited 
to  visit,  all  expenses  will  be  paid.  All  moving  ex- 
penses covered.  Write  Health  Development  Cor- 
poration, P.O.  Box  1486,  Tuscaloosa,  AL  35403,  or 
telephone  Frank  Cochran  collect  at  758-7545  for 
more  information. 

Obstetrician-Gynecologist  to  join  15-member 
multispecialty  group,  associated  with  JCAH- 
approved  hospital.  Associate  partner  status  first  year 
with  guarantee  plus  percentage.  No  investment. 
Contact  Karl  Hatten,  M.D.,  or  H.  Dean  Andrews, 
Administrator,  Vicksburg  Clinic,  Vicksburg,  MS 
39180. 

Orthopedic  Surgeon  to  join  15-member  multispe- 
cialty group,  associated  with  JCAH-approved  hos- 
pital. Associate  partner  status  first  year  with  guaran- 
tee plus  percentage.  No  investment.  Contact  Karl 
Hatten,  M.D. , or  H.  Dean  Andrews,  Administrator, 
Vicksburg  Clinic,  Vicksburg,  MS  39180. 

Immediate  Openings  in  Internal  Medicine,  Pediat- 
rics, Family  Practice  and  Industrial  Medicine.  Fif- 
teen-member multispecialty  group  associated  with 
JCAH-sponsored  hospital.  No  investment.  Contact 
Karl  Hatten,  M.D. , or  H.  Dean  Andrews,  Adminis- 
trator, Vicksburg  Clinic,  Vicksburg,  MS  39180. 

200  Milliamps  office  x-ray  unit,  complete  with 
table,  stand  and  new  tube,  and  tank  developing  sys- 
tem, pig-o-stat,  x-ray  file  storage,  mobile  screen, 
chest  plate  rack,  apron  and  accessories.  $8,000. 
Available  now.  Contact  Dr.  Lyle,  Starkville  Chil- 
dren’s Clinic,  P.O.  Box  1507,  Starkville,  MS 
39759;  (601)  323-7510. 


Dr.  Barry  W.  Holcomb  of  Vicksburg,  above,  was 
elected  chairman  of  the  Section  on  Medicine.  Dr.  Don  Q. 
Mitchell  of  Jackson  is  section  secretary. 


Dr.  Whitman  B . Johnson,  Jr .,  of  Clarksdale,  left,  isthe 
new  president  of  the  American  College  of  Surgeons,  Mis- 
sissippi Chapter.  With  him  is  Dr.  Jerry  Adkins  of  Biloxi, 
secretary  of  the  chapter  and  secretary  of  the  MSMA 
Section  on  Surgery. 
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Clay  Adams  Electronic  cell  counter.  Performs 
HGB,  RBC,  WBC;  List  $6,950.00  — sacrifice 
$3,500.00.  Contact  Robert  T.  Cates,  M.D.,  (601) 
856-6000. 


Duck  Hunting  Land  For  Sale.  Beautiful  80-acre 
Tupelo  brake.  Well  stocked  with  valuable  timber. 
All  under  water  except  for  5-acre  ridge.  Near  High- 
way 49  East,  just  north  of  Sidon,  MS.  Easy  access. 
To  be  sold  to  highest  and  best  bid.  For  showing  or 
other  information,  write  Occupant,  P.O.  Box  149, 
Lexington,  MS  39095. 


Gynecologist  Wanted  — for  position  with  a 
women’s  medical  facility  located  near  New  Orleans, 
LA.  Our  clinic  offers  first  trimester  pregnancy  ter- 
minations and  routine  gyn  care.  Special  training  is 
available.  Remuneration  — excellent.  A physician 
wishing  to  establish  his/her  practice  would  find  the 
clinic  most  satisfying.  Please  send  curriculum  vitae 
to  Medical  Director,  Metairie  Women's  Medical 
Center,  3008  19th  Street,  Metairie,  LA  70002. 
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DOCTOR: 


is  your  Medical  Assistant 
keeping  in  step  with  you? 

As  medical  practice  becomes  more  complicated  and 
more  highly  specialized,  you  need  more  highly  trained 
medical  assistants  in  your  office. 

Membership  in  the  AMERICAN  ASSOCIATION  OF 
MEDICAL  ASSISTANTS  will  help  your  assistants  keep 
up-to-date  and  informed  of  new  ideas  and  techniques. 
AAMA  s continuing  education  program  offers  workshops 
and  seminars  that  will  enhance  the  professionalism  of 
your  office  employees. 

As  the  first  professional  organization  for  medical 
assistants  (founded  1956).  AAMA  pioneered  in  develop- 
ing the  only  certification  program  in  this  field.  A medical 
assistant  who  successfully  completes  the  basic  examina- 
tion is  identified  as  a Certified  Medical  Assistant  (CM A). 
Specialty  categories  include  administrative  (CMA-A), 
clinical  (CMA-C),  and  pediatric  (CMA-Ped)  More  than 
7,500  certificates  have  been  earned  since  the  first  ex- 
amination was  given  in  1963. 

The  AAMA  pioneered  in  the  development  of  curriculum 
standards  for  medical  assisting  programs  The  American 
Medical  Association,  in  collaboration  with  AAMA,  is 
recognized  as  an  official  accrediting  agency  for  such  pro- 
grams by  the  U S.  Office  of  Education. 

On  five  different  occasions  the  AMA  House  of  Delegates 
has  passed  resolutions  commending  the  objectives  of 
AAMA,  endorsing  its  functions,  and  urging  every  physi- 
cian to  encourage  medical  assistants  tc  join  the  associa- 
tion in  order  to  benefit  from  its  educational  programs. 


To  help  your  medical  assistants  do  a better  job  of  helping 
you,  urge  them  to  join  AAMA— the  professional  associa- 
tion dedicated  to  their  continuing  education.  Fill  in  the  at- 
tached coupon  and  mail  it  today.  Your  practice  deserves 
the  best. 


I wish  to  inquire  about  membership  for  my  medical  assistant  in  the  American  Association  of  Medical 
Assistants,  Inc.  Please  send  more  information  to: 


Name 

Business  Address 

City State 

Member  of  county  medical  society?  Yes  

County 

Names  of  assistants  Addresses 


Phone 

Zip  Code 

No  


Clip  and  mail  to:  American  Association  of  Medical  Assistants,  Inc.,  One  East  Wacker  Drive, 
Chicago,  Illinois  60601. 


Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short-term  relief  of 
symptoms  of  anxiety,  symptomatic  relief  of  acute  agitation,  tremor,  impending 
or  acute  delirium  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal, 
adjunctively  in  relief  of  skeletal  muscle  spasm  due  to  reflex  spasm  to  locai 
pathology,  spasticity  caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome  Oral  form  may  be  used  adjunctively  in  convulsive 
disorders,  but  not  as  sole  therapy  Injectable  form  may  also  be  used 
adjunctively  in:  status  epilepticus.  severe  recurrent  seizures,  tetanus,  anxiety, 
tension  or  acute  stress  reactions  prior  to  endoscopic/surgical  procedures, 
cardioversion 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use,  that  is,  more 
than  4 months,  has  not  been  assessed  by  systematic  clinical  studies  The 
physician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
individual  patient. 

Contraindications:  Tablets  in  children  under  6 months  of  age.  known 
hypersensitivity;  acute  narrow  angle  glaucoma,  may  be  used  in  patients  with 
open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous 
occupations  requiring  complete  mental  alertness  (e  g , operating  machinery, 
driving)  Withdrawal  symptoms  similar  to  those  with  barbiturates  and  alcohol 
have  been  observed  with  abrupt  discontinuation,  usually  limited.to  extended 
use  and  excessive  doses  Infrequently,  milder  withdrawal  symptoms  have 
been  reported  following  abrupt  discontinuation  of  benzodiazepines  after 
continuous  use,  generally  at  higher  therapeutic  levels,  for  at  least  several 
months  After  extended  therapy,  gradually  taper  dosage  Keep  addiction- 
prone  individuals  (drug  addicts  or  alcoholics)  under  careful  surveillance 
because  of  predisposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations,  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

oral  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
CNS  depressants 

Not  of  value  in  treatment  of  psychotic  patients,  should  not  be  employed  in  lieu 
of  appropriate  treatment  When  using  oral  form  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal 
seizures  may  require  increase  in  dosage  of  standard  anticonvulsant  medica- 
tion, abrupt  withdrawal  in  such  cases  may  be  associated  with  temporary 
increase  in  frequency  and/or  severity  of  seizures 

injectable  To /educe  the  possibility  of  venous  thrombosis,  phlebitis,  local 
irritation,  swelling,  and,  rarely,  vascular  impairment  when  used  I V inject 
slowly,  taking  at  least  one  minute  lor  each  5 mg  (1  ml)  given,  do  not  use  small 
veins,  i.e  . dorsum  of  hand  or  wrist,  use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation  Do  not  mix  or  dilute  Valium  with  other  solutions 
or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to  administer  Valium 
directly  I V , it  may  be  injected  slowly  through  the  infusion  tubing  as  close  as 
possible  to  the  vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonary 
reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest,  concomitant 
use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases  depression 
with  increased  risk  of  apnea,  have  resuscitative  facilities  available  When 
used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least  '/3, 
administer  in  small  increments  Should  not  be  administered  to  patients  in 
shock,  coma,  acute  alcoholic  intoxication  with  depression  of  vital  signs 
Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal  status 
or  petit  mal  variant  status  Not  recommended  for  OB  use 
Efficacy/safety  not  established  in  neonates  (age  30  days  or  less),  prolonged 
CNS  depression  observed  In  children,  give  slowly  (up  to  0 25  mg/kg  over  3 
minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be  repeated  after  15 
to  30  minutes  If  no  relief  after  third  administration,  appropriate  adjunctive 
therapy  is  recommended 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
carefully  consider  individual  pharmacologic  effects — particularly  with  knowr 
compounds  which  may  potentiate  action  of  Valium  (diazepam/Roche),  i.e., 
phenothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepressants 
Protective  measures  indicated  in  highly  anxious  patients  with  accompanying 
depression  who  may  have  suicidal  tendencies  Observe  usual  precautions  in 
impaired  hepatic  function,  avoid  accumulation  in  patients  with  compromised 
kidney  function  Limit  oral  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation  (initially  2 to  21 h mg  once  or 
twice  daily,  increasing  gradually  as  needed  or  tolerated) 
injectable  Although  promptly  controlled,  seizures  may  return,  re-administer 
if  necessary,  not  recommended  for  long-term  maintenance  therapy  Laryn- 
gospasm/increased  cough  reflex  are  possible  during  peroral  endoscopic 
procedures,  use  topical  anesthetic,  have  necessary  countermeasures 
available.  Hypotension  or  muscular  weakness  possible,  particularly  when 
used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses  (2  to  5 mg)  for 
elderly/debilitated. 


Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsiness, 
fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipation, 
depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash,  slurred 
speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical  reac- 
tions such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimulation  have 
been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor  changes 
in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  observed  in 
patients  during  and  after  Valium  (diazepam/Roche)  therapy  and  are  of  no 
known  significance 

injectable.  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity. 
syncope,  bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria, 
hiccups,  neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration, 
dyspnea,  hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been 
reported 

Dosage:  Individualized  for  maximum  beneficial  effect 
oral—  Adults  Anxiety  disorders,  relief  of  symptoms  of  anxiety,  2 to  10  mg 
b i d.  to  q.i  d , acute  alcohol  withdrawal,  10  mg  t.i.d  or  q i d in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed,  adjunctively  in  skeletal  muscle  spasm,  2 
to  10  mg  t i d or  q.i  d , adjunctively  in  convulsive  disorders.  2 to  10  mg  b i d to 
q.i  d Geriatric  or  debilitated  patients  2 to  2'h  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (See  Precautions  ) Children  1 to  2’/2  mg 
t.i.d.  or  q i d.  initially,  increasing  as  needed  and  tolerated  (not  for  use  under 
6 months) 

injectable  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I M or 
I V,  depending  on  indication  and  severity  Larger  doses  may  be  required 
in  some  conditions  (tetanus)  In  acute  conditions  injection  may  be  repeated 
within  1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfactory  Lower 
doses  (usually  2 to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated 
patients  and  when  sedative  drugs  are  added  (See  Warnings  and  Adverse 
Reactions.) 

For  dosages  in  infants  and  children  see  below,  have  resuscitative  facilities 
available 

I M use  by  deep  injection  into  the  muscle 

I V.  use  inject  slowly,  take  at  least  one  minute  for  each  5 mg  (1  ml)  given  Do 
not  use  small  veins,  i e , dorsum  of  hand  or  wrist.  Use  extreme  care  to  avoid 
intra-arterial  administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
other  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to 
administer  Valium  directly  I V. , it  may  be  injected  slowly  through  the  infusion 
tubing  as  close  as  possible  to  the  vein  insertion 

Moderate  anxiety  disorders  and  symptoms  of  anxiety.  2 to  5 mg  I M or  I V , 
and  severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  I M or  I V , 
repeat  in  3 to  4 hours  if  necessary,  acute  alcoholic  withdrawal,  10  mg  I M or 
I V initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary  Muscle  spasm,  in 
adults.  5 to  10  mg  I M or  I V initially,  then  5 to  10  mg  in  3 to  4 hours  if 
necessary  (tetanus  may  require  larger  doses),  in  children,  administer  I V. 
slowly,  for  tetanus  in  infants  over  30  days  of  age,  1 to  2 mg  I M or  I V . repeat 
every  3 to  4 hours  if  necessary,  in  children  5 years  or  older,  5 to  10  mg 
repeated  every  3 to  4 hours  as  needed  Respiratory  assistance  should  be 
available 

Status  epilepticus,  severe  recurrent  convulsive  seizures  (I  V route  preferred), 

5 to  10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-mmute  intervals 
up  to  30  mg  maximum  Repeat  in  2 to  4 hours  if  necessary  keeping  in  mind 
possibility  of  residual  active  metabolites  Use  caution  in  presence  of  chronic 
lung  disease  or  unstable  cardiovascular  status  Infants  (over  30  days)  and 
children  (under  5 years).  0 2 to  0 5 mg  slowly  every  2 to  5 min  , up  to  5 mg 
(I  V preferred)  Children  5 years  plus,  1 mg  every  2 to  5 min  , up  to  10  mg  (slow 
I V preferred),  repeat  in  2 to  4 hours  if  needed  EEG  monitoring  may  be 
helpful. 

In  endoscopic  procedures,  titrate  I V dosage  to  desired  sedative  response, 
generally  10  mg  or  less  but  up  to  20  mg  (if  narcotics  are  omitted)  immediately 
prior  to  procedure,  if  I V cannot  be  used,  5 to  10  mg  I M approximately  30 
minutes  prior  to  procedure  As  preoperative  medication,  10  mg  I M , in 
cardioversion,  5 to  15  mg  I V within  5 to  10  minutes  prior  to  procedure  Once 
acute  symptomatology  has  been  properly  controlled  with  injectable  form, 
patient  may  be  placed  on  oral  form  if  further  treatment  is  required 
Management  of  Overdosage:  Manifestations  include  somnolence, 
confusion,  coma,  diminished  reflexes  Monitor  respiration,  pulse,  blood 
pressure,  employ  general  supportive  measures,  I V fluids,  adequate  airway 
Use  levarterenol  or  metaraminol  for  hypotension  Dialysis  is  of  limited  value 
Supplied:  Tablets,  2 mg.  5 mg  and  10  mg,  bottles  of  100  and  500,  Tel-E-Dose‘ 
(unit  dose)  packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of 
25,  and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50,  available 
in  trays  of  10  Ampuls,  2 ml,  boxes  of  10,  Vials,  10  ml.  boxes  of  1,  Tel-E-Ject® 
(disposable  syringes),  2 ml,  boxes  of  10  Each  ml  contains  5 mg  diazepam, 
compounded  with  40%  propylene  glycol,  10%  ethyl  alcohol.  5%  sodium 
benzoate  and  benzoic  acid  as  buffers,  and  15%  benzyl  alcohol  as 
preservative 
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Examine  Me. 

C//£  During  the  past  several  years,  I have  heard  my  name  mentis 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspap 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  me 
phrases  “overmedicated  society,”  “overuse,”  “misuse”  and  “abuse,” 
my  name  is  one  of  the  reference  points.  Sometimes  even  the 
reference  point. 

These  current  issues,  involving  patient  compliance  or  dependen- 
cy-proneness,  should  be  given  careful  scrutiny,  for  they  may  impede 
my  overall  therapeutic  usefulness.  As  you  know,  a problem  almost 
always  involves  improper  usage.  When  I am  prescribed  and  taken 
correctly,  I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for 
me.  Consider  your  patients  with  heart  problems,  G.I.  problems  and 
interpersonal  problems  who,  when  their  anxiety  was  severe,  have 
been  able  to  benefit  from  the  medication  choice  youve  made.  Recall 
how  often  youve  heard,  as  a result,  “Doctor,  I don't  know  what  I 
would  have  done  without  your  help.” 

You  and  I can  feel  proud  of  what  we've  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

If  you  examine  and  evaluate  me  in  the  light  of  your  own 
experience,  you'll  come  away  with  a confirmation  of  your  knowledge 
that  I am  a safe  and  effective  drug  when  prescribed  judiciously  and 
used  wisely. 


i 


For  a brief  summary  of  product  information  on  Valium® (diazepam/Roche)®,  please  see  the  preceding  page. 
Valium  is  available  as  2-mg,  5-mg  and  10-mg  scored  tablets. 
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Feelings  vs 

Some  people  feel  that  I am  misused  and  overused 
and  that  Fm  prescribed  too  often  and  for  too  many  kinds 
of  problems. 

The  FACT  is  that  approximately  eight  million  people, 
or  about  5 percent  of  the  U.S.  adult  population,  will  use  me 
during  the  current  year.  By  contrast,  the  national  health 
examination  survey  (1971-1975)  found  that  25  percent  of 
the  U.S.  adult  population  experiences  moderate  to  severe 
psychological  distress.  Additionally,  studies  of  patient  atti- 
tudes revealed  that  most  patients  have  realistic  views  regard- 
ing the  limitations  of  tranquilizers  and  a strong  conservatism 
about  their  use,  as  evidenced  by  a general  tendency  to 
decrease  intake  over  time.  Finally,  a six-year,  large-scale, 
carefully  conducted  national  survey  showed  that  the  great 
majority  of  physicians  appropriately  prescribe  tranquilizers. 

Some  people  feel  that  patients  being  treated  with  anxiolytic 
drugs  are  “weak,”  cant  tolerate  the  anxieties  of  normal  daily 
living,  and  should  be  able  to  resolve  their  problems  on  their 
own  without  the  help  of  medication. 

The  FACT  is  that  while  most  people  can  withstand 
normal,  everyday  anxieties,  some  people  experience 
excessive  and  persistent  levels  of  anxiety  due  to  personal  or 
clinical  problems.  An  extensive  national  survey  concluded 
that  Americans  who  do  use  tranquilizers  have  substantial 


Facts 


justification  as  evidenced  by  their  high  levels  of  anxiety.  It 
was  further  noted  that  antianxiety  drugs  are  not  usually 
prescribed  for  trivial,  transient  emotional  problems. 

Some  people  feel  afraid  of  me  because  of  the  stories 
they've  heard  about  my  being  harmful  and  having  the 
potential  to  produce  physical  dependence. 

The  FACT  is  that  there  are  thousands  of  references  in 
the  medical  literature  documenting  my  efficacy  and  safety. 
Extensive  and  painstakingly  thorough  studies  of  toxicological 
data  conclude  that  I am  one  of  the  safest  types  of  psycho- 
tropic drugs  available.  Moreover,  I do  not  cause  physical 
dependence  if  the  recommended  dosage  and  therapeutic 
regimen  are  followed  under  careful  physician  supervision. 
However,  I can  produce  dependence  if  patients  do  not  fol- 
low their  physicians’  directions  and  take  me  for  prolonged 
periods,  at  dosages  that  exceed  the  therapeutic  range. 
Patients  for  whom  I have  been  prescribed  should  be  cau- 
tious about  their  use  of  alcohol  because  an  additive  effect 
may  result. 

Many  of  the  most  knowledgable  people  feel  that  I 
became  the  No.  1 prescribed  medication  in  America  because 
no  other  tranquilizer  has  been  proven  more  effective.  Or  safer. 

The  FACT  is  they  are  right. 


For  a brief  summary  of  product  information  on  Valium  (diazepam/Roche)  (V , please  see  the  following 
page.  Valium  is  available  as  2-mg,  5-mg  and  10-mg  scored  tablets. 


wawmMBMfflmmmmMMmRammmm 


Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety:  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad|unc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology:  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use. 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually 
taper  dosage.  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  Increased 
risk  of  congenital  malformations  as  sug- 
gested In  several  studies.  Consider 
possibility  of  pregnancy  when  Instituting 
therapy;  advise  patients  to  discuss  therapy 
If  they  Intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action  Usual  precau- 
tions indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
Side  Effects:  Drowsiness,  confusion,  diplopia 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  |aundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported,  should 
these  occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  laundice:  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy 
Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d to  q i d ; alcoholism,  10  mg  t.i.d.  or  q.i  d in 
first  24  hours,  then  5 mg  t.i  d or  q.i.d.  as  needed, 
adiunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q i d , adiunctively  in  convulsive  disorders,  2 to  10 
mg  b i d to  q.i.d.  Geriatric  or  debilitated  patients  2 to 
21/2  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated  (See  Precautions  ) Children  1 to 
2i/2  mg  t.i.d,  or  q.i.d.  initially,  increasing  as  needed 
and  tolerated  (not  for  use  under  6 months) 

Supplied:  Valium " (diazepam/Roche)  Tablets,  2 mg 
5 mg  and  10  mg — bottles  of  100  and  500;  Tel  E-DoseT 
packages  of  100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing  10  strips 
of  10,  Prescription  Paks  of  50,  available  in  trays  of  10, 
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UMC  Students  Choose 
Professors  of  the  Year 


University  of  Mississippi  Medical  Center  medical  stu- 
dents have  chosen  Dr.  W.  Forrest  Hutchison  of  Jackson, 
right,  and  Dr.  Robert  L.  Britt  of  Brandon,  left,  as  profes- 
sors of  the  year.  Dr.  Hutchison,  professor  of  preventive 
medicine,  was  named  by  sophomores  as  preclinical  pro- 
fessor of  the  year,  the  same  recognition  he  received  in 
1972.  Dr.  Britt,  assistant  professor  of  pediatrics,  was 
chosen  clinical  professor  of  the  year  by  the  senior  medical 
school  class,  an  honor  he  also  received  in  1978  and  1979. 
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Market  Affecting 
Practice  of  Medicine 

There  is  a growing  body  of  evidence  that  market 
place  forces  were  operating  in  the  physician  services 
market  in  the  1970s,  and  that  the  trend  will  increase 
substantially  in  the  1980s. 

This  means  that,  with  the  steady  increase  in  num- 
bers of  physicians,  more  doctors  are  moving  into 
areas  that  have  had  few  or  no  doctors  for  years. 

This  is  the  conclusion  of  a report  in  a recent  issue 
of  the  Journal  of  the  American  Medical  Association . 

The  report  notes  that  the  increasing  supply  of 
physicians  is  curbing  doctors’  earnings  and  forcing 
them  to  seek  out  small  town  and  rural  areas  which  in 
the  past  were  considered  less  desirable  practice 
situations. 

The  conclusion  is  directly  opposed  to  a “widely 
held  but  little  tested  position  that  physicians,  be- 
cause of  their  ability  to  induce  demand  for  their 
services  to  reach  a targeted  income,  are  not  influ- 
enced by  economic  market  pressures,”  the  report 
declares. 


To  establish  a Primary  Care  practice,  your 
first  need  is  to  solve  your  primary  cares. 

That  s where  we  come  in. 

We  can  offer  you  a choice  of  over  60  well 
equipped  acute  care  hospitals  coast  to  coast, 
we  can  offer  you  selected  financial  assistance. 
We  can  offer  you  management  consulting. 

So  whether  you're  interested  in  a solo, 
partnership,  or  group  practice,  contact 
NME  today. 

We  II  help  establish  your  practice. 

And  solve  your  primary  cares. 

For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director,  Physician  Relations 

National  Medical  Enterprises 

11620  wiishire  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (213)  479-5526. 
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PAIN  AND  TENSIO 


Double  fault  for 
weekend  warrior 


ACE  THE  ACHE 


Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 

Twofold  analgesic  action  teamed  with  time-proven  efficacy  against 
concurrent  anxiety  and  tension  in  patients  with  musculoskeletal  disease* 


EQUAGESIC— Abbreviated  Summary 

•INDICATIONS:  Based  on  a review  ol  this  drug  by  the 
National  Academy  of  Sciences— National  Research 
Council  and  or  other  information.  FDA  has  classified 
the  indications  as  follows 

"Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-etfective  indications 
requires  further  investigation 

The  effectiveness  of  Equagesic  in  long-term  use.  i e 
more  than  four  months,  has  not  been  assessed  by  sys- 
tematic clinical  studies  The  physician  should  periodi- 
cally reassess  usefulness  of  the  drug  for  the  individual 
patient 


CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g 
alcoholics,  former  addicts  and  other  severe  psychoneurot- 
ics.  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a "crutch 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  result- 
ant slowing  of  reaction  time  and  impairment  o<  |udgment  and 
coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  increased 
risk  of  congenital  malformations  associated  with  the  use 


of  minor  tranquilizers  (meprobamate,  chlordiazepoxide. 
and  diazepam)  during  the  first  trimester  of  pregnancy 
has  been  suggested  in  several  studies  Because  use  of 
these  drugs  is  rarely  a matter  of  urgency,  their  use  dur- 
ing this  period  should  almost  always  be  avoided.  The 
possibility  that  a woman  of  child-bearing  potential  may 
be  pregnant  at  the  time  of  institution  of  therapy  should 
be  considered.  Patients  should  be  advised  that  if  they 
become  pregnant  during  therapy  or  intend  to  become 
pregnant  they  should  communicate  with  their  physi- 
cians about  the  desirability  of  discontinuing  the  drug 
Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentration  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  distur- 
bance occur,  the  dose  should  be  reduced  If  symptoms  con- 
tinue. patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow  and 
slow  CNS  stimulants  eg  caffeine  Metrazol  or  ampheta 


mine,  may  be  cautiously  administered  If  severe  hypotension 
develops,  pressor  amines  should  be  used  parenterally  to  re- 
store blood  pressure  to  normal  levels 
ADVERSE  REACTIONS  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose  but 
occasionally  it  may  be  desirable  to  administer  central  stimu- 
lants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops  as  a rule,  in  patients  who 
have  had  only  1 -4  doses  of  meprobamate  and  have  not  had 
a previous  contacl  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticanal  or  ery- 
thematous, maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae  ecchymoses  peripheral  edema 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses  including  fever  fainting  spells  an- 
gioneurotic edema,  bronchial  spasms  hypotensive  crises  (1 
fatal  case),  anaphylaxis  stomatitis  and  proctitis  (1  case)  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped  and  rem- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving  me- 
probamate suffered  from  aplastic  anemia  (1  fatal  case) 
thrombocytopenic  purpura  agranulocytosis  and  hemolytic 
anemia  In  nearly  every  instance  reported  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression  including  drowsiness  and  light- 
headedness.  with  uneventful  recovery  However  on  the  basis 
of  pharmacological  data  it  may  be  anticipated  that  CNS  stim- 
ulation could  occur  Other  anticipated  symptoms  would  in- 
clude nausea  and  vomiting  Appropriate  therapy  of  signs  and 
symptoms  as  they  appear  is  the  only  recommendation  pos- 
sible at  this  time  Overdosage  with  ethoheptazine  combined 
with  aspirin  would  probably  produce  the  usual  symptoms  and 
signs  of  salicylate  intoxication  Observation  and  treatment 
should  include  induced  vomiting  or  gastric  lavage  specific 
parenteral  eleclrolyte  therapy  tor  ketoacidosis  and  dehydra- 
tion watching  for  evidence  of  hemorrhagic  manifestations 
due  to  hypoprothrombinemia  which,  if  it  occurs  usually  re- 
quires whole-blood  transfusions 

DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate 75  mg  ethoheptazine  citrate  and  250  mg  aspmn 

Copyright  c 1981  Wyeth  Laboratories 
All  rights  reserved 

’This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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for  mild  to  moderate  pain 

Wygesic® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


More  than  twice  as  much  acetaminophen  as  the  leading  combination  plus  a full 
therapeutic  dose  of  propoxyphene... all  in  a convenient,  economical  single  tablet. 


WYGESIC — Abbreviated  Summary 
INDICATION  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
isee  Management  of  Overdosage 
DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness  sedation,  nausea  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  m nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pam  skin  rashes  light-headedness  head- 
ache weakness,  euphoria  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene m doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers  sedative-hypnot- 
ics and  other  CNS  depressants  has  an  additive 
depressant  effect.  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion  anxiety  and  tremors  have  been  reported 
m a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
m respiratory  rate  and  or  tidal  volume  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma  pupillary  constriction 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions a prominent  feature  m most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported  and  apnea  car- 
diac arrest  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting  anorexia  and 
abdominal  pain  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However  early  recognition 
may  be  difficult  since  eariy  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill  however  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity.  jaundice  co- 
agulation defects  hypoglycemia,  encephalopathy, 
coma  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis  and  myocardiopathy.  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetammoDhen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists  naloxone  nalorphine  and  lev- 
allorphan  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered  preferably  I v .simultaneously  with  ef- 
forts at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient  s 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen.  IV  fluids  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective m removing  acetaminophen  Since  acetami- 
nophen m overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme  which  may 
cause  anorexia  nausea  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 

Copyright  c 198I,  Wyeth  Laboratories. 
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MAKE  YOUR  MARK 
AND  BE  COUNTED.. 

If  you  haven’t  already,  now  is  the  time  to  complete  the  1981 
Census  of  Physicians’  Professional  Activities. 

Doing  so  will  assure: 

• that  your  official  record  is  updated 

• that  you  are  accurately  represented  in  the  28th  Edition  of 
the  American  Medical  Directory 

• that  you  continue  to  receive  the  educational  and  scientific 
materials  relevant  to  your  professional  interests 


Call  or  write  if  you  have  not  received  a census  form 

Division  of  Survey  & Data  Resources 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

312-751-6435 


More 

physicians 

are  coming  to 
MMFES 


because  MMFES  does 
more  for  physicians. 


The  active  and  involved  physician  has  to 
rely  on  comprehensive  insurance  pro- 
grams tailored  to  fit  the  day-to-day  special 
needs  of  his  profession. 

One  of  these  special  needs  is  mal- 
practice insurance.  MMFES  is  a non-profit 
Mississippi  Corporation  sponsored  by  the 
Mississippi  State  Medical  Association  and 


directed  by  Mississippi  physicians. 
MMFES  offers  comprehensive  coverage  on 
three  types  of  malpractice  insurance 
policies  and  it’ll  probably  cost  you  less 
than  other  plans. 

Mike  Houpt  is  aware  of  your  special 
need.  Give  him  a call  toll  free  at  1- 
800-682-6415  or  944-0072. 


"The  people  to  see  for  Malpractice  Insurance 

MISSISSIPPI  MEDICAL  FRATERNAL  AND  EDUCATIONAL  SOCIETY 

735  Riverside  Dr.  • Box  4625  • Jackson,  Ms.  39216  • 944-0072 


July  1981 


Dear  Doctor: 

The  nation's  high  cesarean  section  delivery  rate  may  be  lowered  without  impeding 
progress  toward  reducing  maternal  and  infant  mortality  and  morbidity,  says  a 
consensus  statement  issued  by  the  National  Institutes  of  Health.  A 19-member 
task  force  noted  that  the  U.S.  cesarean  rate  tripled  from  5.5%  in  1970  to  15.2% 
in  1978,  making  cesareans  the  tenth  most  common  surgical  procedure.  The  state- 
ment says  alternative  management  could  reduce  the  need  for  cesareans. 

Repeat  cesarean  deliveries  are  responsible  for  30%  of  the  overall 
increase,  dystocia  for  30%,  breech  presentation  for  15%,  and  fetal 
distress  for  15%.  Free  copies  of  the  consensus  statement  are 
available  from  the  Office  for  Medical  Applications  of  Research, 

NIH,  Building  1,  Room  216,  Bethesda,  MD  20205. 

All  JCAH  standards  will  be  rewritten  to  focus  on  elements  essential  to  quality 
patient  care  and  to  eliminate  any  unnecessary  requirements  and  ambiguity,  says 
the  Board  of  Commissioners  of  the  Joint  Commission  on  Accreditation  of  Hospitals. 
The  Board  acted  after  reviewing  a committee  report  studying  criticism  directed 
at  the  JCAH  by  the  AMA  and  the  American  Hospital  Association. 

Response  to  the  1981  Census  of  Physicians'  Professional  Activities  has  been 
excellent,  reports  the  AMA.  Physicians  who  have  not  yet  responded  to  the 
confidential  survey  of  practice  specialties  and  professional  activities  are 
urged  to  complete  the  questionnaire  and  return  it.  The  data  will  appear  in  the 
28th  Edition  of  the  American  Medical  Directory. 

A number  of  magazine  and  newspaper  publishers  and  television  network  officials 
have  received  letters  from  the  AMA.  The  publishers  are  being  encouraged  to  give 
"thoughtful  consideration  to  refusing  tobacco  product  advertising,"  and  the 
networks  are  being  urged  to  remove  death-defying  stunts  from  their  programming. 
The  letters  were  prepared  following  action  of  the  AMA  House  of  Delegates. 

Reminders:  Between  now  and  next  March,  it  will  be  necessary  for  physicians  to 

return  "request"  or  subscription  cards  in  order  to  continue  receiving  compli- 
mentary copies  of  many  journals  which  are  coming  under  a new  postal  regulation. 
...MSMA's  114th  Annual  Session,  scheduled  for  May  2-6,  1982  at  the  Biloxi  Hilton, 
will  celebrate  the  association's  125th  anniversary. 


Sincerely, 


Patsy  Silver 
Managing  Editor 
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UMC  Announces 
Faculty  Appointments 

Five  assistant  professors  and  two  instructors  have 
joined  the  School  of  Medicine  and  centerwide  facul- 
ties at  the  University  of  Mississippi  Medical  Center. 

Dr.  Norman  C.  Nelson,  UMC  vice  chancellor  and 
School  of  Medicine  dean,  announced  their  appoint- 
ments following  approval  by  the  Board  of  Trustees, 
State  Institutions  of  Higher  Learning. 

New  assistant  professors  are  Dr.  Henry  Patelford 
Ewing,  surgery  (cardiac);  Dr.  Raymond  Robert 
White,  surgery  (orthopaedic);  Dr.  William  H. 
Vaughn,  Jr.,  psychiatry  and  human  behavior;  Dr. 
William  C.  Pinkston,  medicine;  and  Dr.  John  S. 
Addis,  anatomy.  Joining  the  faculty  as  instructors 
are  Dr.  George  Davis  Lyon,  anesthesiology,  and  Dr. 
Nancy  L.  Hayes,  anatomy. 

Dr.  Ewing  earned  the  B.S.  degree  at  Abilene 
Christian  University  and  the  M.D.  at  the  University 
of  Texas  Southwestern  Medical  School.  He  interned 
and  took  residency  training  at  the  University  of  Mis- 
sissippi Medical  Center. 

Dr.  White,  a B.A.  graduate  of  Wabash  College, 
earned  the  M.D.  at  the  University  of  Illinois.  He 
interned  and  took  residency  training  at  the  Medical 
Center  Hospital  in  Burlington,  VT. 

Dr.  Vaughn  earned  the  B.S.  degree  at  the  Uni- 
versity of  Mississippi  and  the  M.D.  at  UMC.  He 
interned  at  the  US  Air  Force  Hospital  at  Lackland 
AFB,  and  took  residency  training  at  the  Tulane  Uni- 
versity School  of  Medicine.  Former  clinical  instruc- 
tor of  psychiatry  and  neurology  at  Tulane,  Dr. 
Vaughn  has  been  in  private  practice  in  Pascagoula 
since  1979. 

Dr.  Pinkston  earned  the  B.S.  at  Ole  Miss  and  the 
M.D.  at  the  Medical  Center  in  Jackson.  He  also 
interned,  took  residency  training  and  held  a fel- 
lowship at  UMC.  Since  1979  Dr.  Pinkston  was  chief 
of  the  pulmonary  service  and  ICU  medical  director 
at  the  USAF  Medical  Center  at  Keesler. 

Dr.  Addis  earned  the  B.A.  at  Northwestern  Uni- 
versity. He  earned  the  Ph.D.  and  held  the  Rackham 
Block  Grant  Fellowship  at  the  University  of  Michi- 
gan. From  1975-1978  he  was  NIH  postdoctoral  fel- 
low at  Yale  University. 

Dr.  Lyon  earned  the  B.S.  degree  at  Mississippi 
State  and  the  M.D.  at  University  Medical  Center.  He 
took  his  residency  training  at  UMC. 

Dr.  Hayes  earned  the  B.A.  at  Northwestern  Uni- 
versity and  the  Ph.D.  at  the  University  of  North 
Carolina.  Since  1980,  she  has  been  postdoctoral 
fellow  at  the  Max-Planck-Institut  fur  Biophysikalis- 
che  Chemie  in  Gottingen,  Germany. 


CYCWPEN-IV  (cyclacillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  by  S pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D 
pneumoniae)  and  H influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* 

’Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  -atients  with  chronic  respi- 
ratory disease  due  to  H influenzae. 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers 

URINARY  TRACT  INFECTIONS  caused  by  E coli  and  P mirabilis. 
(This  drug  should  not  be  used  in  any  E . coh  and  P mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  other  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine  Oxygen,  I V steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures 

PREGNANCY  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin  There  are.  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed 
NURSING  MOTHERS;  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60)  Isolated  instances  of  headache,  dizziness,  abdominal  pom, 
vaginitis,  and  urticaria  have  been  reported  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilia  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert) 


Dosage  (Give 

m equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q.  i.d. 

body  weight  20  kg 

(44  lbs)  125  mg  q.i.d 

Bronchitis  ond 
Pneumonia 

body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

Mild  or 

Moderate 

Infections 

250  mg  q i d 

50  mg/kg/day  q i d 

Chronic 

Infections 

500  mg  q.i.d. 

100  mg/kg/day  q i d 

Otitis  Media 

250  mg  to  500  mg 
q . d t 

50  to  100  mg  kg/dayt 

Skin  & Skin 
Structures 

250  mg  to  500  mg 
q id  1 

50  to  100  mg/kg/dayt 

Urinary  Tract 

500  mg  q.i.d. 

100  mg/kg/day 

“Dosage  should  not  result  in  a dose  higher  thon  that  for  adults, 
t depending  on  severity 


Wyeth 

L IA 


Laboratories 

Philadelphia.  Pa  19101 


• • 


Less  rash,  less  diarrhea 

Mean  blood  levels  in  mcg/ml  after  250  mg 
cydacillin  single  oral  dose 


ampjcillin  in  studies  to  date. 

Efficacy  proven  in  the  treatment  of  bronchitis, 
pneumonia,  and  upper  respiratory  infections. t 


Time  (hours  after  administration) 


• Rapid,  virtually  complete  absorption  from  Gl  tract 

• Exceptionally  high  peak  blood  levels  — 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

• Rapidly  excreted  unchanged  in  urine  — 

IV2  times  faster  than  ampicillin 


High  Cure  Rates  with  CYCLAPEN"-W  (cydacillin) 

Causative 

Organism 

Bronchitis/Pneumonia* 

No.  of 
Patients 

S.  pneumoniae 

100% 

73 

95% 

Chronic  Bronchitist  (acute  exacerbation) 

H.  influenzae 

92% 

12 

Though  clinical  improvement  hos  been  shown,  bocteno- 
logic  cures  connot  be  expected  in  all  patients  with 
chronic  respirotory  disease  due  to  H influenzae 

Streptococcal  Sore  Throat* 

Group  A beta- 

hemolytic 

Streptococcus 

100% 

44 

86% 

l l % Clinical  Response 

l 1 % Bacterial  Eradication 

tDue  to  susceptible  organisms. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 


'Based  on  single  oral  doses  of  500  mg  cydacillin  tablet  and  500  mg 
ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

See  important  information  on  facing  page. 


W^j  Laboratories 


Philadelphia.  Pa  19101 


CVCL4PEN  - W 

(I  * I I * \ 250  and  500  mg  Tabl 

cydacillin; 


more  than  just  spectrum 


12 


THE  JOURNAL  FOR  JULY  1981 


Riverside. 


Mississippi’s  Unique  Psychiatric 
Hospital. 


Riverside  Hospital  is  unique  in 
Mississippi. 

As  a privately  owned  56-bed  short 
term  care  facility  for  treating  patients 
with  psychiatric  illness,  emotional 
problems,  or  substance  abuse,  it  is  the 
only  hospital  of  its  kind  in  the  state. 

Architecturally  designed  to  create 
an  attractive  open  environment, 
Riverside’s  “non-institutional” 
atmosphere  helps  prepare  the  patient 
for  specific  therapy,  healthy 
entertainment  and  physical  recreation. 

The  clinical  program  incorporates 
a wide  range  of  modern  psychiatric 
ideas.  Emphasis  is  placed  on 
interpersonal  relationships,  small 
group  functions,  and  professional 
individualized  care. 

The  Medical  Staff  includes  a 
large  number  of  physicians  in  private 
practice  in  the  Jackson  area.  All  are 
qualified  and  limit  their  practice  to 
psychiatry. 

Riverside  is  licensed  by  the 
Mississippi  Commission  on  Hospital 
Care,  and  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of 
Hospitals. 

Physicians  who  have  patients  that 
would  benefit  from  this  type  of 
treatment  approach  may  obtain  referral 
information  by  contacting  the 
Admitting  Office. 

Riverside 

Hospital 

P.O.  Box  4297,  Jackson,  MS  39216 
Telephone:  (601)939-9030 


Home  Health  Services  Jackson,  MS  - Increased  public  awareness  of  home  health 

Week  in  Mississippi  services  in  Mississippi  is  one  of  the  goals  of  the  141 

providers  who  are  sponsoring  Home  Health  Services  Week, 
August  22-28.  Sponsors  will  coordinate  efforts  to  enhance  the  industry’s  image 
with  physicians  and  other  referral  sources,  emphasizing  home  health  as  a cost 
effective,  patient  oriented  alternative  to  institutional  care  for  the  state’s 
aging  and  disabled  population. 


Newborn  Screening  Jackson,  MS  - The  State  Board  of  Health  Genetic  Advisory 

Reminder  Council  reminds  physicians  of  the  importance  of  newborn 

screening  for  PKU  and  hypothyroidism.  The  Mississippi 
Legislature  passed  a voluntary  genetic  screening  law  and  provided  funds  for 
screening  and  followup  of  indigent  patients  through  a program  in  the  charity 
hospitals  and  the  University  Medical  Center.  For  more  information,  contact 
Sam  Valentine  at  the  SBH,  P.0.  Box  1700,  Jackson,  MS  39205. 


Four  State  Jails  Jackson,  MS  - Jail  Health  Project  Advisory  Committee 

Seek  Accreditation  members  completed  four  accreditation  reviews  during 

June.  Dr.  C.  D.  Taylor  of  Pass  Christian  and  Drs . Faye 
G.  Spruill,  Robert  Smith,  and  Ben  Folk,  III,  all  of  Jackson,  served  as  reviewing 
physicians.  The  Newton,  Lauderdale,  Simpson,  and  Harrison-District  II  county 
jails  have  been  recommended  for  AMA  accreditation,  pending  approval  of  the 
National  Advisory  Committee  in  July. 


Infant  Formula  Chicago,  IL  - Stating  that  there  is  no  assurance  of 

Regulations  Opposed  product  safety  or  nutritional  adequacy  beyond  that 

already  provided  under  the  Infant  Formula  Act  of  1980, 
the  AMA  and  the  American  Academy  of  Pediatrics  have  urged  the  FDA  to  withdraw 
proposed  regulations  of  infant  formulas.  The  organizations  offered  to  assist 
the  FDA  in  redrafting  a new  quality  control  rule,  using  their  combined  expertise 
and  resources. 


HHS  to  Assess  North  Chicago,  IL  - The  HHS , through  the  National  Center 

Dental  Radiology  for  Health  Care  Technology,  will  sponsor  a conference 

to  assess  the  appropriate  and  cost  effective  uses  of 
dental  radiology.  A panel  of  dentists,  oral  surgeons,  radiologists,  consumers 
and  others  will  examine  such  issues  as  possible  risks  associated  with  dental 
x-rays,  rising  health  care  costs  and  the  use  of  various  imaging  techniques. 

The  American  public  spent  $730  million  on  dental  x-rays  in  1980. 
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Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  8V2  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  be  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medicus,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor's name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  of  The  Copyright  Revi- 
sion Act  of  1976 , effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association’s 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA.”  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors. 


the  pain  of  osteoarthritis 
the  proven  power  of 

^ Motrin 

ibuprofen,  Upjohn 

600  mg  Tablets 

One  tablet  ti.d. 


Please  see  the  following  page  for  a brief  summary  of  prescribing  information 


JpfOhc  Companv 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


Motrin"  Tablets  (ibuprofen.  Upjohn) 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema.  and  bronchospastic  reactivity  to  aspirin,  iodides,  or  other  non- 
steroidal anti-inflammatory  agents.  Anaphylactoid  reactions  have  occurred  in  such 
patients. 

Warnings:  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have 
been  reported  Ulceration,  perforation,  and  bleeding  may  end  fatally  An  association  has 
not  been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE  REAC- 
TIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogemc 
drugs,  such  as  gold,  should  be  tried  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 

Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  characterized  by 
papillary  edema  and  necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in 
humans  treated  with  Motrin. 

Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields  and  color  vision 
testing  Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation  or  hypertension  Motrin  is  excreted 
mainly  by  the  kidneys.  In  patients  with  renal  impairment,  reduced  dosage  may  be  nec- 
essary Prospective  studies  of  Motrin,  safety  in  patients  with  chronic  renal  failure  have 
not  been  done.  Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use 
with  caution  in  persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant 
therapy.  Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or 
bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema.  To 
avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  cortico- 
steroid therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added  The  anti- 
pyretic, anti-inflammatory  activity  of  Motrin  may  mask  inflammation  and  fever 
Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels 
Coumarin:  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 

The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is  gastrointestinal,  of 
which  one  or  more  occurred  in  4%  to  16%  of  the  patients 

Incidence  Greater  Than  /%  (but  less  than  3%)  -Probable  Causal  Relationship 
Gastrointestinal:  Nauseaf  epigastric  pain:  heartburn:  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl 
tract  (bloating  and  flatulence),  Central  Nervous  System:  Dizziness:  headache,  nervous- 
ness; Dermatologic:  Rash*  (including  maculopapular  type),  pruritus;  Special  Senses:  Tin- 
nitus; Metabolic/Endocrine:  Decreased  appetite;  Cardiovascular:  Edema,  fluid  retention 
(generally  responds  promptly  to  drug  discontinuation,  see  PRECAUTIONS). 

Incidence  Less  Than  1°/o-Probable  Causal  Relationship ** 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastroin- 
testinal hemorrhage,  melena,  gastritis,  hepatitis,  jaundice,  abnormal  liver  function  tests; 
Central  Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence, 
aseptic  meningitis  with  fever  and  coma;  Dermatologic:  Vesiculobullous  eruptions,  urti- 
caria, erythema  multiforme,  Stevens-Johnson  syndrome,  alopecia;  Special  Senses: 
Hearing  loss,  amblyopia  (blurred  and/or  diminished  vision,  scotomata,  and/or  changes 
in  color  vision)  (see  PRECAUTIONS);  Hematologic:  Neutropenia,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia  (sometimes  Coombs'  positive),  thrombocytopenia  with  or 
without  purpura,  eosinophilia,  decreases  in  hemoglobin  and  hematocrit,  Cardiovascular: 
Congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood 
pressure,  palpitations;  Allergic:  Syndrome  of  abdominal  pain,  fever,  chills,  nausea  and 
vomiting,  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS):  Renal:  Acute  renal 
failure  in  patients  with  preexisting,  significantly  impaired  renal  function,  decreased 
creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria;  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  Less  Than  1°/o-Causal  Relationship  Unknown ** 

Gastrointestinal:  Pancreatitis,  Central  Nervous  System:  Paresthesias,  hallucinations, 
dream  abnormalities,  pseudotumor  cerebri.  Dermatologic:  Toxic  epidermal  necrolysis, 
photoallergic  skin  reactions;  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis; 
Hematologic:  Bleeding  episodes  (e  g.,  epistaxis,  menorrhagia).  Metabolic/Endocrine:  Gyne- 
comastia, hypoglycemic  reaction;  Cardiovascular:  Arrhythmia  (sinus  tachycardia,  sinus 
bradycardia).  Allergic:  Serum  sickness,  lupus  erythematosus  syndrome,  Henoch- 
Schonlein  vasculitis;  Renal:  Renal  papillary  necrosis. 

’'Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin  (Those  reactions 
occurring  in  less  than  3%  of  the  patients  are  unmarked.) 

** Reactions  are  classified  under  "Probable  Causal  Relationship"  (PCR)  if  there  has  been 
one  positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related. 
Reactions  are  classified  under " Causal  Relationship  Unknown"  if  seven  or  more  events 
have  been  reported  but  the  criteria  for  PCR  have  not  been  met 
Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Do  not  exceed  2400  mg  per  day.  If  gastrointestinal 
complaints  occur,  administer  with  meals  or  milk. 

Rheumatoid  arthritis  and  osteoarthritis,  including  flares  of  chronic  disease  Sug- 
gested dosage  is  300, 400,  or  600  mg  1 1 d or  q i d Mild  to  moderate  pain  400  mg  every 
4 to  6 hours  as  necessary  for  relief  of  pain 
Caution:  Federal  law  prohibits  dispensing  without  prescription 
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Thomas 
Yates  & Co. 

Insurance  with  Innovation 

The  basic  idea  of  Thomas  Yates  & Co.  hasn’t  changed.  It’s  just 
grown.  Good  ideas  usually  do. 

As  we  begin  our  fourth  decade  of  service  to  the  Mississippi  State 
Medical  Association,  Thomas  Yates  & Co.  has  continued  to  upgrade 
coverages  and  to  design  well  planned  group  insurance  programs 
responsive  to  some  very  special  needs  of  its 
members.  Our  aim  is  to  steadily  strengthen 
membership  benefit  programs  through  the 
introduction  of  new  and  improved  coverages;  to 
give  members  more  protection  for  their  money; 
to  make  insurance  more  adaptable  and  to  back 
up  the  plans  we  offer  with  imagination  and 
thorough  service  . . . That’s  the  Thomas  Yates 
idea  — the  simple  but  profound  idea  to  offer  its 
members  the  best  possible  group  insurance 
plan. 

Yes,  the  basic  idea  . . . Insurance  With 
Innovation  ...  it  hasn’t  changed  . . . it’s  just 
grown. 

Thomas  Yates  & Co. 

GROUP  INSURANCE  ADMINISTRATORS 

735  Riverside  Drive  • RO.  Box  5048  • Jackson,  Mississippi  39216 


Thomas  Yates 
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BE  THE 
DOCTOR 
YOU  WANT 
TO  BE. 

IN  THE  NAVY. 

Navy  medicine  combines  an 
ideal  professional  practice 
with  a desirable  personal 
lifestyle. 

• Excellent  medical  facilities 

• Professional  staff  support 

• Unique  specialties 

• Salary  and  benefits 
competitive  with  civilian 
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Southern  Democrats  Give 
Reagan  Budget  Victory 

All  of  Mississippi’s  Congressional  delegation 
with  the  exception  of  Congressman  Jamie  Whitten 
were  among  those  Congressmen  recently  supporting 
the  Reagan  Administration  budget  resolutions  to  cut 
federal  spending  by  more  than  $40  billion. 

Serious  opposition  to  the  economy  drive  came  in 
the  House,  where  the  Democratic  leadership  made  a 
party  issue  of  a substitute  budget  plan  that  would  not 
have  cut  so  deeply.  Whitten  serves  as  chairman  of 
the  House  Appropriations  Committee.  More  than  $2 
billion  of  health  program  reductions  would  have 
been  restored  under  the  Democratic  budget,  but  the 
Republican  plan  hewing  to  the  Administration’s 
lower  levels  easily  prevailed,  253  to  176,  mainly  due 
to  the  support  of  Southern  Democrats. 

The  Senate  followed  suit  the  following  week  with 
a budget  resolution  tailored  to  the  Administration’s 
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specifications.  A conference  committee  has  ironed 
out  the  relatively  minor  differences  between  the  two 
measures. 

Only  eighteen  Democrats  and  two  Republicans 
resisted  the  economy  wave  in  the  Senate  as  the 
Administration  plan  sailed  through  by  a vote  of  78- 
20.  Among  those  voting  for  the  measure  was  Senate 
Democratic  leader  Robert  Byrd  (D-WV).  Senate 
Budget  Committee  Chairman  Pete  Domenici  (R- 
NM)  said  the  vote  “clearly  indicates  the  Senate  is 
prepared  to  change  its  spending  habits.  . . .Over  the 
long  run  we  have  started  a trend  toward  fiscal  san- 
ity.” 

Before  the  final  vote,  the  Senate  buried,  81  to  17, 
a proposal  by  Sen.  Donald  Reigle  (D-MI)  to  pare 
defense  spending  by  $2  billion  and  increase  social 
program  spending  by  the  same  amount. 

As  a result  of  the  actions,  the  committees  of  Con- 
gress are  now  forced  to  review  their  legislative  agen- 
das to  decide  where  programs  must  be  cut  in  order  to 
conform  to  the  spending  ceilings  imposed  by  the 
resolution. 

The  Senate  Finance  Committee,  moving  to  cut 
programs  within  its  jurisdiction,  approved  major 
changes  in  health  programs.  The  committee  voted  to 
cut  Medicaid  spending  next  fiscal  year  by  $800  mil- 
lion by  reducing  the  federal  minimum  contribution 


to  the  states  to  40  percent  from  the  present  50  per- 
cent. At  the  same  time,  the  “cap”  on  increased 
federal  outlays  for  the  program  was  lifted  to  nine 
percent,  and  the  PSRO  program  was  continued.  The 
Reagan  Administration  has  recommended  a five  per- 
cent cap  on  Medicaid  and  an  end  to  the  PSRO  pro- 
gram. 

The  committee  also  raised  the  Medicare  Part  B 
deductibles  and  premiums,  reduced  the  medicare 
nursing  differential  from  the  present  8.5  percent  to 
4.5  percent,  and  made  retired  federal  employees’ 
private  health  insurance  pick  up  the  tab  first  before 
Medicare  kicked  in.  Some  $1.2  billion  of  Medicare 
spending  would  be  saved. 

The  House  Ways  and  Means  Health  Subcommit- 
tee is  considering  similar  legislation. 

The  House  budget  vote  was  preceded  by  intense 
lobbying  by  both  sides.  Democratic  committee 
chairmen  warned  in  House  speeches  that  the 
House’s  hands  would  be  tied  to  the  Reagan  econo- 
mies for  the  rest  of  the  year  if  the  President’s  plan 
were  approved. 

Reagan  met  personally  with  most  of  the  Demo- 
crats who  finally  voted  this  way.  The  63  bolting 
Democrats  provided  an  easy  win  for  the  Administra- 
tion as  they  joined  all  Republican  members  of  the 
House. 
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Liver  Abscess 

TOM  GLADFELTER,  M.D.  and  MARK  BROOKS,  M.D. 
Jackson,  Mississippi 


Liver  abscess  is  a serious,  infrequent  disease 
which  is  potentially  fatal  if  left  untreated.  It  is  most 
often  pyogenic  in  nature,  and  is  less  often  amebic. 
The  epidemiology  of  this  disease  has  changed  con- 
siderably in  recent  years.  In  previous  years  it  was 
predominantly  a disease  of  the  young  adult  which 
followed  an  appendicitis  rupture.  In  recent  years  it 
has  evolved  into  a disease  of  the  elderly,  associated 
with  intraabdominal  infection,  malignancy  or  bac- 
teremia; it  is  also  seen  in  young  adults,  in  association 
with  blunt  or  penetrating  injury  of  the  liver.1  2 The 
microorganism  most  often  recovered  from  the  ab- 
scess is  reported  as  Escherichia  co/i.2'4  Streptococ- 
ci, anaerobes,  and  staphylococci  were  also  found  in 
many  cases,5  but  the  incidence  varied  considerably 
among  previous  reports.  The  high  mortality  rate  of 
this  disease  has  also  declined  considerably  in  the 
past  few  decades,  presumably  due  to  better  diagno- 
sis and  treatment.6"7 

In  order  to  examine  the  most  recent  significant 
aspects  of  the  clinical  picture  of  liver  abscess  in  the 
Jackson  metropolitan  area,  medical  records  from 
four  major  hospitals  from  1976  to  1980  were  re- 
viewed. 

The  four  major  hospitals  in  the  Jackson  metropoli- 
tan area  have  a total  of  1,582  hospital  beds,  and 
serve  a population  of  approximately  300,000  peo- 
ple. The  medical  records  indicating  discharge  di- 
agnosis of  liver  abscess  with  admission  date  between 
January  1,  1976  to  December  31,  1980  were  re- 
viewed. In  about  30%  of  the  cases,  the  diagnoses 
were  not  confirmed  by  either  exploratory  surgery, 
aspiration  or  autopsy.  These  patients  were  excluded 
from  this  analysis.  Subphrenic  abscesses  and 
perihepatic  abscesses  were  also  excluded  if  dif- 


From  the  Department  of  Family  Medicine.  University  Medical 
Center,  Jackson,  MS. 


ferentiation  from  a true  intrahepatic  abscess  could  be 
made  from  the  record. 

There  were  17  cases  of  liver  abscess  identified, 
with  the  diagnosis  being  confirmed  in  15  by  surgery, 
in  one  by  closed  needle  aspiration,  and  in  one  by 
postmortem  examination.  During  the  same  period  of 
time,  there  were  369,862  hospital  admissions,  giv- 
ing an  incidence  of  only  0.0046%  of  all  hospital 
admissions  for  this  disease.  Of  the  17,  nine  were 
female  and  eight  were  male.  The  distribution  by  age 
is  illustrated  in  Table  I. 

The  operation  note  and  autopsy  report  showed  12 
cases  with  single  abscess  and  four  cases  with  multi- 
ple abscesses.  The  locations  of  the  12  single  abscess 
were  in  the  right  lobe  in  eight  cases  and  in  the  left 
lobe  in  two  cases.  The  remaining  two  cases  were  not 
properly  recorded.  In  53%  of  the  cases  (9  of  17),  no 
definite  source  of  infection  or  contributory  event 
could  be  identified.  In  about  24%  of  the  cases  (4  of 
17),  infection  was  documented  at  another  site  with 
the  same  microorganism  in  two  soft  tissue  absces- 
ses, one  pneumonia,  and  one  gum  infection.  Taking 
the  age  into  consideration,  penetrating  wound  was 
the  major  cause  (2  of  3)  in  patients  between  the  age 
of  21  and  40.  Diabetes  mellitus  was  found  in  four 
cases,  and  all  of  those  patients  were  all  over  60  years 
of  age. 


TABLE  I 

AGE  DISTRIBUTION  OF  17  PATIENTS 


Age  Group 

Number  of  Patients 

Percentage 

0-20 

3 

18 

21-40 

3 

18 

41-60 

3 

18 

61-80 

8 

47 
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The  microorganisms  recovered  from  the  absces- 
ses are  summarized  in  Table  II.  No  amebae  were 
recovered  or  confirmed  in  any  of  these  patients. 

Eighty-eight  percent  of  the  cases  ( 15  of  17)  recov- 
ered from  the  illness.  Twelve  percent  (2  of  17)  died, 
one  within  eight  hours  after  admission  from  over- 
whelming sepsis,  and  the  other  after  a prolonged 
course  of  cancer  cachexia  and  congestive  heart  fail- 
ure. 

Discussion 

In  the  past  five  years,  liver  abscess  has  been  a rare 
disease  in  the  Jackson  metropolitan  area.  The  inci- 
dence of  hospital  admission  for  liver  abscess  in  this 
area  (0.0045%)  is  lower  than  the  reported  incidence 
in  the  literature,  which  varies  from  0.02%  to 
0.007%. 14  The  17  cases  identified  obviously  are 
less  than  the  true  occurrence  of  this  disease.  Some 
patients  died  without  the  benefit  of  surgery  or  aspi- 
ration; others  died  without  autopsy;  and  some  pa- 
tients recovered  with  antibiotic  therapy  without  full 
recognition  of  this  disease.  These  cases  were  there- 
fore under  the  threshold  of  being  detected. 

Even  with  this  small  number  of  patients,  the  age 
distribution  is  in  agreement  with  several  recent  re- 
ports, i.e.,  liver  abscess  affects  mainly  older  peo- 
ple.2 3-  8 The  source  of  infection  is  difficult  to  deter- 
mine in  53%  of  the  cases,  but  in  about  25%  of  the 
cases  a distant  site  of  infection  with  the  same  micro- 
organism was  found.  It  seems  that  hematogenous 
spread  of  the  infection  to  the  liver  is  likely.  High 
incidence  of  biliary  tract  infection  as  reported2'4  was 
not  found  in  this  study,  which  is  probably  due  to  the 
exclusion  of  perihepatic  abscess  in  this  analysis. 


TABLE  II 

MICROORGANISMS  RECOVERED  FROM  ABSCESS 


Microorganism 

Number  of  Patients 

Aerobes 

6 

Staphylococcus  aureus 

2 

Group  A Beta-streptococcus 

1 

Alpha-streptococcus 

1 

Klebsiella 

1 

E.  coli 

1 

Anaerobes 

5 

Peptostreptococcus 

2 

Bacteroides 

2 

Anaerobic  streptococcus 

i 

No  growth 

6 

Ameba 

0 

Total 

17 

There  is  a high  incidence  (about  25%)  of  diabetes 
mellitus  found  in  the  patient  population  of  this  study. 
All  of  them  were  mature  onset  diabetic  patients 
under  satisfactory  metabolic  control  prior  to  the  di- 
agnosis of  liver  abscess.  This  association  has  been 
reported  before,3'5  but  the  reason  for  this  association 
is  not  clear. 

The  other  clinical  aspects  of  these  17  patients 
were  also  quite  similar  to  other  reports.  The  disease 
affects  both  sexes  equally.  The  abscesses  were  most- 
ly single  and  located  more  frequently  in  the  right 
lobe  of  the  liver. 

The  microorganisms  recovered  from  the  abscess 
were  45%  anaerobic  and  55%  aerobic.  A high  inci- 
dence of  anaerobic  microorganism  as  the  cause  of 
liver  abscess  has  been  reported  recently.5  In  contrast 
to  previous  knowledge  that  the  predominant  infec- 
tive microorganism  is  E.  coli,  the  findings  here  sug- 
gest that  anaerobic  microorganisms  are  predominant 
agents  in  liver  abscesses.  This  also  possibly  reflects 
the  improvement  of  culture  techniques  available  to 
all  the  hospitals  in  the  past  five  years. 

It  is  interesting  to  know  that  almost  all  patients 
had  received  antibiotics  before  the  cultures  were 
taken  from  the  abscesses,  which  probably  accounts 
for  no  growth  in  some  of  the  cases.  However,  no 
difference  in  the  usage  of  antibiotics  could  be  de- 
tected between  those  microorganisms  that  were 
recovered  and  those  that  were  not. 

It  is  important  to  know  that  microorganisms  could 
still  be  recovered  from  the  abscess  after  several  days 
(up  to  two  weeks)  of  multiple  antibiotic  therapy. 
This  finding  indicates  the  inappropriateness  of  anti- 
biotic therapy  alone.  In  spite  of  the  fact  that  success- 
ful treatment  of  liver  abscess  without  surgical  drain- 
age has  been  reported  recently,9  the  persistence  of 
microorganism  justifies  the  promptness  of  surgical 
drainage. 

It  is  quite  interesting  that  no  amebic  abscess  was 
identified  in  this  series.  A complete  investigation  for 
amebic  diagnosis  would  include  direct  examination 
of  pus,  stool  and  tissue,  along  with  serum  hemagglu- 
tination inhibition  and/or  complement  fixation.  This 
extensive  investigation  for  amebae  was  not  carried 
out  in  each  of  the  17  cases,  and  it  is  conceivable, 
though  highly  unlikely,  that  an  amebic  abscess 
might  have  been  drained  surgically  and  cleared  with 
empiric  usage  of  metronidazole.  A more  likely 
assumption  is  that  the  true  incidence  of  amebic  liver 
abscess  has  declined  in  this  area. 

The  overall  mortality  rate  of  12%  in  this  report  is 
lower  than  several  recent  reports.2'3,  6’  10  It  is  espe- 
cially significant  with  the  fact  that  this  report  repre- 
sents the  area-wide  result  with  several  hospitals 
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rather  than  one  center’s  confirming  the  recent  trend 
of  decline  in  mortality  rate  of  this  disease  due  to 
better  diagnosis  and  effective  therapy. 

In  conclusion,  surgical  drainage  of  abscess  with 
wide  antibiotic  coverage  remains  the  treatment  of 
choice.  From  the  findings  of  high  incidence  of 
anaerobic  microorganism,  antibiotics  effective 
against  both  anaerobic  and  aerobic  microorganisms 
should  be  used  in  all  patients.  ★** 

2500  North  State  Street  (39216) 
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Malignant  Fibrous  Histiocytoma 
Arising  in  Bone 

JUNE  BLOUNT,  M.D.,  FRAZIER  WARD,  M.D.,  and  RONALD  GRAY,  M.D. 
Jackson,  Mississippi 


A 75-year-old  white  man  was  referred  to  the  Uni- 
versity of  Missisippi  Medical  Center  with  a four- 
month  history  of  increasing  right  knee  pain.  Treat- 
ment with  various  antiarthritic  medications  had  pro- 
duced no  relief.  He  had  been  hospitalized  elsewhere 
and  found  to  have  a destructive  lesion  in  the 
metaphyseal  region  of  the  distal  femur. 

Roentgenograms  of  the  distal  right  femur  demon- 
strated an  8 x 4.5  cm  lytic,  slightly  expansile  lesion 
with  poorly  demarcated  borders  in  the  distal  femoral 
metaphysis.  The  lesion  irregularly  invaded  and  de- 
stroyed the  medullary  and  cortical  bone  of  the 
metaphysis  and  adjacent  diaphysis,  resulting  in  a 
pathologic  fracture  at  the  anterior  margin.  There  was 
very  faint  periosteal  reaction,  and  the  soft  tissue 
planes  surrounding  the  lesion  were  slightly  dis- 
placed. No  soft  tissue  calcification  was  present  (see 
Figure  1). 

Biopsy  with  a Craig  needle  of  3 mm  width,  under 
local  anesthesia,  yielded  a direct,  immediate  diagno- 
sis of  malignant  fibrous  histiocytoma.  This  proce- 
dure, with  a minimum  of  complications,  facilitates 
diagnosis  without  protracted  extensive  workup  of 
deep  lesions  of  bones. 

The  bone  scan  was  positive  in  this  area.  The 
metatastatic  workup  was  negative. 

The  thigh  was  amputated  33  cm  above  the  knee 
joint,  approximately  20  cm  superior  to  the  lesion. 
The  patient  is  alive  nine  months  postamputation  and 
has  received  no  further  treatment. 


Pathology 

Grossly,  the  tumor  was  firm  and  uniformly  pale 
gray.  It  virtually  filled  the  medullary  cavity  of  the 
femoral  metaphysis  and  adjacent  diaphysis.  The 
tumor  extended  through  the  bone  in  the  metaphyseal 
region,  and  the  cortex  in  this  area  was  thinned  and 


From  the  Departments  of  Radiology  and  Orthopedics,  Universi- 
ty Medical  Center,  Jackson,  MS. 


Figure  1 . Radiograph  of  distal  right  femor  demonstrat- 
ing Ixtic  lesion  with  focal  periosteal  reaction  and  distor- 
tion of  soft  tissue  planes  (arrows). 
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Figure  2.  Photograph  of  gross  specimen  showing  bone 
destruction  with  direct  extraosseous  extension  of  tumor. 
Arrows  outline  the  lesion. 


eroded,  resulting  in  an  irregular  transverse  supra- 
condylar fracture.  In  addition,  the  tumor  invaded  the 
trabecular  bone  of  the  femoral  condyles  (see  Figure 
2). 

Microscopically,  the  tumor  was  composed  of  two 
distinct  cell  types.  The  predominant  cell  was  spindle 
shaped,  resembling  a fibrocyte,  and  was  often 
arranged  in  a whorled  “storiform”  pattern.  Distrib- 
uted unevenly  throughout  the  tumor  were  cells  re- 
sembling histiocytes  having  abundant,  occasionally 
foamy  cytoplasm,  and  relatively  large,  often  convo- 
luted, nuclei  with  large  eosinophilic  nucleoli.  Cyto- 
logic features  of  malignancy  varied  from  field  to 
field,  but  most  sections  demonstrated  bone  destruc- 
tion, evident  from  scattered  collections  of  necrotic 
osseous  debris.  Lymphocytes  and  a few  eosinophils 
were  scattered  throughout  the  tumor  (see  Figure  3). 
The  surgical  margins  were  free  of  tumor,  and  no 
positive  lymph  nodes  were  present.  The  final  histo- 
logic diagnosis  was  malignant  fibrous  histiocytoma. 


Figure  3.  Low  power  photomicrograph  of  tumor  illus- 
trating storiform  arrangement  of  fibrocytic  cells,  typical 
of  malignant  fibrous  histiocytoma  of  bone  (original  mag- 
nification x50). 


Discussion 

The  malignant  fibrous  histiocytoma  may  be  intra- 
osseous, extraosseous,  or  both.1'3,  5’  7 

The  histiocyte  is  derived  from  the  primitive  re- 
ticulum cell  and  belongs  to  the  reticuloendothelial 
system.  It  is  phagocytic,  but  is  also  capable  of  dif- 
ferentiation into  a fibroblast.1  s 

Microscopically,  the  tumor  is  characterized  by 
bundles  and  whorls  of  spindle  cells  with  a storiform 
arrangement.1'3,  7 Spanier  et  al,5  in  reporting  eleven 
bone  lesions  classified  as  malignant  fibrous  histiocy- 
toma, noted  inflammatory  cells,  most  commonly 
lymphocytes,  but  occasional  plasma  cells  and  eo- 
sinophils, “percolating”  the  tumor.  Similar  finding 
were  noted  in  the  present  case. 

Sanerkin  and  Woods6  reported  two  cases  in  which 
a malignant  fibrous  histiocytoma  developed  in  rela- 
tion to  an  enchondroma  in  a long  bone.  They  appear 
to  have  arisen  from  dense  fibrous  tissue  surrounding 
necrotic  areas  in  the  enchondromata. 

Lymphatic  and  blood  borne  metastases  have  been 
reported  by  Spanier  et  al5  and  Feldman  and  Lattes. 1 
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Prognosis  is  poor.  Nine  of  eleven  cases  reported  by 
Spanier  et  aP  developed  pulmonary  metastases  with- 
ing  21  months. 

Differential  diagnosis  would  include  metastasis, 
multiple  myeloma,  reticulum  cell  sarcoma,  fibrosar- 
coma, and  osteolytic  osteogenic  sarcoma. 

2500  North  State  Street  (39216) 
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Confused  about 
your  financial 
affairs? 


The  University  of  Southern  Missis- 
sippi will  offer  a two  day  seminar — 
FINANCIAL  PLANNING  FOR 

THE  '80s — designed  to  provide 
solutions  to  problems  such  as 
reduction  of  income  taxes,  invest- 
ment strategies,  sophisticated 
qualified  retirement  plans,investing 
in  tangibles,  maximizing  benefits 
from  professional  corporations, 
and  other  topics  of  curTentinterest. 

An  integrated  approach  will  be  the 
format  for  conducting  this  seminar 
utilizing  the  expertise  of  a certified 
financial  planner,  tax  attorney, 
pension  expert,  national  tax  shelter 
advisor,  and  certified  public 
accountant. 


WHERE:  FINANCIAL  PLAN- 
NING FOR  THE  '80s 

will  meet  at  the  University 
Center,  Ridgewood  Road, 
Jackson,  Mississippi. 


Detach  and  Mail  to: 

Darryll  W.  Barksdale,  Coordinator,  Department  of  Business  & 
Industrial  Programs,  University  of  Southern  Mississippi, 
Southern  Station,  Box  5055,  Hattiesburg,  Mississippi  39401. 


r 


WHEN:  Thursday  and  Friday,  July 
30  and  31, 1981, 9:00a.m.  to 
5:00  p.m. 


NAME 

ADDRESS 


COST  & REGISTRATION:  The  cost 
is  $295.00  which  includes  fees, 
lunch,  coffee,  & seminar  materials. 


CITY 

STATE ZIP 


FOR  FURTHER  INFORMATION, 

call  the  University  of  Southern  Mis- 
sissippi, Department  of  Business  & 
Industrial  Programs  at  (601)266-4263 
or  266-4295  or  982-6210. 


PHONE , 

I 
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EQUAL  EDUCATIONAL  A^C  EMPLOYMENT  OPPORTUNITIES  STATEMENT— The  Un (verity  of  Southern  Mississippi  otter,  equal  educational  and  employment  opportunities  to  all  persons  without  discrimination  and  without  regard  to  se«  race  religion,  color 
or  national  origin  These  provisions  also  apply  to  handir  apped  individuals  pursuant  to  current  federal  and  state  regulations  subteci  to  reasonable  standards  of  admission  and  employment  An  inquiry  concerning  disc nmination  should  be  directed  to  Roger  B 
Roger  8 lohnson.  Sr  1(71  Adminrstration  Building.  University  ol  Southern  Mississippi.  Hattiesburg.  Misstssippi  J9401  This  rs  not  the  address  of  this  document 
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Address  of  the  President 


PAUL  H.  MOORE,  M.D. 
Pascagoula,  Mississippi 


It  is  indeed  an  honor  for  me  to  stand  before  this 
auspicious  group  this  morning  in  the  Biloxi  Hilton 
on  the  beautiful  Mississippi  Gulf  Coast.  It  bypasses 
tenfold  my  wildest  imagination  or  any  dream  I might 
have  had  as  a young  boy,  growing  up  as  a baby  of  ten 
children  of  a row  farmer  on  Nanih  Wayia  Creek  in 
Winston  County,  just  18  miles  southeast  of  the 
Louisville  Post  Office.  I want  you  to  know  that  Jean 
and  I do  appreciate  the  honor  that  you  bestowed 
upon  us  by  allowing  us  to  serve  as  your  President  and 
First  Lady  of  our  MSMA  this  year.  I have  been 
pressured  by  many,  and  big  money  has  been  offered, 
but  on  principle,  I will  not  run  for  reelection.  After 
all,  what  type  of  man  would  try  to  usurp  a fellow 
Winstonian  by  the  name  of  Faser  Triplett? 

After  a year  in  office,  traveling  about  the  state 
talking  to  medical  societies  and  writing  a President’s 
Page  for  the  Journal  (which  I enjoyed  very  much),  I 
know  you  are  asking  — what  else  can  ole  Paul  tell 
us?  Well,  I can  and  will  tell  you  some  things  this 
morning  that  you  may  be  surprised  to  hear;  but  I 
would  like  to  say  that  I believe  it,  and  it  is  from  the 
bottom  of  my  heart. 

This  morning  I am  almost  a complete  optimist.  I 
would  say  complete,  but  some  wise  guy  would  say 
that  that  doesn’t  sound  like  a radiologist.  We  should 
first  of  all  be  proud  that  we  are  Americans.  Just  think 
what  has  happened  during  the  past  several  days.  We 
saw  an  attempt  on  our  beloved  President’s  life  which 
caused  some  chaos,  but  the  system  did  not  waver. 
Then  shortly  after,  we  saw  the  launching  and  reentry 
of  our  space  shuttle,  the  first  ever  of  its  kind.  Amer- 
ica never  fails  to  amaze  us.  Always  to  this  date  when 
we  needed  a leader  or  an  event  to  rally  the  people, 
one  has  stepped  forward  or  happened. 

This  morning  I am  standing  facing  one  of  the 
greatest  audiences  of  people  that  you  can  imagine. 
As  I have  stated  already,  there  is  nothing  to  equal 
being  an  American  citizen.  Then  to  go  one  step 
farther,  I would  like  to  ask  you  — what  is  the 
greatest  profession  in  the  world?  Without  blinking 

President,  Mississippi  State  Medical  Association,  1980-81. 

Read  before  the  House  of  Delegates,  1 13th  Annual  Session, 

Biloxi,  April  27,  1981. 


an  eye  or  stuttering,  I have  only  to  remind  you  that  it 
is  medicine.  So,  “how  great  it  is’’  to  be  a vital  cog  in 
the  greatest  profession  in  the  greatest  country  of  the 
world. 

As  I view  this  gathering,  one  might  ask  why  aren’t 
more  of  our  colleagues  present?  In  fact,  standing 
here  approximately  12  months  ago,  I asked  myself 
that  question  and  was  almost  bitter  because  they 
weren’t  here.  Today,  somewhat  smarter,  I hope, 
through  my  year  of  activity,  I have  developed  a new 
concept  and  outlook.  It  is  no  doubt  as  I gaze  out  that 
you  are  the  salt  of  the  medical  profession.  Stealing 
from  the  Marine  recruitment  slogan,  all  we  need  for 
leadership  in  Medicine  are  a few  good  men,  and  I am 
here  to  tell  you  I believe  that  we  have  them  and  we 
are  going  to  have  some  more. 

The  Mississippi  State  Medical  Association  is  on 
the  march  and  I would  like  to  tell  you  why  I think  that 
it  is  so.  First,  we  have  a cause;  that  is  to  keep 
American  Medicine  as  a free  enterprise  system  and 
give  the  best  patient  care  in  the  world.  The  way  that 
we  have  and  will  continue  to  accomplish  this  is 
through  our  membership.  We  may  not  be  here  in 
body  this  morning,  but  I am  here  to  tell  you  that  the 
physicians  of  Mississippi  are  the  best  damn  joiners 
in  the  world.  At  this  time  80%  of  the  physicians  of 
Mississippi  are  members  of  the  MSMA.  Not  too 
many  state  organizations  can  top  this. 

Fellow  physicians,  we  have  something  to  brag 
about.  It  didn’t  happen  overnight.  Work  through  the 
years  has  brought  about  these  results.  Lastly,  I 
would  like  to  commend  the  leaders  of  our  associa- 
tion of  the  past  and  present  for  their  selection  of  our 
executive  officers.  I would  like  at  this  time  to  espe- 
cially recognize  Mr.  Charlie  Mathews  for  work  he 
has  done,  forethought  that  he  has  had,  and  for  the 
fine  staff  he  has  assembled.  I will  mention  no  more 
names  lest  I miss  one  or  show  partiality. 

When  we  stop  to  reflect  about  the  social  unrest 
during  the  past  two  decades,  it  is  amazing  that  Amer- 
ican Medicine  withstood  the  onslaught.  Oh  yes,  we 
took  some  bumps  and  bruises,  but  when  compared  to 
other  institutions,  we  at  least  came  out  with  an  A — . 
The  AMA  and  the  MSMA  cannot  be  everything  to 
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everyone,  but  those  who  criticize  us  have  not  come 
up  with  a better  program.  It  is  easy  to  criticize  your 
neighbor  and  friend,  but  very  difficult  at  times  to  out 
contribute.  All  we  need  is  to  keep  our  heads  screwed 
on  correctly,  remembering  at  all  times  that  our  only 
function  is  to  care  for  our  patients.  As  President 
Hunter  stated  in  his  address  at  the  AMA  Annual 
Meeting  last  summer  and  I quote: 

“Humanism  in  Medicine,  after  all,  is  just  another 
way  of  saying  'I  care'  and  patients  are  telling  us 
that  while  the  delivery  system,  and  the  people  in 
it,  care  for  them  very  well,  does  the  system  and 
the  people  in  it,  care  about  them  as  well.” 

Just  like  America,  the  MSMA  House  of  Delegates 
steps  forward  each  year  and  tells  the  Board  of  Trus- 
tees what  they  want  and  in  essence  how  they  want  it 
done.  A few  years  ago  when  the  malpractice  insur- 
ance problem  was  indeed  a problem  with  most  com- 
mercial carriers  saying  “no”  and  those  that  weren’t 
saying  “no”  were  skyrocketing  their  premiums,  this 
House  of  Delegates  went  into  action  and  told  the 
officers  to  go  to  work  to  form  an  insurance  company 
for  Mississippi  doctors.  This  was  accomplished  and 
is  serving  a great  need.  All  members  do  not  belong, 
but  they  should  understand  that  their  freedom  of 
choice  and  the  premiums  that  they  pay  are  the  direct 
results  of  the  action  of  the  House  of  Delegates  of  the 
MSMA.  The  MSMA  is  continually  on  the  prowl 
trying  to  catch  those  who  are  trying  to  practice  medi- 
cine without  a license.  We  do  this  in  many  ways,  but 
our  legislative  watchdog,  Bucky  Murphy,  does  an 
outstanding  job.  Through  our  Journal,  with  Patsy 
Silver,  the  coordinator,  we  try  to  keep  the  mem- 
bership informed.  I could  go  on  and  on,  but  you 
sitting  there  already  know  what's  going  on.  We  will 
expect  you  to  inform  your  brethren. 

We  have  strived  for  involvement  this  past  year 
and  I believe  we  have  accomplished  this  to  some 


degree.  We  have  asked  the  Board  to  give  the  MSMA 
more  representation  at  the  AMA  meeting.  At  the 
present  time  we  are  encouraging  our  alternate  dele- 
gates to  attend  by  picking  up  some  of  their  expenses. 
We  also  have  a working  Health  Education  Commit- 
tee. We  hope  to  have  some  input  and  influence  on 
the  development  of  health  education  in  the  public 
schools.  We  have  initiated  a corporate  visitation 
program,  patterned  after  the  AMA  program.  I be- 
lieve that  this  will  be  one  of  the  more  important 
programs  that  the  MSMA  has  initiated. 

In  closing,  I would  like  to  make  a few  recom- 
mendations to  you.  I know  that  some  of  these  are 
already  on  the  mind  of  my  successor. 

1 . We  need  more  political  involvement.  Yes,  I 
mean  we  need  more  monies  contributed. 

2.  I would  like  to  see  the  MSMA,  through  the 
local  components,  encourage  their  officers  and 
members  to  attend  the  annual  AMA  Leadership 
Conference  in  Chicago.  These  conferences  are  ex- 
tremely good  and  if  one  doesn’t  come  away  with  a 
feeling  of  excitement  and  achievement,  then  he 
should  have  his  vital  signs  checked. 

3.  Lastly  but  probably  the  most  important,  I 
would  encourage  the  MSMA  to  organize  their  own 
annual  leadership  conference.  Everyone  would  be 
encouraged  to  attend,  but  much  effort  should  be  put 
forth  to  see  that  members  of  each  component  society 
would  be  present.  These  would  be  those  few  good 
men  needed  in  Medicine. 

In  closing  let  me  remind  you  once  more  how  great 
we  are.  In  the  17th  century  the  barbers  and  surgeons 
were  arguing  among  themselves  about  who  was  the 
greatest.  The  AMA  had  its  inception  in  1847.  Many 
trials  and  tribulations  have  faced  Medicine  since 
then,  but  we  have  stood  the  test  of  time  and  there  is 
no  doubt  in  my  mind,  nor  should  there  be  in  yours, 
that  American  Medicine  and  its  men  and  women  will 
endure  forever. 
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Third  in  a series  examining  effects  of  federal 
budget  cuts  on  health  care  programs  in  Mis- 
sissippi. 


Faced  With  Federal  Budget  Cuts, 
School  of  Medicine  Studies  Alternatives 


CHARLES  L.  MATHEWS  and  PATSY  SILVER 


President  Reagan  has  proposed  cuts  in  federal 
funding  for  Medicaid,  Health  Professions  Training 
and  Categorical  (Health)  Grant  Programs.  To  deter- 
mine just  what  effect  these  proposed  cuts  might  have 
in  Mississippi,  Journal  MSMA  recently  inter- 
viewed Mr.  Billy  F.  Simmons,  Director  of  the  Mis- 
sissippi Medicaid  Commission;  Dr.  Norman  C.  Nel- 
son, Vice-Chancellor  and  Dean  of  the  University  of 
Mississippi  School  of  Medicine;  and  Dr.  Alton  B. 
Cobb,  Executive  Officer  of  the  Mississippi  State 
Board  of  Health.  This  issue  presents  the  interview 
with  Dr.  Nelson. 


Editorial  Note:  The  Reagan  Administration  is 
proposing  an  end  to  federally  funded  general  institu- 
tional support  and  construction  grants  for  medical 
schools.  Funding  for  the  National  Institutes  for 
Health  would  be  continued  but  only  at  current  levels. 
Additionally,  total  federal  funds  available  for  loans 
to  medical  students  would  be  reduced,  and  no  new 
scholarships  would  be  available  under  the  National 
Health  Service  Corps  Program.  Federal  funding 
available  for  medical  training  programs  would  be 
refocused  on  specifically  identified  specialties  such 
as  family  medicine,  internal  medicine  and  pediat- 
rics. Other  Reagan  Administration  proposals  dealing 
with  Medicaid  and  block  grants  would  also  impact 
on  medical  schools. 

Journal  MSMA;  Dr.  Nelson,  the  Reagan  Adminis- 
tration proposals  dealing  with  medical  education 
touch  on  several  areas.  What  would  their  impact 
be  at  the  University  of  Mississippi  School  of 
Medicine? 

Dr.  Nelson:  Looking  at  the  area  of  student  loans 
and  scholarships  first,  I believe  it's  significant  to 
note  that  last  year  453  of  our  598  medical  students 
received  some  type  of  financial  assistance.  Ex- 
cluding 13  National  Health  Service  Corps  schol- 
arships, this  assistance  totalled  some  $ 1 ,97 1 ,836; 
and  the  greatest  portion  of  this  was  in  the  form  of 
federally  insured  loans.  So  we  foresee  some  se- 
rious deficits  if  federal  loans  and  scholarships  are 
cut  back. 

Journal  MSMA;  What  about  private  contributions 
as  a source  of  funding? 

Dr.  Nelson:  We  have  some  of  these  now  but  not 
enough.  There  are  also  funds  available  from  lend- 
ing institutions,  but  as  we  all  know,  interest  rates 
are  very  high. 

Journal  MSMA:  What  about  state  funds? 
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Dr.  Nelson:  As  you  know,  we  do  have  a State 
Medical  Education  Loan  Program.  Last  year  24  of 
our  453  medical  students  receiving  financial 
assistance  were  on  this  program. 

Journal  MSMA:  What  effect  will  the  Reagan 
Administration  proposals  to  end  general  support 
and  construction  grants  have  on  the  University  of 
Mississippi  School  of  Medicine? 

Dr.  Nelson:  By  general  support  I assume  we  are 
speaking  primarily  about  the  end  of  what  have 
been  called  capitation  grants.  Fortunately  we  saw 
the  handwriting  on  the  wall  on  this  one  several 
years  ago,  and  we  have  been  able  with  the  help  of 
the  state  legislature  to  avoid  any  great  dependence 
on  capitation  grants.  Our  last  federal  construction 
loan  was  also  several  years  back  in  the  form  of 
$3.6  million  for  the  Library  Learning  Resource 
Center. 

Journal  MSMA:  Speaking  about  the  state  legisla- 
ture, there  was  some  discussion  when  the  medical 
school  increased  to  a graduating  class  of  150  stu- 
dents that  you  were  short  of  faculty  and  basic 
science  support.  Is  this  the  case  today? 

Dr.  Nelson:  A thanks  is  due  to  our  state  legislature 
for  the  great  strides  that  have  been  made  in  fund- 


ing the  basic  science  program  and  faculty.  We 
have  20  new  faculty  positions  approved  for  this 
year. 

Journal  MSMA:  How  do  you  view  the  Reagan 
Administration  proposal  to  refocus  available 
federal  funds  for  medical  training  programs  on  the 
specialties  of  family  medicine,  pediatrics  and  in- 
ternal medicine? 

Dr.  Nelson:  Mississippi’s  needs  for  doctors  are  in 
those  specialties,  so  I don’t  believe  the  proposal 
would  impact  unfavorably  on  our  state. 

Journal  MSMA:  What  about  the  desires  of  the 
students?  Are  they  selecting  these  specialties? 

Dr.  Nelson:  In  our  graduating  class  this  year  of  145 
students,  89  have  signed  up  to  train  in  the  special- 
ties of  pediatrics,  family  medicine  and  internal 
medicine.  This  has  been  the  trend  for  the  past  few 
years.  That  is,  some  two-thirds  of  our  graduates 
are  entering  what  are  called  the  primary  care  spe- 
cialties. 

Journal  MSMA:  Speaking  of  our  graduates,  there 
have  been  a lot  of  statistics  thrown  out  by  different 
people  for  different  purposes  as  to  whether  or  not 
they  are  locating  in  Mississippi.  What  are  the  real 
facts  on  this? 

Dr.  Nelson:  This  statistic  can  be  verified.  Of  those 
graduates  of  this  four-year  medical  school  who 
have  completed  internship,  residency  and  any  ser- 
vice obligation,  68  percent  are  practicing  in  Mis- 
sissippi. 

Journal  MSMA:  Under  the  Reagan  Administra- 
tion’s proposals,  federal  funding  for  the  National 
Institutes  of  Health  (NIH)  will  not  be  cut  but  will 
remain  at  its  current  level.  How  will  this  affect 
medical  schools? 

Dr.  Nelson:  Currently  we  are  receiving  some  $6 
million  in  NIH  grants.  A continuation  of  funding 
at  only  current  levels  will  hurt,  if  for  no  other 
reason,  because  of  inflation. 

Journal  MSMA:  What  about  the  Reagan  Adminis- 
tration proposals  dealing  with  Medicaid  and  block 
grants  for  health?  What  will  be  their  impact  here  if 
they  are  enacted  by  Congress? 

Dr.  Nelson:  Some  24  percent  of  our  patient  care 
monies  presently  come  from  the  Medicaid  pro- 
gram. So  any  reductions  will  be  felt.  As  for  the 
block  grant  proposal,  the  most  significant  pro- 
gram to  us  would  be  maternal  and  child  health. 
We  currently  receive  about  $500,000  from  this 
program.  The  proposed  25  percent  reduction 
would  hurt  us. 
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Journal  MSMA:  There  has  been  a good  bit  of 
debate  recently  about  whether  we  are  headed  for  a 
surplus  of  physicians  in  the  next  decade.  What  do 
you  foresee  down  the  road  as  far  as  a reduction  in 
medical  school  enrollments? 

Dr.  Nelson:  1 believe  we  will  see  the  private 
schools  reducing  enrollments  by  the  mid-eighties 


if  for  no  other  reason  than  because  of  increasing 
costs.  Public  supported  schools  such  as  our  Uni- 
versity of  Mississippi  School  of  Medicine  will  be 
looking  at  how  to  balance  reduced  federal  support 
with  increased  state  support  while  meeting  the 
state’s  need  for  physicians  and  medical  care. 

★ ★★ 
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The  President  Speaking 


AMA  Annual  Meeting  Highlights 


R.  FASER  TRIPLETT 
Jackson,  Mississippi 


I have  recently  returned  from  the  annual  meeting  of  the  AMA  in 
Chicago.  I would  encourage  each  of  you  at  some  point  in  your 
medical  career  to  attend  one  of  these  annual  sessions.  I believe  that 
you,  like  myself,  would  come  home  with  a good  feeling  about  our 
organization,  our  leadership  and  particularly  about  the  opportunity 
that  every  physician  has  to  be  heard  and  to  participate  in  the 
formulation  of  policy  which  we  as  a group  will  espouse.  You 
would  also  be  impressed  with  the  quality  of  debate  on  the  very 
serious  issues  that  confront  our  profession . Because  of  space . I can 
highlight  only  a few  of  these  issues  at  this  time. 

In  one  of  its  more  important  actions,  the  House  endorsed  a new 
functional  profile  for  the  AMA.  An  indepth  analysis  of  AMA 
functions,  activities  and  resource  needs  had  been  made  by  the  staff 
and  outside  consultants.  This  resulted  in  the  identification  of  a set 
of  basic  functions  for  the  AMA  with  representation  of  the  profes- 
sion as  the  most  prominent  function. 

Resolutions  calling  for  a review  of  the  need  for  changes  in  the 
present  diverse  system  of  examinations  for  medical  licensure,  and 
for  an  evaluation  of  the  effects  of  a change  from  the  present 
licensing  process  to  the  proposed  Flex  I and  II  concept  were 
discussed. 

Lengthy  and  thoughtful  discussions  were  held  on  reports  deal- 
ing with  what  if  anything  the  profession  should  do  since  we  have 
now  taken  a stand  against  PSRO  and  the  National  Health  Planning 
Act.  In  anticipation  of  the  withdrawal  of  federal  support  for  the 
PSRO  program,  the  Council  on  Medical  Service  has  begun  to 
examine  alternative  voluntary  quality  assurance  mechanisms  and 
methodologies  now  available  and  operating  under  professional 
direction.  The  House  also  endorsed  the  Council's  position  that 
each  community,  in  cooperation  with  the  local  medical  society, 
should  make  its  own  decision  as  to  whether  a voluntary  health 
planning  program  should  be  instituted.  It  also  emphasized  that  the 
local  medical  society  has  a special  obligation  to  its  membership 
and  to  the  community  at  large  to  provide  leadership  and  support  of 
voluntary  community  health  planning  programs  so  as  to  ensure 
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Breast  Cancer  Screening 

Survival  rates  for  patients  with  breast  cancer  vary 
as  to  the  extent  of  the  disease  at  the  time  of  diagno- 
sis. Eighty-five  percent  of  women  with  localized 
disease  survive  five  years,  while  only  ten  percent  of 
women  who  present  with  distant  metastasis  live  this 
long.  Early  detection  techniques  have  been  de- 
veloped but  require  good  physician-patient  coopera- 
tion to  be  effective. 

Certain  risk  factors  are  important  in  breast  cancer 
screening.  The  age  of  the  patient  is  a definite 
measurable  factor.  The  disease  rarely  occurs  before 
age  30,  increases  dramatically  between  30  and  50 
years,  and  slows  after  age  50.  The  family  history  is 
also  an  important  risk  factor.  A two  to  three-fold 
increased  risk  is  present  in  women  who  have  a sister 
or  mother  with  breast  cancer.  Fibrocystic  disease  of 
the  breast  also  increased  the  risk  for  the  development 
of  mammary  cancer. 

Periodic  clinical  examination  and  mammography 
appear  to  complement  each  other  in  reducing  cancer 
mortality.  In  a study  by  the  Health  Insurance  Plan 
(HIP)  3 1 ,000  women  age  40  to  64  years  were  fol- 
lowed for  one  year.  Forty-five  percent  of  the  breast 
cancers  would  have  been  missed  if  a clinical  ex- 
amination had  not  been  performed  and  thirty-three 
percent  of  the  tumors  detected  would  have  been 
missed  if  a mammography  had  not  been  performed. 
The  study  concluded  that  mammography  is  justified 
as  a screening  device  in  women  over  age  50  if  the 
radiation  dose  can  be  kept  under  1 rad. 

Current  recommendations  based  on  the  above  in- 
formation are  as  follows:  (1)  Women  with  no  specif- 
ic risk  factor  should  have  an  annual  physical  ex- 
amination, a breast  self-examination  each  month, 
and  a mammography  at  age  50  and  periodically 
thereafter.  (2)  Women  with  a positive  family  history 
of  breast  cancer  should  have  a physical  examination 
every  six  months,  a breast  self-examination  each 
month  and  a mammography  at  age  50  and  periodi- 
cally thereafter.  (3)  Women  who  have  had  a mastec- 
tomy previously  should  have  a physical  examination 
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every  six  months,  a breast  self-examination  each 
month  and  a mammography  annually. 

The  above  program  of  physical  examination, 
breast  self-evaluation  and  mammography  should 
significantly  reduce  the  mortality  from  the  most 
common  cancer  affecting  women. 

George  H.  Martin,  M.D. 

Associate  Editor 


Medico-Legal  Brief 

Hospital  Negligent  in  Granting 
Surgical  Privilege  to  Physicians 

A hospital  was  negligent  in  granting  orthopedic 
surgical  privileges  to  a physician,  the  Wisconsin 
Supreme  Court  ruled. 

On  July  1 1,  1975,  the  physician  unsuccessfully 
attempted  to  remove  a pin  fragment  from  the  pa- 
tient’s right  hip.  During  the  course  of  the  surgery, 
the  patient’s  common  femoral  nerve  and  artery  were 
damaged,  causing  a permanent  paralytic  condition 
of  his  right  thigh  muscles  with  resultant  atrophy  and 
weakness  and  loss  of  function. 

Fifteen  months  later  the  patient  filed  suit  against 
the  operating  physician  and  the  hospital.  The  physi- 
cian settled  the  claim  for  $140,000,  and  the  patient 
proceeded  with  his  action  against  the  hospital.  The 
claims  against  the  hospital  charged  it  with  negli- 
gence in  allowing  the  physician  to  perform 
orthopedic  surgery. 

A jury  found  the  hospital  negligent  in  granting 
privileges  to  the  physician  and  apportioned  80  per- 
cent of  the  causal  negligence  to  the  hospital.  Dam- 
ages were  awarded  in  the  sum  of  $405,000  for  past 
and  future  personal  injuries  and  impairment  of  earn- 
ing capacity.  An  appellate  court  affirmed. 

On  appeal,  the  Supreme  Court  affirmed  the  deci- 
sion and  agreed  that  the  evidence  supported  a finding 
of  the  hospital’s  negligence.  A hospital  owes  a duty 
to  its  patients  to  use  due  care  in  the  selection  of  its 
medical  staff  and  the  granting  of  specialized  surgical 
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privileges.  The  court  said  that  in  investigating 
medical  staff  applicants  a hospital,  at  a minimum, 
should:  require  completion  of  the  application  and 
verify  accuracy  of  applicant’s  statements,  especially 
those  pertaining  to  his  medical  education,  training 
and  experience;  solicit  information  from  applicant’s 
peers,  including  those  not  referenced  in  his  applica- 
tion, who  are  knowledgeable  about  his  education, 
training,  experience,  health,  competence  and  ethical 
character;  determine  if  he  is  currently  licensed  to 
practice  in  the  state  and  if  his  licensure  or  registra- 
tion has  been  or  is  currently  being  challenged,  and 
inquire  whether  applicant  has  been  involved  in  mal- 
practice actions  and  whether  he  has  lost  medical 
organization  membership  or  medical  privileges  at 
any  other  hospital. 

The  hospital  failed  to  perform  these  minimal  re- 
quirements and  its  negligence  caused  the  patient’s 
injuries,  the  Supreme  Court  concluded.  — Johnson 
v.  Misericordia  Community  Hospital,  301  N.W.2d 
156  (Wis.Sup.Ct.,  Jan.  6,  1981) 


THE  PRESIDENT  SPEAKING 

(Continued  from  page  184) 

that  goals  of  maintaining  and  improving  the  quality, 
efficiency,  availability,  accessibility  and  cost  effec- 
tiveness of  the  health  care  delivery  system  are  met. 

One  of  our  own  AMA  delegates.  Dr.  Lamar 
Weems,  chaired  Reference  Committee  C,  which  had 
many  important  items  on  the  agenda,  including  the 
subject  of  examinations  for  medical  licensure.  This 
was  a most  important  responsibility  which  Dr. 
Weems  performed  quite  ably.  That  he  was  chosen 
from  so  many  by  the  leadership  confirms  that  they 
recognize  his  ability,  and  our  House  of  Delegates 
acted  wisely  in  choosing  him  as  one  of  our  repre- 
sentatives. 

I would  encourage  each  of  you  to  avail  yourself  of 
every  opportunity  to  stay  aware  of  these  and  all  the 
other  important  issues  that  confront  our  profession 
today.  Most  are  discussed  in  the  AMA  News,  so  get 
in  the  habit  of  reading  it  weekly. 


s 


Sirs;  The  1980  session  of  the  Mississippi  Legisla- 
ture passed  a voluntary  genetic  screening  law  which 
would  allow  for  newborn  metabolic  screening  for 


phenylketonuria  and  hypothyroidism.  Funds  were 
appropriated  to  the  Mississippi  State  Board  of 
Health  for  the  screening  and  followup  of  indigent 
patients. 

The  screening  test  will  be  taken  within  the  first 
seventy-two  (72)  hours  of  life  and  forwarded  to  a 
central  laboratory  in  order  to  assure  uniformity  and 
accuracy.  Indigent  children  who  have  an  initial  posi- 
tive screening  test  will  then  be  contacted  for  con- 
firmation with  followup  and  treatment  assured.  This 
program  will  begin  in  the  charity  hospitals  and  the 
University  Medical  Center.  Expansion  will  occur 
later  to  disadvantaged  patients  in  the  remainder  of 
our  state.  Newborn  screening  for  private  patients 
will  continue  as  before  with  private  medical  provid- 
ers. The  Mississippi  State  Board  of  Health  Genetic 
Advisory  Council  has  recommended  that  all  medical 
providers  throughout  the  state  be  reminded  of  the 
importance  of  newborn  screening  for  PKU  and 
hypothyroidism. 

We  support  this  effort  and  would  encourage  those 
not  screening  for  those  disorders  to  consider  doing 
so.  Only  by  identifying  and  treating  these  disorders 
in  the  immediate  newborn  period  can  the  incidence 
of  mental  retardation  be  reduced. 

Claude  Earl  Fox,  M.D.,  Chief 
Bureau  of  Personal  Health  Services 
Miss.  State  Board  of  Health 
P.O.  Box  1700 
Jackson,  MS  39205 


POSTGRADUATE 

CALENDAR 


July  23-25,  1981 

Advanced  Cardiac  Life  Support 
Meridian,  Mississippi 

October  14-17,  1981 
Family  Practice  Update 
Jackson,  Mississippi 

December  10-11 , 1981 
Perinatal  Postgraduate  Course 
Jackson,  Mississippi 

For  more  information,  contact  the  Division  of 
Continuing  Health  Professional  Education,  Uni- 
versity of  Mississippi  Medical  Center,  2500  North 
State  Street,  Jackson,  Mississippi  39216.  Phone: 
(601)  987-4914. 
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Dr.  James  Waites  Named 
Guardian  Society  Chairman 


Dr.  Waites  Dr.  Conerly 


Members  of  the  University  of  Mississippi  Alumni 
Association’s  Guardian  Society  elected  Dr.  James 
C.  Waites  of  Laurel  as  1981-82  chairman  during  the 
society’s  sixth  annual  meeting,  April  26,  1981.  Dr. 
A.  Wallace  Conerly  of  Jackson  was  named  vice 
chairman. 

The  Guardian  Society  serves  as  a vehicle  for  ex- 
ceptional gifts  to  the  various  health  education  en- 
deavors pursued  by  the  University  of  Mississippi 
Medical  Center.  Gifts  valued  at  more  than 
$16,000,000  have  been  donated  by  321  society 
members,  including  dentists,  physicians,  and 
nurses.  The  society  was  formed  in  1972  with  an 
enrollment  of  21  members. 

Society  members  act  as  trustees  in  overseeing 
allocation  of  gifts,  which  may  be  either  restricted  or 
undesignated.  Unrestricted  gifts  are  used  to  fund 
special  projects  and  to  conduct  administrative 
affairs,  primarily  recruitment  of  new  members.  Des- 
ignated gifts  have  funded  such  programs  as:  con- 
tinuing medical  education  in  various  medical  disci- 
plines; loans  for  students  through  the  Guyton  and 
Levine  loan  programs;  fellowships  in  orthopedics, 
family  medicine,  and  obstetrics  and  gynecology; 
scholarships;  the  AMA-ERF  program;  and  the  pro- 
posed Center  for  Continuing  Health  Professional 
Education  for  the  University’s  Jackson  campus. 

For  additional  information  about  the  Guardian 
Society,  contact  the  Office  of  Alumni  Activities, 
University  of  Mississippi  Medical  Center,  2500 
North  State  Street,  Jackson,  MS  39216. 


145  Receive  M.D.  Degrees 
At  UMC  Commencement 

Thomas  Nichols  Skelton  of  Jackson  was  recog- 
nized as  top  medical  school  graduate  in  University  of 
Mississippi  Medical  Center  Commencement  cere- 
monies in  Jackson,  May  31. 

Dr.  Skelton,  who  earned  his  degree  summa  cum 
laude,  received  the  University’s  Leathers  Award  as 
the  graduating  medical  student  with  the  highest 
academic  average.  Son  of  Mr.  and  Mrs.  William  A. 
Skelton,  Jr. , Dr.  Skelton  will  intern  at  the  University 
of  Texas  Southwest  Medical  School  Affiliated  Hos- 
pitals in  Dallas.  He  earned  the  B.A.  and  B.S.  de- 
grees at  the  University  of  Mississippi. 

Congressman  G.  V.  Montgomery  delivered  the 
Commencement  address  to  some  326  UMC  gradu- 
ates and  their  guests  at  city  auditorium.  The  graduate 
total  included  145  for  the  M.D.;  75  for  the  B.S.  in 
nursing;  30  for  the  D.M.D.;  and  six  for  the  master  of 
science  in  nursing.  Eight  students  earned  the  master 
of  science,  the  master  of  combined  sciences  or  the 
Ph.D.  The  graduate  total  included  15  for  the  B.S.  in 
medical  record  administration;  11  for  the  B.S.  in 
medical  technology;  12  for  the  B.S.  in  nurse  anes- 
thesiology; and  24  for  the  B.S.  in  physical  therapy. 

Other  honor  graduates  in  the  School  of  Medicine 
were  Robert  L.  Lewis  of  Woodville.  Philip  Travis  of 
Blue  Mountain  and  Richard  T.  Jackson,  who  earned 
their  degrees  magna  cum  laude.  Cum  laude  gradu- 
ates were  Evaline  McSpadden  Thompson  of  Jack- 
son.  Paul  Phelps  of  Columbus,  Gregory  W.  Merritt 
of  Jackson,  Katherine  Hardy  Little  of  Jackson, 
Joseph  Marc  Majure  of  Louisville  and  Michael  O. 
Stodard  of  Meridian. 


Medical  Assistants  Hold 
15th  Annual  Convention 

Dr.  Homer  Horton  of  Tupelo  and  Dr.  Maurice 
Creekmore  of  Greenville  have  been  named  physi- 
cian advisers  to  the  American  Association  of  Medi- 
cal Assistants,  Mississippi  Society.  The  elections 
took  place  during  the  society's  15th  annual  conven- 
tion, held  recently  in  Tupelo.  Other  members  of  the 
advisory  board  are  Dr.  Paul  H.  Moore  of  Pasca- 
goula, immediate  past  president  of  the  Mississippi 
State  Medical  Association,  Dr.  Edwin  Hemness  of 
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Clarksdale,  and  Charles  L.  Mathews,  MSMA  ex- 
ecutive secretary. 

Carol  Lockey  of  Jackson  was  elected  1981-82 
president  of  the  society,  and  Myrtle  Cain  of  Amory 
was  named  president-elect.  Elected  to  other  offices 
were:  Mary  Ellen  Ladner  of  Pass  Christian,  vice 
president;  Billie  Sue  Morgan  of  Tupelo,  secretary; 
Carol  Ann  Coker  of  Tupelo,  treasurer;  and  Jean 
Olsen  of  Clarksdale,  executive  board  member.  The 
president,  president-elect  and  vice  president  were 
chosen  as  delegates  to  the  national  convention,  and 
Jean  Rains  of  Tupelo  was  named  alternate  delegate. 

More  than  150  representatives  of  the  society's  15 
chapters  attended  the  three-day  meeting.  Special 
guest  speakers  were  Clyde  Whitaker,  mayor  of 
Tupelo,  Mrs.  Mabel  Ann  Veach  of  Orange  Park, 
FL,  president-elect  of  the  American  Association  of 
Medical  Assistants,  and  Dan  Wilford  of  Tupelo, 
administrator  of  the  North  Mississippi  Medical  Cen- 
ter. Aaron  J.  Johnston  of  Jackson,  executive  vice 
president  of  Blue  Cross-Blue  Shield  of  Mississippi’s 
Corporate  and  Provider  Affairs  and  Government 
Programs,  was  master  of  ceremonies  for  the  installa- 
tion banquet. 

In  addition  to  business  sessions,  awards  luncheon 
and  installation  banquet,  the  convention  program 
included  four  workshops  for  medical  assistants  and  a 
tour  of  the  Elvis  Presley  Center. 


Dr.  Guy  Campbell  Receives 
MLA  Distinguished  Service  Award 


Dr.  Guy  Campbell  of  Jackson,  left,  received  a standing 
tribute  from  lung  association  volunteers  as  he  accepted 
the  1981  Mississippi  Lung  Association  Distinguished  Ser- 
vice Award  from  Dr.  John  Busey  of  Jackson,  MLA  past 
president. 


Fourth  Distinguished  Lectureship 
Presented  at  Field  Hospital 


Dr.  James  D.  Hardy  of  Jackson,  right,  president  of  the 
American  College  of  Surgeons,  was  speaker  for  the 
Fourth  Annual  Distinguished  Lectureship  of  Field  Com- 
munity Hospital  in  Centreville . His  topic  was  “The 
Health  of  Medicine.”  Pictured  with  Dr.  Hardy  .from  left, 
are  Dr.  Raymond  F . Martin  of  Jackson,  governor  of  the 
Mississippi  Chapter,  American  College  of  Surgeons,  and 
Dr.  Richard  Field  of  Centreville,  former  ACS  governor. 


Dr.  Guy  D.  Campbell  of  Jackson  has  been  named 
recipient  of  the  Mississippi  Lung  Association’s  198 1 
Distinguished  Service  Award.  The  award  was  pre- 
sented at  the  69th  annual  meeting  of  the  Christmas 
Seal  voluntary  health  organization  by  Dr.  John  F. 
Busey,  past  president  and  member  of  the  MLA 
Board  of  Directors. 

A native  Mississippian.  Dr.  Campbell  was  born  in 
Lauderdale  and  grew  up  in  Laurel.  A graduate  of  the 
University  of  Mississippi,  he  received  his  M.D.  de- 
gree from  Harvard  Medical  School,  interned  at 
Charity  Hospital,  New  Orleans,  and  received  res- 
idency training  in  pulmonary  diseases  at  Mississippi 
State  Sanatorium  and  in  internal  medicine  at  the 
Veterans  Administration  Hospital  in  New  Orleans. 

For  eighteen  consecutive  years,  he  has  served  as  a 
member  of  the  Mississippi  Lung  Association  Board 
of  Directors  and  Executive  Committee.  In  1959-60 
he  was  Mississippi  Thoracic  Society  president; 
1966-68,  MLA  president;  1969-70,  Southern  Tho- 
racic Society  president.  He  is  currently  Mississippi's 
representative  Director  on  the  American  Lung  Asso- 
ciation Board  of  Directors,  a position  he  has  held 
since  1972. 
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Adams,  Hans  Werner,  Biloxi.  Born  Salzgitter, 
Germany,  Mar.  11,  1945;  M.D.,  Medical  College  of 
Georgia,  Augusta,  1971;  interned,  internal  medicine 
residency,  and  gastroenterology  residency,  same, 
1971-75;  elected  by  Coast  Counties  Medical  Socie- 
ty- 

Bouldin,  Mary  E.,  Clarksdale.  Bom  Clarksdale, 
MS,  Sept.  29,  1930;  M.D. , University  of  Tennessee 
College  of  Medicine  Memphis,  1959;  interned  John 
Gaston  Hospital,  Memphis,  one  year;  ob-gyn  res- 
idency, same,  1961-64;  elected  by  Clarksdale  and 
Six  Counties  Medical  Society. 

Chansancahi,  Mulut,  Clinton.  Born  Thailand. 
Nov.  10,  1937;  M.D.,  Chulalongkorn  University 
Medical  School,  Bangkok,  Thailand,  1967;  interned 
St.  Vincent’s  Medical  Center  Richmond,  Staten  Is- 
land, NY,  one  year;  anesthesiology  residency,  Nas- 
sau County  Medical  Center,  Long  Island,  NY, 
1974-75;  anesthesiology  residency,  Methodist  Hos- 
pital, Brooklyn,  NY,  1975-76;  elected  by  Central 
Medical  Society. 

Conner,  Michael  G.,  Jackson.  Born  Birmingham, 
AL,  Dec.  3,  1950;  M.D.,  University  of  Alabama 
School  of  Medicine,  Birmingham,  1976;  interned 
University  Medical  Center,  Jackson,  MS,  one  year; 
pathology  residency  University  of  Alabama,  Bir- 
mingham, 1977-80;  fellowship,  six  months,  same; 
elected  by  Central  Medical  Society. 

Laney,  Charles  H.,  Jackson.  Born  Greenwood, 
MS,  Jan.  29,  1949;  M.D. , University  of  Mississippi 
School  of  Medicine,  Jackson,  1975;  interned  Uni- 
versity of  Alabama.  Birmingham,  one  year;  internal 
medicine  residency,  same,  1976-78;  nephrology  fel- 
lowship, University  of  Texas  at  Southwestern,  Dal- 
las, 1978-80;  elected  by  Central  Medical  Society. 

Moody,  David  L.,  Madden.  Bom  Fulton,  MS,  Jan. 
24,  1952;  M.D. , University  of  Mississippi  School  of 
Medicine,  Jackson.  1979;  interned,  same,  one  year; 
elected  by  Central  Medical  Society. 

Welch,  Jerry  W.,  Laurel.  Born  Laurel,  MS,  Aug. 
13,  1942;  M.D.,  University  of  Mississippi  School  of 
Medicine,  Jackson.  1969;  interned  Roanoke  Memo- 
rial Hospital,  Roanoke,  VA,  one  year;  ob-gyn  res- 
idency, Louisiana  State  University  Hospital  and 
Charity  Hospital,  New  Orleans,  1976-79;  elected  by 
South  Mississippi  Medical  Society. 
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•Data  on  file  Parke-Davis  Marketing  Research  Dept. 
••Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 

The  National  Prescription  Audit,  IMS  America  Ltd.. 
September  1980. 
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TUCKS®  Pre- Moistened  Hemorrtioidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOL-HC'  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOLHC'  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg:  bismuth  subgallate,  225%;  bismuth  resorcin  compound. 

I. 75%:  benzyl  benzoate.  12%;  Peruvian  balsam.  1.8%;  zinc  oxide, 

II. 0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate.  5.0 
mg;  bismuth  subgallate.  22.5  mg;  bismuth  resorcin  compound.  17.5  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  180  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  hiembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS" 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  nib 
in.  For  internal  use,  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

How  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9”-86T  (1S”-30°C). 
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PERSONALS 


William  Bates  of  UMC  presented  a paper  at  a 
recent  meeting  of  the  American  College  of  Obstetri- 
cians and  Gynecologists  in  Las  Vegas. 

Jim  Barnett  of  Brookhaven  has  been  named  chair- 
man of  the  State  Board  of  Mental  Health. 

Richard  C.  Boronow  of  Jackson  presented  a paper 
at  the  annual  meeting  of  the  Society  of  Surgical 
Oncology,  Inc.,  in  Boston. 

A.  Wallace  Conerly  of  UMC  was  a site  visitor  for 
the  Joint  Review  Committee  for  Respiratory  Ther- 
apy Education  in  St.  Petersburg,  FL. 

William  A.  Davis  announces  the  opening  of  his 
office  for  the  practice  of  general  medicine  at  Nesho- 
ba County  Family  Clinic  in  Philadelphia. 

Edgar  Draper  of  UMC  served  as  examiner  for  the 
American  Board  of  Psychiatry  and  Neurology  in 
Houston  in  April,  spoke  at  the  12th  annual  Sympo- 
sium on  Medicine  and  Religion  in  Portsmouth.  VA, 
and  chaired  a panel  on  clinical  adaptive  function  of 
religion  during  a meeting  of  the  American  Psychiat- 
ric Association  in  New  Orleans. 

Carl  Evers  of  UMC  attended  the  recent  meeting  of 
the  Southern  Group  on  Student  Affairs,  Association 
of  American  Medical  Colleges,  as  president-elect. 

Luther  Fisher  of  UMC  was  consultant  to  the  Amer- 
ican Leprosy  Mission  in  Belem,  Brazil  and  Ascen- 
sion, Paraguay,  in  April. 

W.  R.  Gillis  of  UMC  spoke  during  the  recent  meet- 
ing of  the  Association  of  American  Medical  Col- 
leges on  St.  Simon's  Island,  GA. 

Richard  T.  Green  announces  the  opening  of  his 
office  for  the  practice  of  internal  medicine  at  921  6th 
Avenue  in  Picayune. 

Armin  Haerer  of  UMC  presented  a paper  at  the 
American  Academy  of  Neurology  meeting  in  Toron- 
to. 

James  Hardy  of  UMC  presented  a paper  at  a meet- 
ing of  the  American  Association  for  Thoracic 
Surgery  in  Washington,  DC,  and  delivered  the  Third 
John  L.  Madden  Lecture  in  Hershey,  PA,  at  the  New 
York  State  Conjoined  Surgical  Symposium. 

Brent  Harrison  of  UMC  presented  a paper  to  the 
Keats  Radiologic  Society  in  Charlottesville,  VA. 
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Leroy  Howell  of  Starkville  has  been  re-certified  by 
the  American  Academy  of  Family  Physicians. 

James  Hughes  of  UMC  taught  a course  at  the  Uni- 
versity of  South  Carolina  in  Greenville,  SC,  in 
April. 

John  Jackson  of  UMC  spoke  at  a symposium  on 
developmental  disabilities  at  the  Northwest  Missis- 
sippi Retardation  Center  in  Oxford. 

Herbert  Langford  of  UMC  was  in  Birmingham, 
England,  Paris,  and  Glasgow,  Scotland  as  invited 
lecturer  in  April,  was  speaker  at  the  National  Con- 
ference on  High  Blood  Pressure  Control  in  New 
York,  and  lectured  at  the  National  Osteopathic 
Health  Conference  in  Kansas  City,  MO. 

Mark  Leifer  has  been  accepted  into  membership  by 
the  American  College  of  Physicians. 

Rodney  Meeks  of  UMC  presented  a paper  at  the 
Family  Practice  Geriatrics  Conference  in  Columbus, 
GA. 

Francis  Morrison  of  UMC  presented  a paper  at  the 
South  Central  Association  of  Blood  Banks  meeting 
in  Oklahoma  City,  OK. 

Norman  Nelson  of  UMC  spoke  to  the  New  Orleans 
Chapter  of  the  University  of  Mississippi  Alumni 
Association  in  May  and  was  in  Baton  Rouge  as 
visiting  professor  during  the  annual  spring  meeting 
of  the  Earl  K.  Long  Hospital  staff. 

William  B.  Profilet,  Jr.  announces  the  opening  of 
his  office  for  the  practice  of  obstetrics  and  gynecolo- 
gy at  116  East  Academy  Street  in  Canton. 


DEATHS 


McLean,  Robert  Beatty,  Jackson.  Bom  Mem- 
phis, TN,  Mar,  3,  1905;  M.D.,  Vanderbilt  Universi- 
ty School  of  Medicine,  Nashville,  1928;  interned 
Nashville  Protestant  Hospital  and  Charity  Hospital, 
Nashville,  1926-28;  surgery  residency.  New  York 
City,  1928-31;  Emeritus  member  of  MSMA  and 
AMA;  died  April  6,  1981,  age  76. 

Stowers,  Kurtz  Bishop,  Natchez.  Bom  Natchez, 
MS,  Aug.  10,  1930;  M.D.,  Johns  Hopkins  Universi- 
ty School  of  Medicine,  Baltimore,  1956;  interned 
Grady  Memorial  Hospital,  Atlanta,  one  year; 
surgery  residency,  same,  1957-61;  died  March  31, 
1981,  age  50. 
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Acute  pain 

is  no  laughing  matter. 


The  first  pre 

scription  for 

the  first  day; 

$ of  acute  pain 

Empirin6  c Codeine  #3 

Each  tablet  contains:  aspirin,  325  mg;  plus  codeine 
phosphate,  30  mg,  (Warning  — may  be  habit-forming). 

For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 

The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 

For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with  . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


EMPIRIN®  with  Codeine 


DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  of  the 
following  strengths  No  2 — 15  mg.  No  3 — 30  mg,  and  No  4 — 60  mg  (Warning  — may  be  habit-forming  ) 
CONTRAINDICATIONS  Hypersensitivity  to  aspirin  or  codeine 

WARNINGS 


Drug  dependence  Empirin  with  Codeine  can  produce  drug  dependence  ol  the  morphine  type  and.  therefore,  has  the 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repeated  administra- 
tion of  this  diug  and  it  should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the  use  of  other 
oral,  narcotic-containing  medications.  Like  other  narcotic-containing  medications,  the  drug  is  subject  to  the  Federal  Con- 
trolled Substances  Act 


Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as  dnvmg  a car  or  operating  machmety.  The  patient  using  this  drug  should 
be  cautioned  accordingly. 


Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 
anesthetics,  phenothiazines,  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression  When  such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced 

Use  in  pregnancy:  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  fetal  development. 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  ludgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 


PRECAUTIONS 

Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  miury,  other  intracranial  lesions  or 
a pre-existing  increase  in  intracranial  pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries 

Acute  abdominal  conditions:  The  administration  of  Empmn  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal  conditions. 

Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies  patients  with  nasal 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin. 

risk  patients:  Empirin  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism.  Addisons  disease,  prostatic 
or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders 
REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  light-headedness,  dizziness 
nausea  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatory  than  in  nonambulatory  patients  and 
of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
constipation,  and  pruritus. 

frequently  observed  reactions  to  aspirin  include  headache,  vertigo,  ringing  in  the  ears,  mental  confusion,  drowsi- 
sweatmg,  thirst,  nausea,  and  vomiting.  Occasional  patients  experience  gastric  irritation  and  bleeding  with  aspirin. 

are  unable  to  take  salicylates  without  developing  nausea  and  vomiting.  Hypersensitivity  may  be  manifested  by 
rash  or  even  an  anaphylactic  reaction  With  these  exceptions,  most  of  the  side  effects  occur  alter  repeated  admmistra- 
doses. 

AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  seventy  of  the  pain  and  the  response  of  the 
It  may  occasionally  be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  of  more  severe  pam  or  in 
who  have  become  tolerant  to  the  analgesic  effect  of  narcotics.  Empirin  with  Codeine  is  given  orally.  The  usual 
tor  Empirin  with  Codeine  No  2 and  No  3 is  one  or  two  tablets  every  four  hours  as  required  The  usual  adult  dose 
with  Codeine  No  4 is  one  tablet  every  four  hours  as  required. 
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DRUG  INTERACTIONS:  The  CNS  depressant 
Of  Empirin  with  Codeine  may  be 
with  that  of  other  CNS  depressants. 
WARNINGS. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Concerns  Cited 
At  Conference  on  Aging 

A lack  of  coordination  among  programs  designed 
to  assist  the  elderly  was  the  main  concern  expressed 
at  a recent  statewide  Conference  on  Aging  in  Jack- 
son. 

The  meeting,  which  precedes  a White  House  Con- 
ference on  Aging  to  be  conducted  in  Washington 
later  this  year,  was  attended  by  some  300  persons. 

The  “lack  of  coordination"  theme  was  also  ex- 
pressed in  a workshop  on  health  care.  Many  partici- 
pants agreed  that  something  must  be  done  to  get 
government  agencies  providing  health-related  ser- 
vices to  work  together. 

Responsibility  for  the  health  of  senior  citizens 
belongs  to  them  and  not  a physician  or  a hospital, 
several  participants  said.  The  use  of  senior  citizen 
multi-purpose  centers  for  medical  self-care  work- 
shops was  one  suggestion  put  forth  to  improve  the 
health  of  senior  citizens.  Others  suggested  that 
rather  than  waiting  until  illness  strikes,  doctors  and 
patients  should  together  plan  long-term  comprehen- 
sive health  programs. 

Dr.  David  B.  Wilson  of  Jackson  served  as  coordi- 
nator of  the  Conference  on  Aging. 


Hospital  Designates  Surgery  Unit 
As  Caldwell  Memorial 

The  North  Mississippi  Medical  Center  in  Tupelo 
has  designated  a new  short-stay  surgery  unit  in  honor 
of  the  late  Robert  S.  Caldwell,  M.D.  Dedication 
ceremonies  for  the  12-room  unit  were  held  May  24. 

Dr.  Caldwell,  who  was  president-elect  of  the  Mis- 
sissippi State  Medical  Association  at  the  time  of  his 
death  in  1979,  spent  some  20  years  in  the  practice  of 
surgery  in  Tupelo. 

Hospital  spokesmen  noted  that  the  unit  was  built 
in  an  effort  to  hold  down  patient  costs,  as  well  as  to 
free  beds  for  patients  who  require  more  intensive 
care.  Throughout  his  practice  years.  Dr.  Caldwell 
was  known  to  support  new  programs  that  would 
benefit  both  the  patient  and  the  physician. 

The  unit  is  operated  by  a registered  nurse,  a 
licensed  practical  nurse,  and  a ward  secretary. 
Physicians  make  the  final  decision  whether  patients 
are  candidates  for  the  unit.  The  hospital  reports  that 
patient  response  to  the  short-stay  unit  has  been  very 
good. 


Major  Change  Made 
In  Medicare  Claim  Processing 

Medicare's  allowable  charge  screens  are  updated 
on  July  1 of  each  year  based  on  charge  data  in  the 
previous  calendar  year.  In  the  past,  the  updated 
allowances  were  applied  to  all  claims  processed  after 
the  update.  Effective  July  1,  1981,  “The  Omnibus 
Reconciliation  Act  of  1980,"  (Public  Law  96-499) 
requires  that  allowable  charge  determinations  shall 
be  based  on  profiles  in  effect  on  the  date  the  service 
is  rendered  rather  than  the  date  the  claim  is  pro- 
cessed. 

Because  of  this  change  in  pricing  methodology. 
Travelers’  Medicare  recommends  that  claims  and 
itemized  bills  with  inclusive  dates  of  service  encom- 
pass only  one  calendar  month  per  line  billed. 

The  updated  profile  will  be  applied  to  charges  for 
services  rendered  on  July  1 and  after.  Charges  for 
services  rendered  prior  to  July  1 will  continue  to  be 
priced  using  the  profiles  in  effect  for  the  July  1,  1980 
— June  30,  1981  profile  year. 


1 1 4th  Annual 
Session 
of  MSMA 

May  2-6,  1982 
Biloxi  Hilton,  Biloxi 

Mark  Your  Calendars  Now! 

And  plan  to  be  there  for  MSMA's 
big  125th  anniversary. 
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PLACEMENT  SERVICE 


Physicians  Wanted 

Anesthesiologist  to  join  large  community  hospi- 
tal. Contact  Tom  Askew,  Administrator,  Green- 
wood-Leflore  County  Hospital,  Greenwood,  MS 
38930. 

General  Practice  opportunity  in  group  practice  on 
Gulf  Coast.  No  initial  investment.  Excellent  hospital 
facilities.  Contact:  W.  E.  Calhoun,  M.D.  and  W.  P. 
Warfield,  M.D.,  P.O.  Box  764,  Moss  Point,  MS 
39563;  telephone  (601)  475-8821 

Situations  Wanted 

Board  eligible  anesthesiologist  seeks  practice 
location.  M.D.  from  M.  P.  Shah  Medical  College, 
Jamnagar,  India,  1971.  Anesthesiology  residency  at 
University  of  Tennessee,  1980.  Married.  Contact 
Mohanlal  L.  Patel,  M.D.,  5289  Queen  Anne  Dr., 
Memphis,  TN  38134. 

Pediatrician  completing  military  obligation  in 
November  seeks  practice  opportunity  in  single  spe- 
cialty, multi-specialty  or  partnership  position  in 
community  of  20,000-80,000  population.  Contact 
David  W.  Drennen,  M.D.,  9998A  Saint  Onge  Ave- 
nue, Ellsworth  AFB,  SD  57706. 

Pediatrician  seeks  practice  location  upon  comple- 
tion of  residency  in  July  1981.  Contact  J.  K. 
Angrish.  M.D.,  1222  Vincent  Ct.,  #4,  Flint,  MI 
48503. 

Pathologist — Board  Eligible.  University  trained. 
Completing  residency.  Available  July  1981.  Contact 
Ashraf  Mohammad,  M.D. , University  Medical  Cen- 
ter, 2500  North  State  St.,  Jackson,  MS  39216. 

Cardiologist  seeks  solo  or  group  practice  opportu- 
nity in  hospital-based  consultative  practice.  Com- 
pleting fellowship  in  June  1981.  Contact  Amar  De- 
Sai,  M.D.,  1003  Fenley  Ave.,  Louisville,  KY 
40222. 

Pediatrician  and  Pathologist  (husband  and  wife) 
seek  practice  opportunity.  Available  July  1981. 
Contact  Michael  M.  Lessner,  M.D.  and  Evelyn  J. 
Diehl,  M.D.,  1920  Cheremoya  Ave.,  Los  Angeles, 
CA  90068. 


Pathologist  especially  interested  in  coagulation  and 
blood  banking  seeks  hospital-based  position.  Con- 
tact Daniel  Williams,  Jr.,  M.D.,  77  Rippowam  Rd., 
Apt.  A,  Stamford.  CT  06902. 

General  Practitioner  seeks  practice  location  in 
small  community.  Contact  Keith  Hummed,  M.D., 
405  Mesaba  Ave.,  Apt.  5C,  Duluth,  MN  55806. 

Ophthalmologist  seeks  practice  location  upon 
completion  of  military  service  in  January  1982. 
Contact  John  R.  Wood,  M.D.,  8430  Rocky  Path, 
San  Antonio,  TX  78250. 


CLASSIFIED 


Family  physicians  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour 
from  Birmingham.  Faculty  appointment  with  Fami- 
ly Practice  Center  at  University  of  Alabama  if  qual- 
ified. Join  established  practice  or  work  individually. 
Salary  of  $42,000  to  $55,000  guaranteed  until  prac- 
tice is  self-sufficient.  Generous  fringe  benefits  in- 
clude life,  disability,  health,  retirement,  and  mal- 
practice insurance,  two  weeks  continuing  education, 
and  three  weeks  annual  leave.  All  equipment,  in- 
cluding x-rays  and  lab,  furniture,  and  supplies  pro- 
vided. Management  services  including  personnel, 
payroll,  tax  reports,  and  billing  provided.  If  invited 
to  visit,  all  expenses  will  be  paid.  All  moving  ex- 
penses covered.  Write  Health  Development  Cor- 
poration, P.O.  Box  1486,  Tuscaloosa,  AL  35403,  or 
telephone  Frank  Cochran  collect  at  758-7545  for 
more  information. 

Obstetrician-Gynecologist  to  join  15-member 
multispecialty  group,  associated  with  JCAH- 
approved  hospital.  Associate  partner  status  first  year 
with  guarantee  plus  percentage.  No  investment. 
Contact  Karl  Hatten,  M.D.,  or  H.  Dean  Andrews, 
Administrator,  Vicksburg  Clinic,  Vicksburg,  MS 
39180. 

Clay  Adams  Electronic  cell  counter.  Performs 
HGB,  RBC,  WBC;  List  $6,950.00  — sacrifice 
$3,500.00.  Contact  Robert  T.  Cates,  M.D.,  (601) 
856-6000. 
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Orthopedic  Surgeon  to  join  15-member  multispe- 
cialty group,  associated  with  JCAH-approved  hos- 
pital . Associate  partner  status  first  year  with  guaran- 
tee plus  percentage.  No  investment.  Contact  Karl 
Hatten,  M.D.,  or  H.  Dean  Andrews,  Administrator, 
Vicksburg  Clinic,  Vicksburg,  MS  39180. 

Immediate  Openings  in  Internal  Medicine,  Pediat- 
rics, Family  Practice  and  Industrial  Medicine.  Fif- 
teen-member multispecialty  group  associated  with 
JCAH-sponsored  hospital.  No  investment.  Contact 
Karl  Hatten,  M.D.,  or  H.  Dean  Andrews,  Adminis- 
trator, Vicksburg  Clinic,  Vicksburg,  MS  39180. 

Gynecologist  Wanted  — for  position  with  a 
women’s  medical  facility  located  near  New  Orleans, 
LA.  Our  clinic  offers  first  trimester  pregnancy  ter- 
minations and  routine  gyn  care.  Special  training  is 
available.  Remuneration  — excellent.  A physician 
wishing  to  establish  his/her  practice  would  find  the 
clinic  most  satisfying.  Please  send  curriculum  vitae 
to  Medical  Director,  Metairie  Women’s  Medical 
Center,  3008  19th  Street,  Metairie,  LA  70002. 


200  Milliamps  office  x-ray  unit,  complete  with 
table,  stand  and  new  tube,  and  tank  developing  sys- 
tem, pig-o-stat,  x-ray  file  storage,  mobile  screen, 
chest  plate  rack,  apron  and  accessories.  $8,000. 
Available  now.  Contact  Dr.  Lyle,  Starkville  Chil- 
dren’s Clinic,  P.O.  Box  1507,  Starkville,  MS 
39759;  (601)  323-7510. 

CompHealth  — Locum  Tenens  — Physicians 
covering  physicians,  nationwide,  all  specialties.  We 
provide  cost  effective  quality  care.  Call  us  day  or 
night.  T.  C.  Kolff,  MD,  President,  CompHealth, 
175  W.  200  S.,  Salt  Lake  City,  Utah  84101.  (801) 
532-1200. 


This  publication 
is  available  in  microform. 

University  Microfilms  International 

300  North  Zeeb  Road  30-32  Mortimer  Street 

Dept.  RR.  Dept  PR 

Ann  Arbor,  Mi  48106  London  WIN  7RA 

U.S.A.  England 
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MEETINGS 


National  and  Regional 

American  Medical  Association.  Annual  Meeting.  June  13-17,  1982. 
Chicago.  James  H.  Sammons,  Executive  Vice  President,  535  N. 
Dearborn  St..  Chicago,  IL  60610. 


State  and  Local 

Mississippi  State  Medical  Association,  1 14th  Annual  Session, 
May  2-6,  1982,  Biloxi.  Charles  L.  Mathews,  Executive 
Secy.,  735  Riverside  Drive,  P.O.  Box  5229,  Jackson  39216. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting, 
July  29- August  1 , 1981 , Biloxi.  Mrs.  Alyce  Palmore,  Execu- 
tive Secy.,  P.O.  Box  12330,  Jackson  39211. 

Amite-Wilkinson  Counties  Medical  Society,  3rd  Monday, 
March,  June,  September,  December.  James  S.  Poole,  Secy., 
The  Gloster  Clinic,  Gloster  39638,  Counties:  Amite,  Wilkin- 
son. 

Central  Medical  Society , 1st  Tuesday,  January,  April,  October, 
December,  6:30p.m.,  Primos  Northgate  Restaurant,  Jackson. 
Patsy  Douglas,  Executive  Secy.,  B6  Medical  Arts  Bldg., 
1151  N.  State  St.,  Jackson  39201.  Counties:  Hinds,  Leake, 
Madison,  Rankin,  Scott,  Simpson,  Yazoo. 

Claiborne  County  Medical  Society,  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital,  Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County: 
Claiborne. 

Clarksdale  and  Six  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  p.m.,  Clarks- 
dale. Rodney  Baine,  Secy.,  1 10  Yazoo  Ave.,  Clarksdale 
38614.  Counties:  Coahoma,  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Society,  1st  Wednesday,  January, 
March,  May,  September  and  November.  H.  S.  Barrett,  Secy., 
P.O.  Box  1898,  Gulfport  39501.  Counties:  Hancock,  Harri- 
son, Stone. 

Delta  Medical  Society,  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751. 
Counties:  Bolivar,  Humphreys,  Leflore,  Sunflower,  Wash- 
ington. 

DeSoto  County  Medical  Society,  3rd  Thursday,  February  and 
August,  1:00  p.m.,  Kenny’s  Restaurant,  Hernando.  Malcolm 
D.  Baxter,  Jr.,  Secy.,  Baxter  Clinic,  Hernando  38632. 
County:  DeSoto. 

East  Mississippi  Medical  Society,  1st  Tuesday,  February,  April. 
June,  October.  December.  J.  Barry  Gilbert,  Secy.,  Mail:  Ms. 
Jenkins,  1415  50th  Ave.,  Meridian  39301 . Counties:  Clarke, 
Kemper,  Lauderdale,  Neshoba,  Newton,  Winston. 

Homochitto  Valley  Medical  Society,  1st  Tuesday,  February, 
June,  September,  December,  Ramada  Inn,  Natchez.  Walter 
T.  Colbert,  Secy..  P.O.  Box  1488,  Natchez  39120.  Counties: 
Adams,  Jefferson. 

North  Central  District  Medical  Society,  3rd  Wednesday, 
March,  June,  September,  December.  Robert  L.  Coggin.  Pres, 
and  Secy.,  965  Avent  Dr.,  Grenada  38901.  Counties:  Attala, 
Carroll,  Choctaw,  Grenada,  Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Society,  1st  Thursday.  March. 
June,  September,  December.  Roger  L.  Lowery,  Secy.,  618 
Pegram  Dr.,  Tupelo  38801.  Counties:  Alcorn,  Calhoun, 
Chickasaw,  Itawamba,  Lee,  Monroe,  Pontotoc,  Prentiss, 
Tishomingo,  Union. 

North  Mississippi  Medical  Society,  1st  Thursday,  March,  Au- 
gust, December.  Cherie  Friedman,  Secy.,  424  South  5th, 
Oxford  38655.  Counties:  Benton,  Lafayette,  Marshall, 
Panola,  Tate,  Tippah,  Yalobusha. 

Pearl  River  Count y Medical  Society,  2nd  Monday,  March,  June, 
September,  December.  J.  C.  Griffing,  Secy.,  Crosby  Memo- 
rial Hospital,  Picayune  39466.  County:  Pearl  River. 


Prairie  Medical  Society’,  2nd  Tuesday,  March,  June,  Septem- 
ber, December.  Albert  H.  Laws,  Secy.,  816  Second  Ave. 
North,  Columbus  39701.  Counties:  Clay,  Oktibbeha, 
Lowndes.  Noxubee. 

Singing  River  Medical  Society,  3rd  Monday,  February,  May, 
August,  November.  Robert  D.  Holbert,  Secy.,  P.O.  Box 
1502,  Pascagoula  39567.  County:  Jackson. 

South  Central  Mississippi  Medical  Society,  2nd  Tuesday, 
March.  June,  September,  December.  Julian  T.  Janes,  Secy., 
304  Clark,  McComb  39648.  Counties:  Copiah,  Franklin, 
Lawrence,  Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Society , 2nd  Thursday,  March,  June, 
September,  December.  Douglas F.  Thomas,  Secy.,  415  South 
28th  Ave. , Hattiesburg  39401 . Counties:  Covington,  Forrest, 
George,  Greene,  Jasper,  Jefferson  Davis,  Jones,  Lamar, 
Marion,  Perry,  Smith.  Wayne. 

1 Vest  Mississippi  Medical  Society,  2nd  Tuesday,  January, 
March,  May,  September,  October,  November,  6:30  p.m.. 
Magnolia  Motor  Motel,  Vicksburg.  Martin  E.  Hinman, 
Secy.,  The  Street  Clinic,  Vicksburg  39180.  Counties:  Is- 
saquena, Sharkey,  Warren. 


Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organiza- 
tions have  been  accredited  in  accordance  with  the  “Essentials 
for  Accreditation  of  Institutions  and  Organizations  Offering 
Continuing  Medical  Education  Programs"  of  the  Liaison  Com- 
mittee on  Continuing  Medical  Education.  Information  concern- 
ing CME  programs  for  physicians  offered  by  these  accredited 
sources  may  be  obtained  by  writing  the  Director,  Continuing 
Medical  Education,  at  the  individual  institution  or  organization. 


Council  on  Scientific  Assembly 

Mississippi  State  Medical  Association 
735  Riverside  Drive 
Jackson,  MS  39216 

North  Mississippi  Medical  Center 
830  Gloster  Avenue 
Tupelo.  MS  38801 

Forrest  General  Hospital 
Box  1897 

Hattiesburg,  MS  39401 

Mississippi  Baptist  Hospital 
1225  N.  State  Street 
Jackson,  MS  39201 

Gulf  Coast  Community/Gulfport 
Memorial  Hospital  Consortium 
4642  W Beach  Boulevard 
Biloxi,  MS  39531 

Jefferson  Davis  Memorial  Hospital 
Box  1488 

Natchez,  MS  39120 

King’s  Daughter  Hospital 
Box  948 

Brookhaven,  MS  39601 

Delta  Medical  Center 
Greenville,  MS  38701 

Riverside  Hospital 
Lakeland  Drive 
Jackson.  MS  39208 


Mississippi  Radiological  Society 
316  Medical  Arts  Building 
Jackson.  MS  39201 


Northwest  Mississippi  Regional  Medical  Center 
Box  1218 

Clarksdale.  MS  38614 


Mississippi  Chapter 

American  College  of  Surgeons 
Box  5229 

Jackson,  MS  39216 

Mercy  Regional  Medical  Center 
100  McAuley  Drive 
Vicksburg.  MS  39180 


North  Panola  County  Hospital 
Drawer  160 
Sardis.  MS  38666 

Singing  River  Hospital 
2809  Denny  Avenue 
Pascagoula.  MS  39567 

Magnolia  Hospital 
Alcorn  Drive 
Corinth.  MS  38834 


Greenwood  Leflore  Hospital 
1508  Leflore  Avenue 
Greenwood.  MS  38930 


Howard  Memorial  Hospital 
1559  Lafayette  St. 

Biloxi.  MS  39533 


Limbitrd 

tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(os  the  hydrochlonde  salt) 
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In  anxious  depression, 

SPECIFIC  FOR  THE  NONPSYCHOTIC  PATIENT 


Fits  the  picture  of 

anxiety/depression 

correlation 

Most  patients  with  a mood  disorder  have  a 
mixture  ot  anxiety  and  depression.  One 
clinician'  found  a correlation  of  0.7  in 
anxiety  and  depression  scores;  another2  has 
estimated  that  7 of  10  nonpsychotic 
depressed  patients  are  also  anxious.  For  the 
dual  symptomatology  of  anxious  depression, 
Limbitrol  provides  dual  medication. 


More  appropriate 
for  the  nonpsychotic 
depressed  and 
anxious  patient 

Limbitrol  contains  both  amitriptyline,  specific 
for  symptoms  of  depression,  and  a 
benzodiazepine,  specific  for  the  symptoms  of 
anxiety.  Thus  it  is  a better  choice  than  other 
dual  agents  for  anxious  depression  that 
contain  a phenothiazine,  a class  of 
antipsychotic  drugs  less  specific  for  anxiety 
and  now  generally  avoided  in  nonpsychotic 
patients.2-3 


Avoids  the  risk  of  tardive 
dyskinesia  carried 
by  the  phenothiazine 
combinations 

The  causal  relationship  between  the 
phenothiazines  and  other  extrapyramidal 
side  effects,  including  tardive  dyskinesia,  is 
well  established.  In  contrast,  the  reported 
incidence  of  these  adverse  reactions  with 
Limbitrol  or  either  of  its  components  is  rare. 

References:  1.  Claghorn  J Psychosomatics  1 1 438-441, 
Sept-0ctl970  2.  Rickels  K Drug  treatment  of  anxiety  in 
Psychopharmacology  in  the  Practice  of  Medicine  edited  by 
JarvikME  New  York,  Appieton-Century-Crofts,  1977,  p 316 
3.  Baldessarim  RJ,  Tarsy  D Tardive  dyskinesia,  in 
Psychopharmacology  A Generation  of  Progress  edited  by 
Lipton  MA,  DiMdscio  A,  Killam  KF  New  York,  Raven  Press, 
1978,  p 999 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  moderate  to  severe  depres- 
sion associated  with  moderate  to  severe  anxiety. 
Contraindications:  Known  hypersensitivity  to  ben- 
zodiazepines or  tricyclic  antidepressants.  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO 
inhibitors  since  hyperpyretic  crises,  severe  con- 
vulsions and  deaths  have  occurred  with  con- 
comitant use.  then  initiate  cautiously,  gradually 
increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 
Warnings:  Use  with  great  care  in  patients  with 
history  of  urinary  retention  or  angle-closure 
glaucoma  Severe  constipation  may  occur  in 
patients  taking  tricyclic  antidepressants  and  anti- 
cholinergic-type  drugs.  Closely  supervise  car- 
diovascular patients  (Arrhythmias,  sinus  tachycar- 
dia and  prolongation  of  conduction  time  reported 
with  use  of  tricyclic  antidepressants,  especially 
high  doses.  Myocardial  infarction  and  stroke 
reported  with  use  of  this  class  of  drugs.)  Caution 
patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental 
alertness  (e  g , operating  machinery,  driving). 
Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  the  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Since  physical  and  psychological  dependence  to 
chlordiazepoxide  have  been  reported  rarely,  use 
caution  in  administering  Limbitrol  to  addiction- 
prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  following  discon- 
tinuation of  either  component  alone  have  been 
reported  (nausea,  headache  and  malaise  for 
amitriptyline,  symptoms  [including  convulsions] 
similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide). 


Precautions:  Use  with  caution  in  patients  with  a 
history  of  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medication,  and  in  patients  with  im- 
paired renal  or  hepatic  function  Because  of  the 
possibility  of  suicide  in  depressed  patients,  do  not 
permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treat- 
ment Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Con- 
comitant use  with  other  psychotropic  drugs  has  not 
been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit 
concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about 
pregnancy.  Limbitrol  should  not  be  taken  during 
the  nursing  period  Not  recommended  in  children 
under  12  In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  over- 
sedation. confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are 
those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring 
reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness, 
restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunc- 
tion have  been  observed  rarely. 

The  following  list  includes  adverse  reactions  not 
reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachy- 
cardia, palpitations,  myocardial  infarction,  arrhyth- 
mias, heart  block,  stroke. 

Psychiatric:  Euphoria,  apprehension,  poor  con- 
centration, delusions,  hallucinations,  hypomania 
and  increased  or  decreased  libido 
Neurologic.  Incoordination,  ataxia,  numbness,  tin- 
gling and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG 
patterns 

Anticholinergic:  Disturbance  of  accommodation, 
paralytic  ileus,  urinary  retention,  dilatation  of  uri- 
nary tract 


Allergic  Skin  rash,  urticaria,  photosensitization, 
edema  of  face  and  tongue,  pruritus 
Hematologic:  Bone  marrow  depression  including 
agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomit- 
ing, anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue 

Endocrine:  Testicular  swelling  and  gynecomastia  in 
the  male,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female  and 
elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased 
perspiration,  urinary  frequency,  mydriasis,  jaun- 
dice, alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  sus- 
pected of  having  taken  an  overdose  Treatment 
is  symptomatic  and  supportive  I V.  administration 
of  1 to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  of  amitriptyline 
poisoning  See  complete  product  information  for 
manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  se- 
verity and  patient  response  Reduce  to  smallest 
effective  dosage  when  satisfactory  response  is 
obtained  Larger  portion  of  daily  dose  may  be 
taken  at  bedtime  Single  h s dose  may  suffice  for 
some  patients  Lower  dosages  are  recommended 
for  the  elderly 

Limbitrol  10-25.  initial  dosage  of  three  to  four 
tablets  daily  in  divided  doses,  increased  to  six 
tablets  or  decreased  to  two  tablets  daily  as  re- 
quired Limbitrol  5-12.5,  initial  dosage  of  three  to 
four  tablets  daily  in  divided  doses,  for  patients  who 
do  not  tolerate  higher  doses 
How  Supplied:  White,  film-coated  tablets,  each 
containing  10  mg  chlordiazepoxide  and  25  mg 
amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlor- 
diazepoxide and  12  5 mg  amitriptyline  (as  the 
hydrochloride  salt) — bottles  of  100  and  500, 
Tel-E-Dose1’'  packages  of  100,  available  in  trays  of 
4 reverse-numbered  boxes  of  25,  and  in  boxes 
containing  10  strips  of  10.  Prescription  Paks  of  50 

ROCHE  PRODUCTS  INC 
Manati.  Puerto  Rico  00701 


MORE  DEPRESSION 
MEANS  MORE  ANXIETY.. 


The  graph  illustrates  the  close  correlation 
between  depression  and  anxiety  derived 
through  the  MMPI  and  the  Taylor  Manifest 
Anxiety  Scale  in  100  nonpsychotic  psychi- 
atric patients.  The  Coefficient  of  Correlation  is 
0.7.  As  depression  increased,  so  did  the 
anxiety  levels. 
—Adapted  from  Claghorn  J1 


A key  reason  why 


MORE  PHYSICIANS  ARE  CHOOSING 

LIMBITROE 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


1.  Claghorn  J:  Psychosomatics  11 438-441,  Sept-Oct  1970 

Please  see  summary  of  product  information  on  inside  cover. 
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State  Medical  Association 


Examine  Me. 


During  the  past  several  years,  I have  heard  my  name  mentioned 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspapers, 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  the 
phrases  “overmedicated  society, ” “overuse, ” “misuse/’  and  “abuse,”  my 
name  is  one  of  the  reference  points.  Sometimes  even  the  reference  point. 

These  current  issues,  involving  patient  compliance  or  dependency- 
proneness,  should  be  given  careful  scrutiny,  for  they  may  impede  my 
overall  therapeutic  usefulness.  As  you  know,  a problem  almost  always 
involves  improper  usage.  When  I am  prescribed  and  taken  correctly, 

I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for  me. 
Consider  your  patients  with  heart  problems,  G.I.  problems,  and  inter- 
personal problems  who,  when  their  anxiety  was  severe,  have  been  able 
to  benefit  from  the  medication  choice  you’ve  made.  Recall  how  often 
you’ve  heard,  as  a result,  “Doctor,  I don’t  know  what  I would  have  done 
without  your  help.  ” 

You  and  I can  feel  proud  of  what  we’ve  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

If  you  examine  and  evaluate  me  in  the  light  of  your  own  experience, 
you’ll  come  away  with  a confirmation  of  your  knowledge  that  lama  safe 
and  effective  drug  when  prescribed  judiciously  and  used  wisely. 

For  a brief  summary  of  product  information  on  Valium  (diazepam/ 
Roche)  (jv  , please  see  the  following  page.  Valium  is  available  as  2-mg, 
5-mg  and  10-mg  scored  tablets. 
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Valium© 

diazepam/Roche 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  adiunctive- 
ly  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by  upper  motor  neuron 
disorders,  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam  Roche)  in  long 
term  use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  cqmplete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and'or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines.  nar- 
cotics, barbiturates.  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz 
epmes  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness  confusion,  diplopia  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  ]aundice.  skin  rash  ataxia  constipation, 
headache,  incontinence,  changes  in  salivation  slurred 
speech  tremor,  vertigo,  urinary  retention,  blurred  vision 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  |aundice,  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to 
10  mg  b i d to  q i d alcoholism,  10  mg  t i d or  q i d 
in  first  24  hours,  then  5 mg  t i.d  or  q i d as  needed 
ad|unctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q i d . adiunctively  in  convulsive  disorders,  2 to  10  mg 
bid  to  q i d Geriatric  or  debilitated  patients  2 to 
2 vs  mg,  1 or  2 times  daily  initially,  increasing  as  needed 
and  tolerated  (See  Precautions  ) Children  1 to  2V2  mg 
t i d or  q i d initially,  increasing  as  needed  and  toler- 
ated (not  for  use  under  6 months) 

Supplied:  Valium *■  (diazepam/Roche)  Tablets  2 mg 
5 mg  and  10  mg— bottles  of  100  and  500,  Tel-E  Dose’ 
packages  of  100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25  and  in  boxes  containing  10  strips 
of  10.  Prescription  Paks  of  50.  available  in  trays  of  10 

/a nru r\  Roche  Laboratories 
\ HUCHE  y Division  of  Hoffmann-La  Roche  Inc 
\ A Nutley.  New  Jersey  07110 
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COM  KEY  SYSTEMS 


TALK,  PAGE,  PLAY  MUSIC,  CALL 
CONFERENCES,  GUARD  YOUR  PRIVACY 
AND  WORKOVERTIME. 

ALLTHIS,  PLUS  BELL  SERVICE  THAT 
DOESN'T  QUIT 


Com  Key*  systems  are  a whole  new  family  of 
phones  that  can  adapt  to  your  business  needs 
Designed  to  give  you  better,  faster  telecommuni- 
cations. With  your  employees,  customers, 
and  suppliers 

If  your  business  requires  several  phone  lines, 
we  have  a Com  Key  system  that  can  handle  up  to 
21  incoming  lines  and  route  calls  to  as  many  as  52 
stations  But,  if  your  needs  aren't  that  large,  investi- 
gate others  in  our  Com  Key  family— a smaller 
system  may  ideally  answer  your  needs 

Standard  features  on  all  Com  Key  systems 
include: 

• Two  distinctive  tones  that  let  you  distinguish 
internal  from  external  calls  If  you're  already  on  the 
phone,  a muted  verbal  message  or  tone  lets  you 
know  another  call  is  standing  by 

• Multi-line  conferencing  that  can  connect  your 
business  line  with  two  or  more  outside  lines 

• Line  buttons  that  pop  up  automatically  when 
you  hang  up  to  minimize  the  chance  of  someone 
inadvertently  picking  up  during  your  conversation 

• Your  choice  of  console  faceplates,  in  colors 
or  woodgrain,  to  complement  office  decor 


Optional  features  include 
• A ringing  feature  that  keeps  your 
phones  working  even  if  outside 
power  fails 

• Paging  systems  that  can  broadcast 
messages  to  an  entire  office  area  or  to  specific 
departments  Or  carry  background  music.  (That 
same  music  can  be  piped  into  the  system's  "hold" 
function,  for  waiting  callers  ) 

• A night  transfer  option  (standard  on  the 
model  416)  to  connect  after-hours  incoming  calls 
to  any  phone  in  your  system. 

• A privacy  feature  that  keeps  your  conversa- 
tions confidential  when  needed 

• Pre-set  conferencing  that  will  nng  pre- 
selected combinations  of  phones  simultaneously 
(a  feature  that  could  make  lots  of  office 
memos  obsolete). 

Two  more  important  considerations  in  any 
business  phone  decision  service  and  maintenance 
At  Bell,  we  take  total  responsibility 

So,  before  you  choose  a new  office  telephone 
system,  call  in  a South  Central  Bell  Account 
Executive  at  no  extra  cost  And  get  the  total  story 
on  Com  Key  systems 

(2)  South  Central  Bell 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is 
indicated  in  the  treatment  ot  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae),  Haemophilus  influenzae,  and  S 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 

Warnings:  in  penicillin-sensitive  patients. 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS,  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor,  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions:  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms.  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor.  a false- 
positive reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict's  and  Fehling's 
solutions  and  also  with  Climtest*  tablets  but  not  with 
Tes-Tape"  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 

Usage  in  Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  1 2 times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy— Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia  arthritis,  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  1 00  patients) 

Causal  Relationship  Uncertain— Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
AVepaZ/c — Slight  elevations  in  SGOT,  SGPT,  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200).  [iobosor] 

• Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either  S 
pneumoniae  or  H influenzae  8 
Note  Ceclor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
References 

1 Antimicrob  Agents  Chemother , 8 91 . 1975 

2 Antimicrob  Agents  Chemother , 1 1 470, 1977 

3 Antimicrob  Agents  Chemother . 13  584, 1978 

4 Antimicrob  Agents  Chemother . 12  490.  1977 

5 Current  Chemotherapy  (edited  by  W Siegenthaler 
and  R Luthy) .11  880  Washington,  D C American 
Society  for  Microbiology,  1978 

6 Antimicrob  Agents  Chemother . 73  861. 1978 

7 Oata  on  file.  Eli  Lilly  and  Company 

8 Principles  and  Practice  of  Infectious  Diseases 
(edited  by  G L Mandell.RG  Douglas.  Jr , and  J E 
Bennett),  p 487  New  York  John  Wiley  & Sons.  1979 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina  Puerto  Rico  00630 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae.  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


PAIN  AND  TENSIO 

Double  fault  for 
weekend  warrior 


ACE  THE  ACHE 


Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 

Twofold  analgesic  action  teamed  with  time-proven  efficacy  against 
concurrent  anxiety  and  tension  in  patients  with  musculoskeletal  disease* 


EQUAGESIC — Abbreviated  Summary 

•INDICATIONS  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research 
Council  and  or  other  information  FDA  has  classified 
the  indications  as  follows 

Possibly  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

The  effectiveness  of  Equagesic  in  long-term  use.  i e 
more  than  four  months  has  not  been  assessed  by  sys- 
tematic clinical  studies  The  physician  should  periodi- 
cally reassess  usefulness  of  the  drug  for  the  individual 
patient 


CONTRAINDICATIONS  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons  e g 
alcoholics,  former  addicts  and  other  severe  psychoneurot- 
ics.  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a crutch 
may  precipitate  withdrawal  reaction  o<  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  result- 
ant slowing  of  reaction  time  and  impairment  o*  judgment  and 
coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  increased 
risk  of  congenital  malformations  associated  with  the  use 


of  minor  tranquilizers  (meprobamate,  chlordiazepoxide, 
and  diazepam)  during  the  first  trimester  of  pregnancy 
has  been  suggested  in  several  studies.  Because  use  of 
these  drugs  is  rarely  a matter  of  urgency,  their  use  dur- 
ing this  period  should  almost  always  be  avoided  The 
possibility  that  a woman  of  child-bearing  potential  may 
be  pregnant  at  the  time  of  institution  of  therapy  should 
be  considered  Patients  should  be  advised  that  if  they 
become  pregnant  during  therapy  or  intend  to  become 
pregnant  they  should  communicate  with  their  physi- 
cians about  the  desirability  of  discontinuing  the  drug 
Meprobamate  passes  the  placental  barrier  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentration  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered 

Preparations  containing  aspmn  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia  or  visual  distur 
bance  occur,  the  dose  should  be  reduced  If  symptoms  con- 
tinue. patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma 
shock,  vasomotor  and  respiratory  collapse  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken  sleep  ensues  rapidly  and  blood  pressure 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow  and 
slow  CNS  stimulants  e g caffeine  Metrazol  or  ampheta 


mine,  may  be  cautiously  administered  It  severe  hypotension 
develops,  pressor  amines  should  be  used  parenterally  to  re- 
store blood  pressure  to  normal  levels 
ADVERSE  REACTIONS  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but  as  a rule  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose  but 
occasionally  it  may  be  desirable  to  administer  central  stimu- 
lants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops  as  a rule  in  patients  who 
have  had  only  1 -4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae  ecchymoses.  peripheral  edema 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely  may  also  have 
other  allergic  responses,  including  f ever,  fainting  spells  an- 
gioneurotic edema,  bronchial  spasms  hypotensive  crises  (1 
fatal  case),  anaphylaxis  stomatitis  and  proctitis  (1  case)  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving  me- 
probamate suflered  from  aplastic  anemia  (1  fatal  case) 
thrombocytopenic  purpura  agranulocytosis  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrale  combined  with 
aspmn  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression  including  drowsiness  and  light- 
headedness  with  uneventful  recovery  However  on  the  basis 
of  pharmacological  data  it  may  be  anticipated  that  CNS  stim- 
ulation could  occur  Other  anticipated  symptoms  would  in- 
clude nausea  and  vomiting  Appropnate  therapy  of  signs  and 
symptoms  as  they  appear  is  the  only  recommendation  pos- 
sible at  this  time  Overdosage  with  ethoheptazine  combined 
with  aspirin  would  probably  produce  the  usual  symptoms  and 
signs  of  salicylate  intoxication  Observation  and  treatment 
should  include  induced  vomiting  or  gastric  lavage  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydra- 
tion watching  for  evidence  of  hemorrhagic  manifestations 
due  to  hypoprothrombinemia  which  if  it  occurs  usually  re- 
quires whole-blood  transfusions 

DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 
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‘This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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for  mild  to  moderate  pain 


Wygesic® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


More  than  twice  as  much  acetaminophen  as  the  leading  combination  plus  a full 
therapeutic  dose  of  propoxyphene... all  in  a convenient,  economical  single  tablet. 


WYGESIC— Abbreviated  Summary 
INDICATION  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants  has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  m prescribing 
large  amounts  of  propoxyphene  for  such  patients 
see  Management  of  Overdosage 
DRUG  DEPENDENCE  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  m pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore  propoxyphene 
should  not  be  used  in  pregnant  women  unless  in  the 


judgement  of  the  physician  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation  nausea  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  m nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  hght-headedness  head- 
ache weakness,  euphoria  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  in  comb 
nation  with  alcohol,  tranquilizers  sedative-hypnot- 
ics and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  isee  Warnings 
Confusion,  anxiety  and  tremors  have  been  reported 
m a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
m respiratory  rate  and  or  tidal  volume  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone  there  may  be  other  effects. 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported  and  apnea  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting  anorexia  and 
abdominal  pain  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However  early  recognition 
may  be  difficult  since  eariy  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms  the  patient  may 
feel  less  ill;  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity.  jaundice  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis  and  myocardiopathy.  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists  naloxone  nalorphine  and  lev- 
allorphan.  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered  preferably  IV  .simultaneously  with  ef- 
forts at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient  s 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen.  IV  fluids  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective m removing  acetaminophen  Since  acetami- 
nophen m overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamine  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamine  which  may 
cause  anorexia  nausea  vomiting  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  ween  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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More 

physicians 

are  coming  to 
MMFES 


because  MMFES  does 
more  for  physicians. 


The  active  and  involved  physician  has  to 
rely  on  comprehensive  insurance  pro- 
grams tailored  to  fit  the  day-to-day  special 
needs  of  his  profession. 

One  of  these  special  needs  is  mal- 
practice insurance.  MMFES  is  a non-profit 
Mississippi  Corporation  sponsored  by  the 
Mississippi  State  Medical  Association  and 


directed  by  Mississippi  physicians. 
MMFES  offers  comprehensive  coverage  on 
three  types  of  malpractice  insurance 
policies  and  it’ll  probably  cost  you  less 
than  other  plans. 

Mike  Houpt  is  aware  of  your  special 
need.  Give  him  a call  toll  free  at  1- 
800-682-6415  or  944-0072. 


“The  people  to  see  for  Malpractice  Insurance 
MISSISSIPPI  MEDICAL  FRATERNAL  AND  EDUCATIONAL  SOCIETY 

735  Riverside  Dr.  • Box  4625  • Jackson,  Ms.  39216  • 944-0072 


works  well  in  your  office... 


NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base):  special  white  petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It’s  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primaiy  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treats  thosethat 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN  ' Ointment— for  the  office,  for  the  home. 

(polymyxin  B-bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base):  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  Is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching:  it  may  be  manliest  simply  as  a 
failure  to  heal.  During  long-term  use  of  neomycin 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin  containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms.'including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 

j Burroughs  Wellcome  Co. 
r^T\  / Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


August  1981 


Dear  Doctor: 

The  Administration's  mandate  to  improve  regulatory  procedures  and  provide  relief 
from  overly  burdensome  regulations  was  the  topic  of  a detailed  memorandum  issued 
in  June  by  Secretary  Schweiker  of  the  Dept,  of  HHS . He  laid  down  six  rulemaking 
principles  to  be  applied  when  new  rules  are  being  contemplated  or  existing  rules 
reviewed,  and  set  a deadline  of  July  26  for  his  staff  to  submit  written  outlines 
of  proposed  regulatory  goals  for  the  next  year. 

The  six  principles  are:  ensure  that  all  regulations  are  clearly  within 
legal  authority;  emphasize  private  market  forces  whenever  possible; 
provide  maximum  flexibility  to  state  and  local  governments;  minimize 
costs;  prevent  fraud,  abuse  and  waste;  and  eliminate  rules  not  serving  a 
compelling  federal  interest  and  reform  other  intrusive  rules. 

A presidential  commission  has  endorsed  the  model  state  legislation  on  the  de- 
termination of  death  previously  adopted  by  the  AMA,  American  Bar  Assn.,  and  the 
National  Conference  of  Commissioners  on  Uniform  State  Laws.  The  president's 
commission  urged  all  50  states  to  adopt  the  model.  So  far,  27  states  have 
adopted  a definition,  many  with  variations  from  the  model. 

Patient  lists  with  itemized  charges  for  the  previous  day  were  provided  to  phy- 
sicians at  Crawford  Long  Hospital  in  Atlanta  under  a hospital-wide  cost  contain- 
ment program.  Hospital  spokesmen  credit  the  innovation  with  nearly  half  of  a 
total  savings  of  $1,100,000  during  1979,  by  producing  savings  of  about  $3.25 
per  patient  day,  multiplied  by  138,000  patient  days. 

A Maryland  Appeals  Court  has  ruled  that  a state  agency,  the  Health  Services  Cost 
Review  Commission  (HSCRC) , has  no  authority  to  regulate  the  fees  of  hospital- 
based  radiologists  who  bill  their  patients  directly.  The  case  grew  out  of  an 
original  order  by  HSCRC  that  hospital-based  radiologists,  pathologists  and  car- 
diologists were  subject  to  HSCRC  review  under  its  legislative  mandate. 

The  December  issue  of  Journal  MSMA  will  be  a special  issue  devoted  to  the  asso- 
ciation's 125th  anniversary,  which  takes  place  December  15.  The  editors  welcome 
any  historical  information  or  old  pictures  which  might  be  useful  in  assembling 
this  issue.  Watch  for  more  information  about  further  activities  for  the  cele- 
bration planned  by  a committee  of  past  presidents. 


Sincerely, 


Patsy  Silver 
Managing  Editor 
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Urologic  Education  Series 
Presented  to  UMC 

The  University  of  Mississippi  Medical  Center’s 
Division  of  Urology  in  the  Department  of  Surgery 
has  received  a videotape  system  and  22  cassettes  in  a 
urologic  education  series,  a gift  from  Norwich- 
Eaton  Pharmaceuticals. 

The  video  system  and  seven  tapes  have  been  on 
loan  to  the  division  since  1973.  The  company  en- 
larged the  series  with  14  additional  tapes  in  1980, 
and  made  a gift  of  the  entire  system,  with  the  final 
tapes,  this  year. 

The  newest  tape  features  the  films  “Coagulum 
Pyelolithotomy”  and  “Surgical  Anatomy  of  the  Hu- 
man Kidney  and  Its  Applications.”  The  first  film 
received  first  prize  at  the  1980  American  Urological 
Association  annual  meeting,  and  both  films  won 
Golden  Eagle  awards  from  the  Council  on  Interna- 
tional Nontheatrical  Events. 

Urology  division  chief  Dr.  Lamar  Weems  ac- 
cepted for  the  Medical  Center. 

UMC  Announces 
Faculty  Promotions 

Thirteen  School  of  Medicine  faculty  members  re- 
ceived promotions  at  the  University  of  Mississippi 
Medical  Center  in  July. 

Dr.  Norman  C.  Nelson,  UMC  vice  chancellor  and 
School  of  Medicine  dean,  announced  the  changes  in 
academic  rank  following  approval  by  the  Board  of 
Trustees,  State  Institutions  of  Higher  Learning. 

Promoted  to  the  rank  of  associate  professor  are 
Dr.  Walter  C.  Kruckeberg,  preventive  medicine;  Dr. 
Alan  Freeland,  surgery;  Dr.  Frank  M.  Wiygul,  fami- 
ly medicine;  Dr.  Angel  K.  Markov,  medicine;  Dr. 
Jan  Eric  Jordan  and  Dr.  Durisala  Desaiah,  neurolo- 
gy; Dr.  Neil  S.  Whitworth,  obstetrics  and  gynecolo- 
gy; and  Dr.  John  E.  Martin,  psychiatry  and  human 
behavior. 

Moving  up  to  assistant  professor  are  Dr.  James  Lu 
and  Dr.  Araya  Chansanchai,  medicine;  Dr.  John  A. 
Fairbank,  psychiatry  and  human  behavior;  Dr.  Tho- 
mas H.  Adair,  physiology  and  biophysics;  and  Dr. 
John  P.  Naftel,  anatomy. 

Dr.  Kruckeberg  was  postdoctoral  fellow  at  the 
University  of  Michigan  Medical  School  before  join- 
ing the  UMC  faculty  in  1978.  A graduate  of  St.  Olaf 
College,  he  earned  the  M.S.  at  St.  Mary's  College 
and  the  Ph.D.  at  Washington  University. 

Dr.  Freeland  holds  the  B.A.  from  Johns  Hopkins 
and  earned  the  M.D.  at  George  Washington  Uni- 


versity. He  interned  at  Church  Home  Hospital  in 
Baltimore  and  took  residencies  at  Johns  Hopkins, 
Letterman  Army  Medical  Center  in  San  Francisco 
and  at  the  Los  Angeles  Unit  Shriners  Hospital.  He 
joined  the  UMC  faculty  in  1978. 

Dr.  Wiygul  had  been  a member  of  UMC  clinical 
faculty  since  1956.  Before  joining  the  full-time 
family  medicine  faculty  in  1979,  he  was  chief  of  the 
Bureau  of  Family  Health  Services  for  the  State 
Board  of  Health  and  medical  director  for  Maternal 
and  Child  Health  Crippled  Children’s  Programs.  An 
M.D.  graduate  of  Harvard,  Dr.  Wiygul  interned  and 
took  residency  training  at  Charity  Hospital  in  New 
Orleans  and  at  Robert  Green  Hospital  in  San  Anto- 
nio. He  held  a fellowship  at  Tulane  University 
School  of  Medicine. 

Dr.  Markov,  on  the  UMC  faculty  since  1975, 
earned  the  B.E.E.  degree  at  the  University  of  Sofia 
in  Bulgaria  and  the  M.D.  at  the  Catholic  University 
of  Louvain,  Belgium.  Before  completing  residency 
and  fellowship  training  at  UMC,  he  was  research 
associate  at  the  University  of  Rochester,  New  Jersey 
College  of  Medicine  and  the  Catholic  University  of 
Louvain.  He  also  serves  as  director  of  cardiovascu- 
lar research  at  UMC. 

Dr.  Jordan  is  a B.A.  graduate  of  Albion  College 
and  earned  the  M.D.  at  Southwestern  Medical 
School.  He  interned  at  Milwaukee  County  Hospital, 
took  residency  training  at  Walter  Reed  Army  Medi- 
cal Center  and  held  fellowships  at  Duke  University 
Medical  Center  and  Durham  Veterans  Administra- 
tion Hospital.  Before  joining  the  UMC  faculty  in 
1977,  he  had  been  chief  of  the  electroencephalogra- 
phy lab  at  Bexar  County  Hospital  and  the  Audie 
Murphy  VA  Hospital  in  San  Antonio  since  1974. 

Dr.  Desaiah,  a graduate  of  Government  College 
in  India,  earned  the  M.Sc.  and  Ph.D.  degrees  at 
Osmania  University.  He  held  a postdoctoral  fel- 
lowship at  the  University  of  Minnesota  and  was  a 
research  associate  at  Mississippi  State  and  at  the 
Medical  Center  before  joining  the  UMC  faculty  in 
1977. 

Dr.  Whitworth,  on  the  faculty  since  1976,  earned 
the  B.S.  at  San  Diego  State  University  and  the  Ph.D. 
at  Rutgers.  He  held  a fellowship  at  the  University  of 
Tennessee  Center  for  the  Health  Sciences,  was  a 
research  assistant  at  Scripps  Clinic  and  Research 
Foundation  and  was  on  the  Tennessee  Health  Scien- 
ces Center  faculty  before  coming  to  UMC. 

Dr.  Martin,  a graduate  of  Knox  College,  earned 
the  M.A.  at  New  Mexico  State  University  and  the 
Ph.D.  at  Auburn.  He  joined  the  UMC  faculty  in 
1978  after  completing  a residency  in  clinical 
psychology  at  the  Medical  Center. 


Pioneers  in  Medicine 
For  the  Family 

BOOTS  PHARMACEUTICALS,  INC* 

Operating  in  the  U.S.  since  1977,  Boots  is  a world-wide  leader  in 
pharmaceutical  research  and  manufacture.  Boots  has  directed  its  efforts 
toward  providing  products  useful  in  the  practice  of  family  medicine. 
Some  of  our  better  known  products  are  Lopurin™  , Ru-Tuss®  and 
Ru-Vert® . This  advertisement  highlights  four  other  products  particularly 
useful  for  the  family. 


For  the  Majority  of 
Steroid-Responsive  Dermatoses* 
Seen  in  Family  Practice 


(lodochlorhydroxyqum  — Pramoxine  HCI  — Hydrocortisone) 

The  4 in  1 Corticosteroid  Cream 

Anti-inflammatory,  antifunsal,  antibacterial  actions, 
and,  uniquely,  a topical  anesthetic  for  immediate 
relief  of  the  itching  or  burnins  that  frequently 
accompanies  skin  problems.  One  size  04  ounce), 
one  strength  for  ease  of  prescription. 

•This  drug  has  been  evaluated  as  possibly  effective  for  these  indications. 

See  prescribing  information  on  last  page  of  this  advertisement 


For  the  Geriatric  Patient 

SU-TON* 

Liquid  Tonic 


A pleasant  tasting  prescription  tonic  containing 
iron,  vitamins,  minerals,  an  analeptic  and  18% 
alcohol.  Ideal  for  those  who  may  benefit  from 
vitamin  deficiency  prevention.  Just  one  table- 
spoon before  each  meal. 


Each  45  ml  (3  tablespoonfuls)  contains: 

Pentylenetetrazol 

Niacin 

Vitamin  B-1 

Vitamin  B-2 

Vitamin  B-6 

Vitamin  8 12 

Choline 

inositol 

Manganese  (as  Manganese  Sulfate) 

Magnesium  (as  Magnesium  Sulfate) 

Zinc  (as  Zinc  Sulfate) 

Iron  (as  Ferric  Pyrophosphate,  Soluble) 

Alcohol 

See  prescribing  information  on  last  page  of  this  advertisement 


30  mg 
50  mg 
. 10  mg 
- . 5 mg 
1 mg 
3 meg 
100  mg 
. 50  mg 

1 mg 

2 mg 
1 mg 

. 22  mg 
. 18% 


For  Potassium  Supplementation 
Improved  Compliance . . . 


In  Cases  with 
Chloride  Deficiency*.. 


TWIN-K-CI 


Each  15  ml  supplies  20  mEq  of  potassium  ions  as  a combination  of  potassium 
gluconate  and  potassium  citrate  in  a sorbitol  and  saccharin  solution 

The  good  tasting  potassium  supplement 

• Designed  for  prophylactic  and  therapeutic  use 
with  diuretics  and  adrenocorticoids. 

• Pleasant  taste  and  convenient  dosage  aid 
patient  compliance. 

The  organic  salt  of  potassium  can  be  given  as  a 
liquid  without  producing  significant  gastric 
symptoms  and  without  an  untoward  effect  on 
the  mucosa  of  the  small  intestine.1 

1 Beeson-McDermott,  Textbook  of  Medicine,  15th  Ed  1979,  W8  Saunders  Co , 
Philadelphia,  page  1959 


Each  15  ml  supplies  15  mEq  of  potassium  ions  and  4 mEq  of  chloride  ions  as  a 
combination  of  potassium  gluconate,  potassium  citrate,  and  ammonium  chloride  in  a 
sorbitol  and  saccharin  solution. 

The  good  tasting  potassium  supplement  with 
chloride 

• In  hypokalemic  hypochloremic  alkalosis, 
chloride  ions  are  required.  Twin-K-CI  is  specially 
formulated  to  be  a good  tasting  chloride 
containing  potassium  supplement. 

• Contains  no  potassium  chloride.  Twin-K-CI  is  a 
carefully  balanced  combination  of  organic 
potassium  salts  plus  ammonium  chloride. 

• In  hypochloremic  patients,  potassium  should 
be  provided  as  the  chloride  salt,  or  chloride 
ion  must  be  made  available  in  some  other 
form,  such  as  ammonium  chloride  or  sodium 
chloride.1 


See  prescribing  information  on  last  page  of  this  advertisement 


DESCRIPTION 

F-E-P  Creme  is  a topical  water  soluble  anti-inflammatory  anesthetic 
preparation  intended  for  treatment  of  various  inflammatory  skin 
disorders  The  dm3  contains  the  following  active  ingredients 
lodochlorhydroxyquin  3 0% 

Pramoxine  Hydrochloride  05% 

Hydrocortisone  10% 

INDICATIONS  AND  USAGE 

Based  on  a review  of  this  drus  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows:  "Possibly"  effec- 
tive: Contact  or  atopic  dermatitis,  impetiginized  eczema, 
nummular  eczema,  infantile  eczema,  endosenous  chronic 
infectious  dermatitis,  stasis  dermatitis,  pyoderma,  nuchal 
eczema  and  chronic  eczematoid  otitis  externa,  acne  urticata; 
localized  or  disseminated  neurodermatitis,  lichen  simplex 
chromcus,  anosenital  pruritus  (vulvae,  scroti,  am),  folliculitis, 
bacterial  dermatoses,  mycotic  dermatoses  such  as  tinea 
(capitis,  cruris  corporis,  pedis),  moniliasis,  intertrigo.  Final 
classification  of  the  less-tharveffective  indications  requires 
further  mvestisation. 

Pramoxine  Hydrochloride  promptly  relieves  pain  and  itch  This 
compound  may  be  used  safely  on  the  skin  of  those  patients 
sensitive  to  the  "caine"  type  local  anesthetics 

CONTRAINDICATIONS 

Hypersensitivity  to  F-E-P  Creme,  or  any  of  its  ingredients  or 
related  compounds;  lesions  of  the  eye,  tuberculosis  of  the  skin; 
most  viral  skin  lesions  (includms  herpes  simplex,  vaccinia  and 
varicella) 

WARNINGS 

This  product  is  not  for  ophthalmic  use 

In  the  presence  of  systemic  infections,  appropriate  antibiotics 
should  be  used 

USE  IN  PREGNANCY 

Topical  steroids  have  not  been  reported  to  have  an  adverse 
effect  on  presnancy  However,  fetal  abnormalities  have  been 
produced  in  pregnant  laboratory  animals  that  have  been  exposed 
to  large  doses  of  topical  corticosteroids  Drugs  of  this  class 
should  not  be  used  extensively  during  pregnancy 
PRECAUTIONS 

F-E-P  Creme  may  be  irritating  to  the  skin  in  some  patients  If 
irritation  occurs  discontinue  therapy  Staining  of  clothes  or  hair  may 
also  occur  with  use  of  this  preparation  Although  systemic  toxicity 
has  not  been  reported  with  this  drug,  adrenal  pituitary  suppression 
is  possible,  especially  when  the  drug  is  used  extensively  or  kept 
under  an  occlusive  dressing  for  a prolonged  period 
lodochlorhydroxyquin  can  be  absorbed  through  the  skin  and 
interfere  with  thyroid  function  tests.  Therapy  with  this  preparation 
should  stop  at  least  a month  before  performance  of  these  tests 
The  fen-ic  chloride  test  for  phenylketonuria  (PKU)  can  be  positive 
if  F-E-P  Creme  is  on  the  diaper  or  in  the  urine. 

Prolonged  use  of  this  drug  may  result  in  an  overgrowth  of  non- 
susceptible  organisms  requiring  appropriate  therapy 
ADVERSE  REACTIONS 

Skin  rash  or  hypersensitivity  may  occur  following  topical  applica- 
tion. 

The  following  local  adverse  reactions  have  been  reported  with 
topical  corticosteroids,  especially  under  occlusive  dressings: 
burning,  itching,  irritation,  dryness,  folliculitis,  hypertrichosis,  acnei- 
form  eruptions,  hypopigmentation,  perioral  dermatitis,  allergic 
contact  dermatitis,  maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  miliana.  Discontinue  therapy  if  untoward 
reactions  occur 

DOSAGE  AND  ADMINISTRATION 

Apply  a thin  layer  of  the  drug  to  affected  parts  3-4  times  daily. 

Note: 

1 F-E-P  Creme  is  distributed  with  3 0%  iodochlorhydroxyquin 
for  use  when  antibactenal/antifungal  activity  is  desired 

2 F-E-P  Creme  (Plain)  is  the  regular  formulation,  but  without 
lodochlorhydroxyquin 

Both  of  these  preparations  contain  pramoxine  hydrochloride, 
which  has  topical  anesthetic  properties  Pramoxine  is  not  chem- 
ically related  to  benzoic  acid  or  amide  type  topical  anesthetics. 
Patients  can  tolerate  pramoxine  although  they  may  be  sensitive  to 
other  "caine”  type  of  topical  or  local  anesthetics 
HOW  SUPPLIED 

F-E-P  Creme  Vi  ounce  (15  gm)  tubes  NDC  0524-0026-51 
F-E-P  Creme  Plain  jounce  (15  gm)  tubes  NDC  0524-0025-51 
Federal  law  prohibits  dispensing  without  a prescription 
July  1980 

SU-TON® 

DESCRIPTION 


Forty-five  milliliters  of  SU-TON  contain  the  following  ingredients: 


Pentylenetetrazol 

30  mg 

Niacin 

50  mg 

Vitamin  B-1 

10  mg 

Vitamin  B-2 

5 mg 

Vitamin  B-6 

1 mg 

Vitamin  B- 12 

3 meg 

Choline 

100  mg 

Inositol 

50  mg 

Manganese  (as  Manganese  Sulfate) 

1 mg 

Magnesium  (as  Magnesium  Sulfate) 

2 mg 

Zinc  (as  Zinc  Sulfate) 

1 mg 

Iron  (as  Ferric  Pyrophosphate,  Soluble) 

22  mg 

Alcohol 

18% 

INDICATIONS  AND  USAGE 

SU-TON  contains  pentylenetetrazol  which  may  be  helpful  in  the 
older  patient  as  an  analeptic  agent  when  mental  confusion  and 
memory  defects  are  present  SU-TON  also  contains  vitamins, 
trace  minerals,  and  iron,  for  those  patients  who  may  benefit  by 
preventing  the  development  of  a deficiency 
CONTRAINDICATIONS 

Epilepsy,  convulsive  disorders  or  known  history  of  sensitivity  to 
any  of  the  listed  active  ingredients 

WARNINGS 

The  safety  of  this  preparation  during  pregnancy  and  lactation  has 
not  been  established  Use  of  this  drug  requires  that  the  physician 
evaluate  the  potential  benefits  of  the  drug  against  any  possible 
hazard  to  the  mother  and  child 


PRECAUTIONS 

Although  there  are  no  absolute  contraindications  to  pentyl- 
enetetrazol, it  should  be  used  with  caution  in  epileptic  patients 
or  those  known  to  have  a low  convulsive  threshold  or  a focal 
brain  lesion  Caution  should  be  exercised  when  treating  patients 
with  high  doses  of  SU-TON  who  have  heart  disease  While 
pentylenetetrazol  does  not  act  directly  on  the  myocardium,  the 
results  from  central  vagal  stimulation  could  cause  bradycardia 
ADVERSE  REACTIONS 

Pentylenetetrazol  in  high  doses  may  produce  toxic  symptoms 
typical  of  central  nervous  system  stimulants,  which  act  on  the 
higher  motor  centers  and  the  spinal  cord  Convulsions  resulting 
from  this  drug  are  spontaneous  and  are  not  induced  by  external 
stimuli  They  usually  last  for  several  minutes  and  are  followed  by 
profound  depression  and  respiratory  paralysis  Death  has  been 
reported  from  the  ingestion  of  10  grams  of  pentylenetetrazol 
DRUG  ABUSE 

Drug  dependence  has  not  been  reported  with  SU-TON 

OVERDOSAGE 

Signs  and  symptoms  of  acute  overdose  may  be  due  principally 
from  overstimulation  of  the  central  nervous  system  and  from 
excessive  vasodilatation  with  resulting  autonomic  nervous  sys- 
tem imbalance  The  symptoms  may  include  the  following: 
vomiting,  agitation,  tremors,  hyperreflexia,  sweating,  confusion, 
hallucinations,  headache,  hyperpyrexia,  tachycardia  Treatment 
consists  of  appropriate  supportive  measures  If  signs  and  symp- 
toms are  not  too  severe  and  the  patient  is  conscious,  gastric 
evacuation  may  be  accomplished  by  induction  of  emesis  or 
gastric  lavage 

Intensive  care  must  be  provided  to  maintain  adequate  circulation 
and  respiratory  exchange 

DOSAGE  AND  ADMINISTRATION 

One  tablespoonful  (15  ml)  3 times  a day  20-30  minutes  before 
meals  This  drug  is  not  for  use  in  children  under  12  years  of  age 

HOW  SUPPLIED 

Bottles  of  473  ml  (16  fl  oz)  NDC  0524-0015-16 

Federal  law  prohibits  dispensing  without  prescription 
February  1980 


DESCRIPTION 

Each  15  milliliter  (one  tablespoonful)  supplies  20  mEq  of 
potassium  ions  as  a combination  of  potassium  gluconate  and 
potassium  citrate  in  a sorbitol  and  saccharin  solution 

INDICATIONS  AND  USAGE 

For  use  as  oral  potassium  therapy  in  the  prevention  or  treatment 
of  hypokalemia  which  may  occur  secondary  to  diuretic  or 
corticosteroid  administration  It  may  be  used  in  the  treatment  of 
cardiac  arrhythmias  due  to  digitalis  intoxication 

CONTRAINDICATIONS 

Severe  renal  impairment  with  oliguria  or  azotemia,  untreated 
Addison's  disease,  adynamia  episodica  hereditaria,  acute  dehy- 
dration, heat  cramps  and  hyperkalemia  from  any  cause  This 
product  should  not  be  used  in  patients  receiving  aldosterone 
antagonists  or  triamterene 
WARNINGS 

TW1N-K  (potassium  gluconate  and  potassium  citrate)  is  a palatable 
form  of  oral  potassium  replacement  It  appears  that  little  if  any 
potassium  gluconate-citrate  penetrates  as  far  as  the  jejunum  or 
ileum  where  enteric  coated  potassium  chloride  lesions  have  been 
noted  Excessive,  undiluted  doses  of  TWIN-K  may  cause  a saline 
laxative  effect. 

To  minimize  gastrointestinal  irritation,  it  is  recommended  that 
TWIN-K  be  taken  with  meals  or  diluted  with  water  or  fruit  juice. 
A tablespoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic  More  than  a single  tablespoonful  should  not  be  taken 
without  prior  dilution 
PRECAUTIONS 

Potassium  is  a major  intracellular  cation  which  plays  a significant 
role  in  body  physiology.  The  serum  level  of  potassium  is  normally 
3.8-50  mEq/liter  While  the  serum  or  plasma  level  is  a poor 
indicator  of  total  body  stores,  a plasma  or  serum  level  below 
3.5  mEq/liter  is  considered  to  be  indicative  of  hypokalemia 
The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine  However,  hypokalemia  can  also  occur  with 
vomiting,  gastric  drainage  and  diarrhea 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements  With  normal  kidney  function, 
it  is  difficult  to  produce  potassium  intoxication  by  oral 
administration  However,  potassium  supplements  must  be  admin- 
istered with  caution  since,  usually,  the  exact  amount  of  the 
deficiency  is  not  accurately  known  Checks  on  the  patient's 
clinical  status  and  periodic  EK6  and/or  serum  potassium  levels 
should  be  made  High  serum  potassium  levels  may  cause  death 
by  cardiac  depression,  arrhythmias  or  arrest 
In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions  TWIN-K  is  not  recom- 
mended for  use  in  these  patients 
ADVERSE  REACTIONS 

Symptoms  of  potassium  intoxication  include  paresthesias  of  the 
extremities,  flaccid  paralysis,  listlessness,  mental  confusion,  weak- 
ness and  heaviness  of  the  legs,  fall  in  blood  pressure,  cardiac 
arrhythmias  and  heart  block  Hyperkalemia  may  exhibit  the  follow 
mg  electrocardiographic  abnormalities  disappearance  of  the 
P wave,  widening  and  slurring  of  the  QRS  complex,  changes  of  the 
ST  segment  and  tall  peaked  T waves 

TWIN-K  taken  on  an  empty  stomach  in  undiluted  doses  larger  than 
30  ml  can  produce  gastric  irritation  with  nausea,  vomiting,  diarrhea, 
and  abdominal  discomfort 

OVERDOSAGE 

The  administration  of  oral  potassium  supplements  to  persons 
with  normal  kidney  function  rarely  causes  serious  hyperkalemia 
However,  if  the  renal  excretory  function  is  impaired,  potentially 
fatal  hyperkalemia  can  result  It  is  important  to  note  that  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by 
an  increased  serum  potassium  concentration  with  or  without 
EKG  changes  Treatment  measures  include 

1 Elimination  of  potassium  containing  drugs  or  foods 

2 Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10-20  units  of  crystalline  insulin 
per  1000  milliliters 

3 Correction  of  acidosis 

4 Use  of  exchange  resins  or  peritoneal  dialysis 


In  treating  hyperkalemia,  it  should  be  noted  that  patients  stabilized 
on  digitalis  can  develop  digitalis  toxicity  when  the  serum  potas- 
sium concentration  is  changed  too  rapidly 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  is  one  tablespoonful  (15  ml)  in  6-8  fluid 
ounces  of  water  or  fruit  juice,  two  to  four  times  a day.  This  will 
supply  40  to  80  mEq  of  potassium  ions  The  usual  preventative 
dose  of  potassium  is  20  mEq  per  day  while  therapeutic  doses 
range  from  30  mEq  to  100  mEq  per  day  Because  of  the  potential 
for  gastrointestinal  imtation,  undiluted  large  single  doses  (30  ml  or 
more)  of  TWIN-K  are  to  be  avoided 

Deviations  from  this  schedule  may  be  indicated,  since  no  average 
total  daily  dose  can  be  defined,  but  must  be  governed  by  close 
observation  for  clinical  effects. 

HOW  SUPPLIED 

Bottles  of  1 pint  ( 16  fl  oz  ) NDC  0524-0021-16 

CAUTION 

Federal  law  prohibits  dispensing  without  prescription 
July  1980 

TWIN-K-CIM 

DESCRIPTION 

Each  15  ml  (one  tablespoonful)  supplies  15  mEq  of  potassium 
ions  and  4 mEq  of  chloride  ions  as  a combination  of  potassium 
gluconate,  potassium  citrate,  and  ammonium  chloride,  in  a sorbital 
and  saccharin  solution 

INDICATIONS 

For  use  as  oral  potassium  therapy  in  the  prevention  or  treatment 
of  hypokalemia  which  may  occur  secondary  to  diuretic  or 
corticosteroid  administration  It  may  be  used  in  the  treatment  of 
cardiac  arrhythmias  due  to  digitalis  intoxication. 

Potassium  and  chloride  are  usually  the  salts  of  choice  in  the  treat- 
ment of  hypokalemia  since  chloride  and  potassium  deficiencies 
are  likely  to  be  associated  with  each  other 
CONTRAINDICATIONS 

Severe  renal  impairment  with  oliguria  or  azotemia,  untreated 
Addison  s disease,  adynamia  episodica  hereditaria,  acute  dehy- 
dration,  heat  cramps  and  hyperkalemia  from  any  cause  This 
product  should  not  be  used  in  patients  receiving  aldosterone 
antagonists  or  triamterene. 

WARNINGS 

TWIN-K-CI  is  a palatable  form  of  oral  potassium  replacement 
Excessive,  undiluted  doses  of  TWIN-K-CI  may  cause  a saline 
laxative  effect. 

To  minimize  gastrointestinal  irritation,  it  is  recommended  that 
TWIN-K-CI  be  taken  with  meals  or  diluted  with  water  or  fruit  juice 
A tablespoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic  More  than  a single  tablespoonful  should  not  be  taken 
without  prior  dilution 
PRECAUTIONS 

Potassium  is  a major  intracellular  cation  which  plays  a significant 
role  in  body  physiology  The  serum  level  of  potassium  is  normally 
3 8-50  mEq/liter  While  the  serum  or  plasma  level  is  a poor 
indicator  of  total  body  stores,  a plasma  or  serum  level  below 
3 5 mEq/liter  is  considered  to  be  indicative  of  hypokalemia 
The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine  However,  hypokalemia  can  also  occur  with 
vomiting,  gastric  drainage  and  diarrhea 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements.  With  normal  kidney  function,  it  is 
difficult  to  produce  potassium  intoxication  by  oral  administration 
However,  potassium  supplements  must  be  administered  with 
caution  since,  usually,  the  exact  amount  of  the  deficiency  is  not 
accurately  known.  Checks  on  the  patient  s clinical  status  and 
periodic  EKG  and/or  serum  potassium  levels  should  be  made 
High  serum  potassium  levels  may  cause  death  by  cardiac  depres- 
sion, arrhythmias  or  arrest 

In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions  TWIN-K-CI  is  recom- 
mended for  use  in  these  patients 

ADVERSE  REACTIONS 

Symptoms  of  potassium  intoxication  include  paresthesias  of  the 
extremities,  flaccid  paralysis,  listlessness,  mental  confusion,  weak- 
ness and  heaviness  of  the  legs,  fall  in  blood  pressure,  cardiac 
arrhythmias  and  heart  block  Hyperkalemia  may  exhibit  the  follow- 
ing electrocardiograph  abnormalities  disappearance  of  the  P 
wave,  widening  and  slurring  of  the  QRS  complex,  changes  of  the 
ST  segment  and  tall  peaked  T waves 

TWIN-K-CI  taken  on  an  empty  stomach  in  undiluted  doses  larger 
than  30  ml  can  produce  gastric  irritation  with  nausea,  vomiting, 
diarrhea,  and  abdominal  discomfort 

OVERDOSAGE 

The  administration  of  oral  potassium  supplements  to  persons  with 
normal  kidney  function  rarely  causes  senous  hyperkalemia  How- 
ever, if  the  renal  excretory  function  is  impaired,  potentially  fatal 
hyperkalemia  can  result  It  is  important  to  note  that  hyperkalemia 
is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  with  or  without  EKG 
changes: 

Treatment  measures  include: 

1 Elimination  of  potassium  containing  drugs  or  foods 

2 Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10-20  units  of  crystalline  insulin 
per  1000  milliliters 

3.  Correction  of  acidosis. 

4 Use  of  exchange  resins  or  peritoneal  dialysis 
In  treating  hyperkalemia,  it  should  be  noted  that  patients  stabilized 
on  digitalis  can  develop  digitalis  toxicity  when  the  serum  potas- 
sium concentration  is  changed  too  rapidly 
DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  is  one  tablespoonful  (15  ml)  in  6-8 
fluid  ounces  of  water  or  fruit  juice,  two  to  four  times  a day 
This  will  supply  30  to  60  mEq  of  potassium  ions  and  8 to  16  mEq 
of  chloride  ions  The  usual  preventative  dose  of  potassium  is 
20  mEq  per  day  while  therapeutic  doses  range  from  30  mEq 
to  100  mEq  per  day  Because  of  the  potential  for  gastrointestinal 
irritation,  undiluted  large  single  doses  (30  ml  or  more)  of 
TWIN-K-CI  are  to  be  avoided 

Deviations  from  this  schedule  may  be  indicated,  since  no  average 
total  daily  dose  can  be  defined,  but  must  be  gevemed  by  close 
observation  for  clinical  effects 
HOW  SUPPLIED  Bottles  of  1 pint  (16  fl  oz) 

NDC  0524-0022  16 
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MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 


Thomas 

Yates  & Co. 

Insurance  with  Innovation 

The  basic  idea  of  Thomas  Yates  & Co.  hasn't  changed.  It's  just 
grown.  Good  ideas  usually  do. 

As  we  begin  our  fourth  decade  of  service  to  the  Mississippi  State 
Medical  Association,  Thomas  Yates  & Co.  has  continued  to  upgrade 
coverages  and  to  design  well  planned  group  insurance  programs 
responsive  to  some  very  special  needs  of  its 
members.  Our  aim  is  to  steadily  strengthen 
membership  benefit  programs  through  the 
introduction  of  new  and  improved  coverages;  to 
give  members  more  protection  for  their  money; 
to  make  insurance  more  adaptable  and  to  back 
up  the  plans  we  offer  with  imagination  and 
thorough  service  . . . That’s  the  Thomas  Yates 
idea  — the  simple  but  profound  idea  to  offer  its 
members  the  best  possible  group  insurance 
plan. 

Yes,  the  basic  idea  . . . Insurance  With 
Innovation  ...  it  hasn’t  changed  . . . it’s  just 
grown. 

Thomas  Yates  & Co. 

GROUP  INSURANCE  ADMINISTRATORS 

735  Riverside  Drive  • RO.  Box  5048  • Jackson,  Mississippi  39216 


Thomas  Yates 
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Riverside. 


Mississippi's  Unique  Psychiatric 
Hospital. 

Riverside  Hospital  is  unique  in 
Mississippi. 

As  a privately  owned  56-bed  short 
term  care  facility  for  treating  patients 
with  psychiatric  illness,  emotional 
problems,  or  substance  abuse,  it  is  the 
only  hospital  of  its  kind  in  the  state. 

Architecturally  designed  to  create 
an  attractive  open  environment, 

Riverside’s  “non-institutional” 
atmosphere  helps  prepare  the  patient 
for  specific  therapy,  healthy 
entertainment  and  physical  recreation. 

The  clinical  program  incorporates 
a wide  range  of  modern  psychiatric 
ideas.  Emphasis  is  placed  on 
interpersonal  relationships,  small 
group  functions,  and  professional 
individualized  care. 

The  Medical  Staff  includes  a 
large  number  of  physicians  in  private 
practice  in  the  Jackson  area.  All  are 
qualified  and  limit  their  practice  to 
psychiatry. 

Riverside  is  licensed  by  the 
Mississippi  Commission  on  Hospital 
Care,  and  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of 
Hospitals. 

Physicians  who  have  patients  that 
would  benefit  from  this  type  of 
treatment  approach  may  obtain  referral 
information  by  contacting  the 
Admitting  Office. 

Riverside 

Hospital 

P.O.  Box  4297,  Jackson,  MS  39216 
Telephone:  (601)939-9030 


ACP  Responds  Philadelphia,  PA  - The  American  College  of  Physicians  has 

To  GMENAC  Report  released  a comprehensive  response  to  the  final  GMENAC 

report.  The  ACP  Board  of  Regents  noted  that  "the  adequacy 
of  health  manpower,  in  terms  of  quality,  numbers  and  distribution,  is  both  a pro- 
fessional and  societal  responsibility."  ACP  called  for  joint  participation  by 
health  professionals  and  government,  but  objected  to  additional  legislation  ex- 
panding government's  authority  in  health  manpower  matters. 


Alcorn  Doctors  Corinth,  MS  - Concern  over  a rise  in  the  sudden  death  rate 

Lead  Funds  Drive  in  Alcorn  County  during  the  first  six  months  of  the  year 

has  prompted  the  formation  of  a small  coalition  which  aims 
to  cut  down  the  alarming  rate.  Three  doctors  and  four  private  citizens  are 
atttempting  through  private  donations  to  raise  funds  to  purchase  telemetry 
equipment  for  installation  in  the  county's  EMS  units.  Dr.  John  W.  Prather,  a 
member  of  the  group,  estimates  that  up  to  160  lives  could  be  saved  in  a year. 


Governor  Favors  Jackson,  MS  - Governor  Winter  last  month  appointed  four 

Agency  Merger  members  of  the  Eleemosynary  Board  to  vacant  positions  on 

the  State  Hospital  Commission.  The  move  was  a step 
toward  consolidation  of  the  two  agencies,  an  action  which  the  governor  favors  as 
a way  to  save  money  and  provide  more  effective  operation  of  programs  to  provide 
care  to  poor  patients.  The  parallel  duties  could  be  done  through  one  office  with 
existing  personnel,  it  was  reported.  The  merger  requires  legislative  action. 


Group  Practices  Chicago,  IL  - The  number  of  group  practices  rose  sharply 

On  the  Increase  in  the  1970s  - from  6,371  in  1969  to  10,762  in  1980,  an 

increase  of  69%  - according  to  preliminary  data  compiled 
by  the  AMA's  Division  of  Survey  and  Data  Resources.  During  this  same  period 
the  number  of  group  physicians  in  the  U.S.  increased  from  40,093  to  88,290,  a 
rise  of  120%.  The  biggest  increase  in  group  practices  was  reported  in  single 
specialty  groups. 


AMA  Issues  Chicago,  IL  - Drug  Abuse:  A Guide  for  the  Primary  Care 

Drug  Abuse  Book  Physician  is  a new  AMA  book  designed  to  help  physicians 

treat  patients  with  drug  problems.  It  deals  with  causes, 
incidence,  diagnosis,  treatment,  and  methods  for  confronting  and  counseling 
drug  abusers  and  their  families.  Pointers  are  given  on  prescribing  practices 
that  curb  abuse  of  prescription  drugs.  Single  copies  are  available  for  $17  from 
the  Order  Dept.,  OP-323,  AMA,  P.0.  Box  821,  Monroe,  WI  53566. 


14 

Dr.  Brooks  Honored  at  UMC 


Dr.  Thomas  J.  Brooks,  left,  who  retired  July  1 as 
professor  of  preventive  medicine  and  chairman  of  the 
department  at  the  University  of  Mississippi  Medical  Cen- 
ter, was  honored  for  his  contributions  to  the  Medical 
Center  at  a luncheon  at  UMC . Dr.  Brooks  joined  the 
School  of  Medicine  faculty’  in  Oxford  in  1947  and  was 
among  faculty’  members  who  helped  plan  the  health  sci- 
ences campus  and  move  the  medical  school  to  Jackson  in 
1955 . Dr.  Brooks  has  been  a recipient  of  the  Alan  Gregg 
Fellowship  in  Medical  Education  and  was  a contributing 
editor  to  the  11th  and  12th  editions  of  Control  of  Com- 
municable Diseases  in  Man.  Dr.  Brooks'  portrait  will 
hang  in  the  School  of  Medicine  foyer.  With  Dr.  Brooks 
are  Mrs.  Brooks  and  Dr.  Norman  C . Nelson,  UMC  vice 
chancellor. 


Davidsons  Sponsor  UMC  Lecture 


Among  those  attending  the  University  of  Mississippi 
Medical  Center’s  1981  ophthalmological  conference 
were  (from  left ) Dr.  and  Mrs.  L.  Stacy  Davidson,  Jr. , and 
Dr.  Samuel  B.  Johnson,  UMC  professor  of  surgery'  and 
director  of  the  division  of  ophthalmology . The  program 
was  funded  in  part  by  the  Dameron  Friley  Spruill  and 
Willma  Zay  Spruill  lectures  in  ophthalmology  fund  spon- 
sored by  Fay  Spruill  Davidson,  Dr.  Davidson,  and  their 
sons,  John  Stacy  and  Friley  Spruill. 


CYCMPEN-W' (cyclacillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ompicillm 
class  and  its  use  should  be  confined  to  these  indications  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  by  S . pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H influenzae 
SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P mirabilis 
(This  drug  should  not  be  used  in  any  f . coh  and  P mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  otner  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceplible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed 
NUR5ING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilia.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported . 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after.  Persistent  infection  moy  require  treatment  for  sev- 
eral weeks. 


Cyclacillin  is  not 

indicated  in  children  i 

jnder  2 months  of  age 

Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 

Dosage  (Give  in  equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q.i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d 

Bronchitis  and 
Pneumonia 

body  weight  > 20  kg 
(44  lbs)  250  mg  q i d 

Mild  or 

Moderate 

Infections 

250  mg  q.i.d. 

50  mg/kg/day  q.i.d. 

Chronic 

Infections 

500  mg  q.i.d. 

100  mg/kg/day  q id 

Otitis  Media 

250  mg  to  500  mg 

q.i.d.  t 

50  to  100  mg/kg/dayt 

Skin  & Skin 
Structures 

250  mg  to  500  mg 

q.  i.d.  t 

50  to  100  mg/kg/dayt 

Urinary  Tract 

500  mg  q.i.d 

100  mg/kg/day 

“Dosage  should  not  result  in  a dose  higher  than  that  for  adults 
t depending  on  severity 


Wyeth 

L U 


Laboratories 

Philadelphia.  Pa  19 10 1 


Half  the  dose 
is  absorbed  in  9 minutes! 


compared  to  32  minutes  for  ampicillin.* 


Less  rash,  less  diarrhea  than  with  ampicillin  in  studies  to  date. 


Mean  blood  levels  in  mcg/ml  after  250  mg 
cydacillin  single  oral  dose 


• Rapid,  virtually  complete  absorption  from  Gl  tract 

• Exceptionally  high  peak  blood  levels  — 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

• Rapidly  excreted  unchanged  in  urine  — 

IV2  times  faster  than  ampicillin 


Efficacy  proven  in  the  treatment  of  bronchitis, 
pneumonia,  and  upper  respiratory  infections. t 


High  Cure  Rates  with  CYCLAPEN^-W  (cydacillin) 

Causative 

Organism 

Bronchitis/Pneumonia* 

No.  of 
Patients 

S . pneumoniae 

100% 

73 

95% 

Chronic  Bronchitis*  (acute  exacerbation) 

H.  influenzae 

92% 

12 

Though  clinical  improvement  has  been  shown,  bacterio- 
logic  cures  cannot  be  expected  in  all  patients  with 
chronic  respiratory  disease  due  to  H influenzae 

Streptococcal  Sore  Throat* 

Group  A beta- 

hemolytic 

Streptococcus 

100% 

44 

86% 

1 1%  Clinirnl  Rpspnnsp 

I I % Bacterial  Eradication 

tDue  to  susceptible  organisms. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 


‘Based  on  single  oral  doses  of  500  mg  cydacillin  tablet  and  500  mg 
ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

See  important  information  on  facing  page. 

Wyeth  Laboratories  • Philadelphia.  Pa  19101 

IAA 


CYCLAPm-W 

(•II  * \ 250  and  500  mg  Tablets 

cydacillin;  ^ 


more  than  just  spectrum 


...  in  the  functional  bowel/irritable  bowel 
syndrome* 

be  sure  to  specify 

Bentyr 

(dicyclomine 
hydrochloride  USP) 

10  mg  capsules,  20  mg  tablets, 

10  mg/5  ml  syrup,  10  mg  /ml  Injection 

* JP/f . 1/d'DsUpeAAe.  OA-  UfhXfob 

because: 

@ The  Bentyl  molecule  is  a product  of  original  Merrell  research. 

@ At  Merrell  Dow,  Bentyl  must  go  through  140  checkpoints/tests  from  its  synthesis 
through  the  packaging  of  the  final  product. 

(T)  Bentyl  bioavailability  of  tablets,  capsules,  syrup  and  injectable  is  evidence  of  its 
prompt  absorption. 

@ Bentyl  helps  control  abnormal  gastrointestinal  motor  activity  with  minimal 

anticholinergic  side  effects.  (See  Warnings,  Contraindications,  Precautions,  and  Adverse  Reactions  on  next  page.) 

— 1 The  bioequivalence  of  the  oral  dosage  forms  permits  a choice  of  tablet,  capsules, 
or  syrup  that  satisfies  patient’s  dosage  preferences. 

@ Significant  pharmacologic  effect  in  the  distal  colon  compared  to  placebo,1  shows 
how  Bentyl  controls  abnormal  motor  activity  in  the  irritable  colon  patient.* 


"This  drug  has  been  classified  "probably  " effective  for  this  indication 

Merrell  Dow 

Reference: 

1 Chowdhury  AR  and  Lorber  SH:  Personal  communication,  1 980  (See  Product  Information  on  the  next  page  before  prescribing  Bentyl.) 

Although  the  dose  of  Bentyl  used  to  show  pharmacologic  effect  was  50  mg,  which  is  a higher  single  dose  than  that  permitted  in  the  labeling,  the  dose  was  considered  justified 
since  the  recommended  daily  dose  of  injectable  Bentyl  is  20  mg  (2  ml)  every  4 to  6 hours  Thus,  in  8 hours,  a patient  could  receive  a total  of  60  mg  I.M  and.  at  that  time,  as  a result 
of  the  sustained  plasma  levels  from  the  20  mg  injections  at  0 and  4 hours,  might  show  an  even  higher  plasma  level  than  occurs  after  a single  50  mg  dose.  Presumably,  the  same 
pharmacologic  effect  would  follow.  These  observations  do  not  constitute  evidence  of  efficacy 


Bentyl" 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets.  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences- National  Research  Council  and/or  other  information.  FDA 
has  classified  the  following  indications  as  “probably"  effective: 

For  the  treatment  of  functional  bowel/irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RELIEVED 
BY  VARYING  COMBINATIONS  OF  SEDATIVE,  REASSUR- 
ANCE, PHYSICIAN  INTEREST,  AMELIORATION  OF  EN- 
VIRONMENTAL FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal 
stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly  or  debili- 
tated patient:  unstable  cardiovascular  status  in  acute  hemorrhage 
severe  ulcerative  colitis;  toxic  megacolon  complicating  ulcerative 
colitis;  myasthenia  gravis. 

WARNINGS:  In  the  presence  of  a high  environmental  temperature, 
heat  prostration  can  occur  with  drug  use  (fever  and  heat  stroke  due 
to  decreased  sweating).  Diarrhea  may  be  an  early  symptom  of 
incomplete  intestinal  obstruction,  especially  in  patients  with  ileos- 
tomy or  colostomy.  In  this  instance  treatment  with  this  drug  would 
be  inappropriate  and  possibly  harmful.  Bentyl  may  produce  drow- 
siness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  In  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazardous 
work  while  taking  this  drug  There  are  rare  reports  of  infants,  6 
weeks  of  age  and  under,  administered  dicyclomine  hydrochloride 
syrup,  who  have  evidenced  respiratory  symptoms  (breathing  diffi- 
culty shortness  of  breath,  breathlessness,  respiratory  collapse, 
apnea),  as  well  as  seizures,  syncope,  asphyxia,  pulse  rate  fluctua- 
tions, muscular  hypotonia,  and  coma.  The  above  symptoms  have 
occurred  within  minutes  of  ingestion  and  lasted  20  to  30  minutes. 
The  timing  and  nature  of  the  reactions  suggest  that  they  were  a 
consequence  of  local  irritation  and  or  aspiration  rather  than  a direct 
pharmacologic  effect.  No  known  deaths  or  permanent  adverse 
effects  have  been  reported.  Bentyl  syrup  should  be  used  with 
caution  in  this  age  group. 

PRECAUTIONS:  Although  studies  have  failed  to  demonstrate  ad- 
verse effects  of  dicyclomine  hydrochloride  in  glaucoma  or  in 
patients  with  prostatic  hypertrophy,  it  should  be  prescribed  with 
caution  in  patients  known  to  have  or  suspected  of  having  glaucoma 
or  prostatic  hypertrophy. 

Use  with  caution  in  patients  with 
Autonomic  neuropathy.  Hepatic  or  renal  disease.  Ulcerative  coli- 
tis Large  doses  may  suppress  intestinal  motility  to  the  point 
of  producing  a paralytic  ileus  and  the  use  of  this  drug  may 
precipitate  or  aggravate  the  serious  complication  of  toxic 
megacolon. 

Hyperthyroidism,  coronary  heart  disease,  congestive  heart  fail- 
ure, cardiac  arrhythmias,  and  hypertension 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anti- 
cholinergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics,  antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  Individual  patient  s response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations: 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste, 
headache;  nervousness;  drowsiness;  weakness;  dizziness; 
insomnia,  nausea,  vomiting;  impotence,  suppression  of  lactation: 
constipation,  bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and. or  excite- 
ment, especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of  light- 
headedness and  occasionally  local  irritation. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  adjusted  to  indi- 
vidual patient's  needs. 

Usual  Dosage 

Bentyl  10  mg.  capsule  and  syrup:  Adults  1 or  2 capsutes  or  tea- 
spoonfuls syrup  three  or  four  times  daily.  Children:  1 capsule  or 
teaspoonful  syrup  three  or  four  times  daily.  Infants:  Vi  teaspoon- 
ful syrup  three  or  four  times  daily.  (Dilute  with  equal  volume 
of  water ) 

Bentyl  20  mg.:  Adults:  1 tablet  three  or  four  times  daily. 

Bentyl  Injection:  Adults:  2 ml.  (20  mg.)  every  four  to  six  hours 
intramuscularly  only. 

NOT  FOR  INTRAVENOUS  USE. 

MANAGEMENT  OF  OVERDOSE:  The  signs  and  symptoms  of  over- 
dose are  headache,  nausea,  vomiting,  blurred  vision,  dilated 
pupils,  hot,  dry  skin,  dizziness,  dryness  of  the  mouth,  difficulty  in 
swallowing,  CNS  stimulation.  Treatment  should  consist  of  gastric 
lavage,  emetics,  and  activated  charcoal.  Barbiturates  may  be  used 
either  orally  or  intramuscularly  for  sedation  but  they  should  not  be 
used  if  Bentyl  with  Phenobarbital  has  been  ingested.  If  indicated, 
parenteral  cholinergic  agents  such  as  Urecholine’  (bethanecol 
chloride  USP)  should  be  used. 

Product  Information  as  of  July,  1980 
Injectable  dosage  forms  manufactured  by 
CONNAUGHT  LABORATORIES,  INC. 

Swiftwater,  Pennsylvania  183/0  or 
TAYLOR  PHARMACAL  COMPANY 
Decatur,  Illinois  62525  for 

Merrell 
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Our  goal  at  National  Medical  Enterprises  is 
to  help  you  establish  a comfortable  and 
successful  Primary  Care  practice. 

Where  you  want  it. 

How  you  want  it. 

It  s a goal  we  achieve  by  offering  you  a 
choice  of  over  60  well  equipped  acute  care 
hospitals  coast  to  coast,  by  offering  you 
selected  financial  assistance,  and  by  offering 
you  management  consulting  when  you  begin 
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contact  NME. 
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Raymond  C.  Pruitt,  Director,  Physician  Relations 
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Toll-Free  800-421-7470 
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Toxic-Shock  Syndrome 

MAX  R.  TAYLOR,  M.D.,  and  WILLIAM  R.  LOCKWOOD,  M.D. 
Jackson,  Mississippi 


Toxic-Shock  Syndrome  (TSS)  is  an  illness  that 
was  first  observed  in  older  children  by  Todd  et  al  in 
1978. 1 After  the  initial  report  cases  were  recognized 
in  adults,  especially  young  menstruating  women,2 
and  in  retrospect  several  of  Todd's  cases  had  pre- 
sented during  menses.2  A case  of  TSS  was  recog- 
nized at  the  University  of  Mississippi  Medical  Cen- 
ter in  November  1980.  Although  several  publica- 
tions stressed  the  problems  encountered  in 
TSS,2,  4i  5 the  management  of  hypotension  in  our 
case  proved  more  difficult  than  anticipated.  This 
report  presents  our  observations  and  emphasizes  the 
sudden  occurrence  of  severe  shock.  In  addition,  the 
definition  of  TSS  is  reviewed  and  guidelines  for 
management  are  suggested.  The  syndrome  deserves 
the  attention  of  physicians  whose  practice  includes 
menstruating  women. 

Case  Report 

A 20-year-old  nursing  student  was  well  until 
10:00  pm  when  she  noted  discomfort  in  the  muscles 
of  her  lower  back.  She  presented  to  the  emergency 
room  at  4:00  am  with  worsening  muscle  pain,  fever, 
nausea,  vomiting,  and  pharyngeal  discomfort.  There 
was  no  history  of  trauma,  diarrhea,  constipation, 
abdominal  pain,  dysuria,  headache,  or  syncope.  She 
was  in  the  third  day  of  her  menses  and  Playtex  super 
tampons  had  been  used  without  interruption.  This 
brand  had  been  used  during  the  three  previous  cycles 
without  difficulty. 

Her  temperature  was  102. 1°F,  and  her  blood 
pressure  was  1 10/70  mm  Hg  in  the  supine  position. 


From  the  Department  of  Internal  Medicine,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  MS. 


Her  pulse  was  140  per  minute,  and  her  respirations 
were  14  per  minute.  Her  weight  was  51.4  kg.  She 
was  acutely  but  not  severely  ill.  The  conjunctivae 
were  injected.  The  tonsils  were  enlarged  and 
hyperemic  and  there  was  no  exudate.  The  superior 
surface  of  the  tongue  was  white  with  the  papillae 
being  prominent,  giving  the  classic  appearance  of  a 
“strawberry  tongue."  The  posterior  cervical  lymph 
nodes  were  enlarged  and  tender,  limiting  forward 
flexion  of  the  neck.  The  skin  was  diffusely  ery- 
thematous except  for  pallor  of  the  circumoral  area. 
The  skin  creases  of  the  antecubital  area  were  erythe- 
matous and  failed  to  blanch  with  pressure  (Pastia’s 
lines).  The  pelvic  exam  disclosed  normal  vaginal 
mucosa  and  an  odorless,  sanguineous  discharge. 
There  was  no  tampon  material  within  the  vagina, 
and  further  examination  of  the  uterus  and  adnexa 
revealed  no  abnormality.  The  remainder  of  the 
physical  exam  was  normal. 

The  hematocrit  was  43%,  the  leukocyte  count  was 
17,500/mm2  with  12,250  neutrophils,  4,025  bands, 
875  lymphocytes,  350  eosinophils,  and  the  platelet 
count  was  220, 000/mm3.  A clean  catch,  centrifuged 
urine  specimen  contained  20-50  leukocytes  per  high 
power  yield,  and  there  was  2+  proteinuria.  The 
chest  roentgenogram  was  normal,  and  the  electro- 
cardiogram showed  sinus  tachycardia.  Cultures  of 
the  urine  and  blood  were  sterile,  and  the  culture  from 
the  throat  grew  normal  flora.  Cultures  from  the  cer- 
vix and  vagina  later  grew  Staphylococcus  aureus, 
resistant  to  penicillin.  The  titers  of  the  streptozyme 
and  Weil-Felix  tests  were  not  significantly  elevated. 

Although  the  house  officers  suspected  that  she 
had  TSS,  several  hours  elapsed  before  the  appear- 
ance of  a macular  erythematous  rash  and  a fall  in  her 
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blood  pressure  strengthened  their  suspicion.  At 
10:00  am,  5 percent  D5W  was  begun  intravenously 
at  100  ml/hr,  and  nafcillin,  1 .5  grams,  was  adminis- 
tered intravenously  every  four  hours.  Ten  hours  later 
the  blood  pressure  fell  to  70/30  mm  Hg  while  she 
was  supine.  Two  liters  of  0.9  percent  NaCl  and  12.5 
grams  of  albumin  were  infused  over  two  hours.  The 
blood  pressure  rose  to  100/60  mm  Hg  but  fell  again 
to  70/30  mm  Hg  five  hours  later.  Dopamine  (6  meg/ 
kg/minute),  2.0  gram  of  methylprednisolone,  25.0 
grams  of  albumin,  and  0.9  percent  NaCl  were  re- 
quired to  maintain  the  blood  pressure  during  the  next 
twelve  hours  (see  Figure  1 ).  After  the  initial  48  hours 
of  therapy,  her  weight  had  increased  5.9  kg  and  the 
patient  complained  of  tightness  in  the  chest  and 
extremities,  which  had  become  edematous.  The 
chest  roentgenogram  revealed  small,  bilateral  pleu- 
ral effusions  and  no  cardiomegaly.  The  electrocar- 
diogram was  normal.  The  hepatic,  renal,  metabolic, 
musculoskeletal,  and  hematologic  abnormalities  are 
depicted  in  Table  1 . 

She  gradually  improved  over  the  next  week,  and 
subsequently  the  superficial  layer  of  skin  of  the 
palms  and  soles  desquamated.  She  has  remained 
well. 

Discussion 

In  May  1980  the  Center  for  Disease  Control 
(CDC)  published  the  first  report  of  the  occurrence  of 
TSS  in  menstruating  women.2  In  June  a report 
associated  the  illness  with  the  use  of  tampons4  and 


case  definition  criteria  appeared  in  September  (see 
Table  2). 5 Fever,  hypotension,  macular 
erythroderma,  and  involvement  of  three  or  more 
organ  systems  are  the  criteria  utilized  by  the  CDC  to 
confirm  a case  as  definite.  Although  these  criteria 
were  met  by  our  patient,  several  hours  elapsed  be- 
fore the  rash  appeared  and  the  blood  pressure  fell, 
making  the  syndrome  complete.  The  consequent  de- 
lay in  diagnosis  emphasizes  the  nonspecificity  of  the 
early  clinical  findings  which  are  seen  in  several 
diseases  that  enter  into  the  differential  diagnosis. 
These  include  scarlet  fever.  Rocky  Mountain  spotted 
fever,  enteroviral  exanthems,  atypical  measles, 
rubella,  mononucleosis  syndromes,  dengue, 
meningococcemia,  staphylococcal  scalded-skin 
syndrome,  idiopathic  thrombocytopenic  purpura, 
thrombotic  thrombocytopenic  purpura,  systemic 
lupus  erythematosus,  Kawasaki  syndrome,  lepto- 
spirosis, and  drug  eruptions.  Since  the  treatment  of 
these  conditions  are  quite  varied,  an  error  in  diagno- 
sis may  lead  to  serious  consequences. 

In  TSS  98%  of  cases  occur  during  menses  and 
there  is  a statistically  significant  association  with  the 
use  of  tampons,  but  cases  do  occur  unassociated 
with  menses  or  the  use  of  tampons.6  Surveillance 
studies  suggest  the  incidence  of  TSS  may  be  in 
excess  of  3 per  100,000  menstruating  women  per 
year.4  In  Wisconsin,  where  the  first  intrastate  sur- 
veillance studies  of  TSS  were  done,  the  incidence 
was  6.2  cases  per  100,000  menstruating  women  per 
year  and  8.8  cases  per  100.000  menstruating  tam- 
pon-users per  year.  In  Mississippi,  eight  cases  were 


Temp.  (°F) 
Pulse 
Blood 
Pressure 
(mm  Hg.) 


101.8 

144 

100/70 


ER 


Time  (hr) 


4 a.m. 


nafcillin 
1 .5  gm 
D5W 

1 .5  gm 

albumin 

1 2.5  gm 
NS 

1000  cc/hr 

1 .5  gm 

100  cc/hr 
102.1 

102.0 

103.0 

84 

110 

130 

126 

methylprednisolone 
2.0  gm 
dopamine 
6 meg/kg/min 

12.5  gm  12.5  gm 

* 300  cc/hr * 200  cc/hr 


1.5  gm 

1.5  gm 

100.0 
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Figure  1 . Clinical  course  during  the  first  36  hours  after  arrival  in  the  emergency  room. 
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TABLE  I 

LABORATORY  DATA 


Admission  Day  I Day  2 Day  3 Day  4 


SGOT  (0-45  p./L) 

95 

Bilirubin  (.1-1.2  mg/dL) 

.7 

BUN  (10-25  mg/dL) 

22 

Creatinine  (.5-1.7  mg/dL) 

2.0 

Bicarbonate  (22-32  mEq/L) 

18 

Chloride  (98-108  mEq/L) 

106 

CPK  (0-225  |x/L) 

405 

WBC  (5-10,000/mm3) 

17,500 

Platelet  count 

(200.000-200,000/mm3) 

220,000 

Prothrombin  time 
(same  as  control) 


Partial  thromboplastin  time 
(same  as  control) 


95 

70 

45 

26 

3.6 

3.6 

5.6 

.9 

28 

31 

23 

15 

2.8 

2.7 

1.6 

1.1 

14 

18 

21 

29 

113 

1 17 

115 

104 

448 

567 

505 

106 

22,900 

14,000 

274,000 

282,000 

5 sec 

prolonged 

18  sec 

prolonged 

reported  to  the  State  Board  of  Health  during  1980, 
and  seven  were  classified  as  definite,  satisfying  the 
CDC  criteria.  The  remaining  case,  in  which  there 
was  no  hypotension,  was  classified  as  probable.  One 
death  occurred  as  a consequence  of  refractory 
hypotension  and  disseminated  intravascular 
coagulation.  The  case-fatality  ratio  reported  by  the 
CDC  is  7. 8%. 6 

Although  the  etiology  of  TSS  is  unknown,  inves- 
tigators have  suggested  that  a toxin  produced  by 
Staphylococcus  aureus  may  be  responsible.1,  7‘  8 
The  organism  has  been  recovered  from  the  vagina  in 
97%  of  appropriately  cultured  cases,  whereas  only 
10%  of  normal  women  carry  it  in  the  vagina  during 
menses.8  Isolates  have  also  been  recovered  from  the 
conjunctivae,  pharynx,  rectum,  stool,  and  skin  le- 
sions. Despite  the  clinical  features  of  fever  and 
hypotension,  organisms  have  not  usually  been  iso- 
lated from  the  blood.1,  8>  9 

Hypotension,  one  of  the  characteristic  and  poten- 
tially life-threatening  events  in  TSS,  varies  in  time 
of  onset  and  in  severity.  It  usually  begins  within  48 
hours  of  the  first  symptoms  and  may  not  be  noticed 
by  the  patient  or  may  cause  only  minor  dizziness. 
However,  it  may  occur  suddenly,  resulting  in  syn- 
cope, or  become  severe  and  refractory,  terminating 
in  death.  Intravascular  volume  depletion  occurring 
as  a consequence  of  capillary  injury,  insensible  wa- 
ter loss  associated  with  fever,  fluid  loss  from  di- 
arrhea, and  peripheral  vascular  vasodilatation  are 
reasonable  explanations  for  the  occurrence  of  the 
hypotension.  In  our  patient  the  hypotension  was 


TABLE  2 

TOXIC  SHOCK  SYNDROME  CASE  DEFINITION5 


1.  Fever  (temperature  g 38.9°C  [102°F]) 

2.  Rash  (diffuse  macular  erythroderma) 

3.  Desquamation.  One  to  two  weeks  after  the  onset  of  illness,  particu- 
larly of  palms  and  soles. 

4.  Hypotension  (systolic  blood  pressure  < 90  mm  Hg.  for  adults  or  < 
fifth  percentile  by  age  for  children  < 16  years  of  age,  or  orthostatic 
syncope). 

5.  Involvement  of  three  or  more  of  the  following  organ  systems: 

A.  Gastrointestinal  (vomiting  or  diarrhea  at  onset  of  illness). 

B.  Muscular  (severe  myalgia  or  CPK  g 2 x ULN*). 

C.  Mucous  membrane  (vaginal,  oropharyngeal,  or  conjunctival 

hyperemia). 

D.  Renal  (BUN  orCR  g 2 x ULN  or  g 5 WBC  per  HPF  in  absence 

of  UTI). 

E.  Hepatic  (total  bilirubin,  SGOT,  or  SGPT  g 2 x ULN). 

F.  Hematologic  (platelets  < 100,000/mm3). 

G . Central  nervous  system  (disorientation  or  alteration  of  conscious- 

ness without  focal  neurologic  signs  when  fever  and 
hypotension  are  absent). 

6.  Negative  results  of  the  following  tests,  if  obtained: 

A.  Blood,  throat,  and  CSF  cultures. 

B.  Serologic  tests  for  RMSF,  leptospirosis,  or  measles. 


* ULN  = upper  limits  of  normal. 

likely  a consequence  of  insensible  loss  associated 
with  sustained  fever  and  capillary  injury,  which  per- 
mitted an  insidious  decrease  in  intravascular  volume 
that  seemed  disproportionate  to  her  degree  of  illness 
and  was  not  recognized  until  she  became  severely 
hypotensive.  The  process  of  capillary  injury  is  re- 
flected by  the  appearance  of  generalized  edema  and 
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the  5.9  kg  increase  in  weight  which  occurred  after 48 
hours  of  therapy.  Although  aggressive  volume  re- 
placement (8-12  liters  per  day)  and  vasopressors 
have  been  recommended  to  maintain  systemic  blood 
pressure,8  the  situation  may  be  complicated  by 
myocarditis,  renal  insufficiency,  and  pulmonary 
capillary  injury.  In  these  situations  invasive 
hemodynamic  monitoring  may  prove  helpful. 

The  management  of  TSS  also  includes  removal  of 
any  retained  tampon  material  and  the  administration 
of  a beta-lactamase  resistant  antibiotic,  since  most 
isolates  of  S.  aureus  from  cases  of  TSS  are  resistant 
to  penicillin.7,  8 The  optimum  dose  or  duration  of 
antibiotic  therapy  is  unknown;  however,  a 7-10  day 
course  administered  parenterally  is  usually  effective 
in  eradicating  the  organism  and  preventing  recur- 
rence, which  has  been  documented  in  30%  of  cases 
not  treated  with  a beta-lactamase  resistant 
antibiotic.7  Although  our  patient  was  given  gluco- 
corticoids, there  is  no  proof  that  they  are  of  benefit  in 
TSS. 

Once  recovered,  the  patient  should  avoid  the  use 
of  tampons,  because  susceptibility  to  the  disease 
appears  increased  for  several  months.  A culture 
from  the  cervix  and  vagina  should  be  obtained  prior 
to  the  next  menses.  If  S.  aureus  is  isolated,  therapy 
with  an  oral  antibiotic  resistant  to  beta-lactamase 
may  prevent  recurrence  of  TSS.  All  menstruating 
women  may  decrease  the  risk  of  developing  TSS  by 
avoiding  the  use  of  tampons  or  by  changing  them 
frequently  when  they  are  used.6 

Summary 

A history  of  gastrointestinal  disturbance,  myal- 
gia, or  syncope  associated  with  fever  in  a woman 
necessitates  inquiry  of  the  menstrual  history  and  use 


of  tampons.  Hypotension  and  macular  erythroderma 
in  this  setting  strongly  suggests  TSS.  Severe  shock 
may  occur  suddenly  and  require  intensive  medical 
care.  All  definite  cases  should  be  reported  to  the 
appropriate  state  health  bureau.  Suspected  cases  re- 
sulting in  death  should  also  be  reported.  In  Missis- 
sippi, cases  should  be  reported  to  the  Disease  Con- 
trol Unit  of  the  State  Board  of  Health  (364-6660). 

★ ★★ 

2500  North  State  Street  (39216) 
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The  Continent  Ileostomy 

WILLIAM  O.  BARNETT,  M.D. 

Jackson,  Mississippi 


The  continent  ileostomy  was  introduced  by  Kock 
in  1969  and  represents  a tremendous  contribution  to 
the  quality  of  life  for  the  ileostomy  patient.1  It  is 
composed  of  a pouch  which  is  constructed  from 
adjacent  loops  of  ileum  and  a valve.  The  valve  is 
created  by  intussuscepting  the  bowel  upon  itself. 
The  pouch  functions  as  a reservoir  for  storage  of 
intestinal  waste,  while  the  valve  prevents  leakage 
(see  Figure  1).  Two  to  three  times  per  24  hours,  the 
patient  empties  the  pouch  by  introducing  a catheter 
to  allow  drainage.  It  is  not  necessary  to  wear  a bag. 
The  stoma  is  covered  by  a small  bandaid-size  patch, 
during  intervals  between  drainage. 

Ileostomy  Evolution 

Great  progress  has  been  made  since  the  days  when 
ileostomy  patients  returned  from  surgery  with  a 
cross  clamped  segment  of  ileum  protruding  through 
the  abdominal  incision.  Dr.  Frank  Lahey  initiated 
the  practice  of  moving  the  ileal  stoma  to  a separate 
abdominal  wall  site.2  The  introduction  of  the 
Koenig-Rutzen  bag,  with  its  effective  skin  cement, 
represented  a significant  advance  over  previous  ap- 
pliances. These  devices  have  been  progressively  im- 
proved over  the  years,  and  now  many  varied  bags 
and  accessories  await  the  patient’s  choice. 

It  was  a great  advance  in  ileostomy  management 
when  Brooke  devised  the  surgical  technique  for  ele- 
vating the  ileal  stoma  above  the  abdominal  wall  and 
folding  it  upon  itself.  This  eliminated  serosal  expo- 
sure with  subsequent  serositis,  which  invariably  re- 
sulted in  stenosis  and  intestinal  obstruction. 

The  lot  of  both  patient  and  physician  has  been 
enormously  influenced  for  the  better  by  the  appear- 
ance of  a new  category  of  allied  health  worker.  The 
enterostomal  therapist  is  a registered  nurse  who  has 
pursued  additional,  special  training  in  the  field  of 
ostomy  management.  Their  advice,  knowledge  and 
support  represent  an  invaluable  contribution  to  pa- 
tient care. 

Indications 

Total  removal  of  the  colon  and  rectum  with  the 


From  the  Department  of  Surgery,  Mississippi  Baptist  Medical 
Center,  Jackson,  MS. 


establishment  of  a permanent  ileostomy  may  be 
necessary  in  patients  with  ulcerative  colitis,  granu- 
lomatous colitis  and  extensive  colonic  neoplasms, 
such  as  familial  polyposis.  The  most  common  in- 
dication for  coloproctectomy  in  patients  with  ulcera- 
tive colitis  is  intractability  to  medical  management. 
These  individuals  may  be  incapacitated  by  diarrhea, 
weight  loss,  abdominal  pain  and  weakness.  Long 
term  steroid  therapy  frequently  results  in  trouble- 
some side  effects  which  merit  concern.  Malignant 
degeneration  represents  an  ever-present  threat,  espe- 
cially in  patients  who  have  had  ulcerative  colitis 
more  than  ten  years.  In  younger  patients,  growth 
retardation  may  result  from  this  disease.  Systemic 
manifestations  such  as  pyoderma  gangrenosa,  iritis, 
uveitis  and  arthritis  may  complicate  the  problem. 
Intestinal  obstruction  represents  an  indication  for 
surgical  intervention  among  ulcerative  colitis  pa- 
tients. Toxic  megacolon  and  hemorrhage  may  con- 
stitute indications  for  urgent  surgical  intervention. 

Following  coloproctectomy  for  granulomatous 
colitis,  it  is  best  to  establish  a conventional  ileos- 
tomy. The  threat  of  recurrent  disease  in  the  ileal 
pouch  renders  continent  ileostomy  an  unattractive 
option. 

The  almost  certain  ultimate  development  of 
malignant  degeneration  among  patients  w ith  familial 
polyposis  of  the  colon  supports  the  advisability  of 
coloproctectomy.  These  patients  represent  accept- 
able candidates  for  construction  of  a continent  ileos- 
tomy, because  of  the  normal  status  of  the  ileum. 


Figure  1 . Continent  ileal  reservoir. 
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Construction 

The  reservoir  is  fashioned  by  sewing  two  15cm 
loops  of  ileum  together,  opening  them  and  folding 
the  flat  intestinal  plate  so  as  to  form  a pouch.  It 
initially  holds  a volume  of  about  50cc,  but  over  a 


Figure  2.  Skin  level  ileostomy  stoma. 


Figure  3.  Small  stoma  is  completely  covered  by  a 
band-aid. 


period  of  months  the  capacity  will  increase  to  600  to 
lOOOcc.  The  valve  is  constructed  by  intussuscepting 
the  efferent  limb  of  ileum  upon  itself,  so  as  to  reside 
within  the  pouch.  The  terminal  portion  of  the  ileum 
is  brought  out  through  the  abdominal  wall  and  sewed 
flush  with  the  skin  surface  (see  Figures  2,  3). 
Through  this  stoma,  the  patient  can  introduce  a 
catheter  for  drainage  of  intestinal  content  (see  Figure 
4).  Our  experience  now  includes  nine  patients  in 
whom  a continent  ileostomy  was  constructed. 

Postoperative  Management 

These  patients  require  all  the  therapeutic  mea- 
sures commonly  utilized  after  extensive  abdominal 
surgery.  Pulmonary  care,  parenteral  fluids  and  anti- 
biotics are  administered.  We  are  employing  catheter 
gastrostomy  in  place  of  a nasogastric  tube,  and  this 
materially  contributes  to  patient  comfort.  The 
perineal  wound  must  be  followed  closely  so  that 
problems  can  be  detected  early.  Catheter  drainage  of 
the  urinary  bladder  is  usually  employed  for  about 
seven  days. 

At  the  time  of  completion  of  the  operation,  a 
catheter  is  placed  through  the  ileostomy  stoma  and 
into  the  pouch.  The  pouch  is  irrigated  frequently, 
and  low  level  suction  is  maintained.  There  is  con- 
siderable evidence  which  suggests  that  this  maneuv- 
er materially  lessens  the  likelihood  of  valve  slippage 
with  later  development  of  incontinence.  Before 
being  discharged  from  the  hospital,  the  catheter  is 
removed,  and  the  patient  is  instructed  in  catheriza- 
tion  of  the  pouch  at  regular  intervals.  This  routine  is 
mastered  by  the  patient  very  rapidly. 

It  is  important  that  the  patient  be  instructed  to 
avoid  nuts,  corn  kernels  and  other  particulate  foods 
which  may  pose  a problem  with  catheter  obstruc- 
tion. They  should  eat  slowly  and  chew  all  food  well. 

Conversion  of  Conventional 
Ileostomy 

Among  the  most  grateful  patients  are  those  who 
sustained  a conventional  ileostomy  initially  and 
were  later  converted  to  the  continent  variety.  They 
are  better  able  to  contrast  the  life  style  following 
each  type  of  ileostomy.  Most  patients  currently  liv- 
ing with  a conventional  ileostomy  are  acceptable 
candidates  for  conversion.  The  procedure  can  be 
rather  challenging  because  of  occasional,  extensive 
and  dense  adhesions,  especially  in  the  pelvic  and 
sacral  areas.  Also,  the  small  bowel,  in  its  lower 
reaches,  is  usually  edematous,  thick  walled  and 
generally  less  pliable.  In  spite  of  these  circum- 
stances, a technically  satisfactory  valve  and  pouch 
can  usually  be  achieved. 
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Figure  4.  The  pouch  is  easily  emptied  following  inser- 
tion of  a Foley  catheter. 


Possible  Malfunctions 

These  patients  are  at  risk  to  all  of  the  occasional 
complications  which  may  occur  following  extensive 
abdominal  surgery.  The  major  untoward  develop- 
ment peculiar  to  the  continent  ileostomy  patient  is 
valve  slippage  and  disinvagination  of  the  intussus- 
cepted  ileum.  Such  a circumstance  is  suggested  by 
leakage  of  intestinal  content  from  the  stoma  and 
difficulty  in  catheterizing  the  pouch.  The  occurrence 
of  this  problem  was  reported  to  exceed  20  percent  of 
patients  in  the  Mayo  Clinic  series.3  Goligher  has  also 
registered  concern  in  regard  to  valve  slippage.3 
Among  our  patients,  this  complication  appeared  in 
two  of  the  first  five  cases.  This  led  to  some  modifica- 
tions in  technique,  among  which  are  the  current 
utilization  of  an  isoperistaltic  valve  and  the  use  of  a 
marlex  strip  to  reinforce  the  base  of  the  valve.  Five 
cases  have  been  done  according  to  the  new  tech- 
nique, and  leakage  has  not  been  observed  thus  far. 

Diarrhea  resulting  from  bacterial  overgrowth  has 
been  observed  in  a small  percentage  of  cases.  It 
occurred  in  slightly  over  seven  percent  in  the  Mayo 
Clinic  series.3  The  problem  is  satisfactorily  man- 
aged by  the  administration  of  antibiotics  effective 
against  anaerobic  organisms  and  gastrointestinal 
tract  rest. 

Suture  line  leakage  represents  a concern,  in  view 
of  the  extensive  bowel  edges  which  must  be  sewed. 
This  problem  was  observed  in  one  of  our  cases  and 
necessitated  removal  of  the  pouch.  The  patient  evi- 
denced mesenteric  panniculitis  with  enormous  thick- 
ening and  rigidity  of  the  mesentery.  There  were  also 
present  many  enlarged,  hard  lymph  nodes.  Folding 
over  of  the  bowel  plate  to  form  the  pouch  could  be 
achieved  only  by  exerting  great  tension  upon  the 


suture  line.  Such  a finding  now  would  serve  as  a 
contraindication  to  pouch  construction. 

Advantages 

With  the  continent  ileostomy,  a quality  of  life  may 
be  achieved  which  was  never  imagined  to  be  possi- 
ble for  the  coloproctectomy  patient.  Skin  problems 
are  virtually  nonexistent,  in  contrast  to  conventional 
ileostomy,  in  which  about  70  percent  of  patients  are 
troubled  by  various  skin  abnormalities.  There  are  no 
restrictions  upon  clothing.  Bag-bulge,  a necessary 
concern  among  conventional  ileostomy  patients, 
does  not  exist  with  the  continent  ileostomy.  Because 
there  is  no  need  to  wear  a bag,  continent  ileostomy 
patients  are  spared  the  expense  of  purchasing  these 
supplies  and  achieve  a substantial  savings,  estimated 
to  reach  $700  to  $1000  per  year.  With  continent 
ileostomy,  expulsion  of  bowel  content  is  completely 
under  the  patient’s  control.  Social  and  sexual  anx- 
ieties are  far  less  than  those  observed  among  conven- 
tional ileostomy  patients.  Disagreeable  odors  which 
may  be  associated  with  ileostomy  appliances  are 
eliminated. 

Summary 

Physiological  conveniences,  body  image  and  the 
general  quality  of  life  can  be  enormously  improved 
for  the  coloproctectomy  patient  by  the  construction 
of  a continent  ileostomy.  The  entire  procedure  can 
usually  be  completed  during  one  operation.  It  is  not 
necessary  for  these  patients  to  wear  a bag.  A reser- 
voir pouch  with  a valve  is  constructed  from  the 
terminal  ileum,  and  this  restores  the  capacity  for 
storage  of  intestinal  waste.  Release  of  bowel  content 
is  completely  under  the  patient’s  control.  The  pouch 
is  usually  emptied  from  two  to  three  times  per  24 
hours.  Earlier  concerns  in  regard  to  valve  slippage 
with  resulting  incontinence  have  been  largely  elim- 
inated by  recent  modifications  in  the  technique  of 
valve  construction.  These  improvements  and  the  sig- 
nificant enhancement  of  the  quality  of  life  for  these 
patients  bring  forth  a need  to  reexamine  the  advisa- 
bility of  providing  a Brooke  type  ileostomy  in  those 
cases  favorable  to  the  construction  of  a continent 
ileostomy. 

440  E.  Woodrow  Wilson  (39216) 
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The  New  Quack  — Pseudoscience, 
Public  Relations  and  Politics 

JAMES  C.  ARSENEAU,  M.D.,*  Rochester,  New  York  and 
J.  TATE  THIGPEN,  M.D.,t  Jackson,  Mississippi 


We  live  in  an  age  of  disillusionment.  Public  confi- 
dence in  the  institutions  of  our  society  has  been 
shaken.  That  science  and  scientific  medicine  have 
not  been  spared  this  mistrust  must  surprise  some 
when  we  reflect  on  the  advances  of  these  institutions 
over  the  past  century.  Yet  on  reflection,  this  very 
success  has  perhaps  been  one  of  the  more  significant 
factors  in  the  genesis  of  many  current  problems. 
Much  has  been  promised  and  much  has  been  deliv- 
ered, but  science  and  medicine  cannot  deliver  all. 
Rising  expectations  have  spotlighted  limitations; 
scientific  and  medical  feet  of  clay  have  never  been  so 
visible.  In  this  unsettling  but  understandable  con- 
text, we  now  observe  a most  curious  phenomenon:  a 
resurgence  of  magical  thinking  and  a popularity  of 
pseudoscience  which  can  only  frustrate  and  bewilder 
those  who  had  supposed  that  rational  thinking  and 
the  scientific  method  had  swept  superstition  into  the 
cobwebbed  recesses  of  some  medieval  alchemist’s 
chambers. 

Those  who  doubt  the  resurgence  of  magical  think- 
ing and  pseudoscience  need  only  switch  on  the  tele- 
vision or  glance  over  a paperback  book  display  in  the 
local  drugstore.  An  astonishing  variety  of  subjects 
including  searches  for  ancient  astronauts,  abomi- 
nable snowmen,  inner  powers  which  will  change 
one’s  life,  pyramid  powers  which  will  sharpen  one’s 
razors,  Bermuda  triangles,  flying  saucers,  and  so  on 
ad  nauseum  are  treated  with  deadly  seriousness  and 
are  obviously  of  great  popular  interest.  What  is  most 
striking,  however,  is  the  increasing  sophistication 
with  which  such  poppycock  is  presented.  Much  of 
this  sophistication  arises  from  a perversion  of  scien- 
tific thinking  which  may  appropriately  be  termed 
pseudoscience.  This  rise  in  popularity  of  pseudosci- 
ence might  simply  be  only  good  fun;  but  with  a 
commercial  instinct  for  the  jugular  which  some  ele- 
ments in  our  society  suggest  is  unique  to  physicians 

* From  the  Medical  Oncology  Unit,  Rochester  General  Hospi- 
tal, Rochester,  NY. 

t From  the  Medical  Oncology  Department,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  MS. 


and  oil  companies,  entrepreneurs  of  various  sorts 
have  sensed  a profit  potential  previously  available 
only  from  operations  involving  illegal  gambling  and 
drug  sales.  Were  these  commercialized  pseudo- 
scientific ventures  confined  to  fairly  harmless  pur- 
suits such  as  providing  followers  with  a “mantra,” 
little  other  than  cash  would  be  lost  by  the  public. 
Caveat  emptor.  When,  however,  pseudoscientific 
cults  begin  to  propose  pseudoscientific  solutions  for 
serious  medical  or  psychiatric  problems,  the  stage  is 
set  for  endless  tragedy.  In  the  spirit  that  one  should 
know  one’s  enemy,  it  will  be  the  purpose  of  this 
paper  to  examine  the  methods  of  pseudoscience,  to 
show  how  these  methods  are  put  into  practice  using 
the  Laetrile  cult  as  an  example  (although  many 
others  would  serve  equally  well),  and  to  offer  sug- 
gestions as  to  how  the  medical  profession  can  re- 
spond to  the  bizarre  and  disconcerting  challenge 
which  the  pseudoscientists  and  their  supporters  pres- 
ent. 

Science  and  Pseudoscience 

Science  is  a systematic  and  rational  method  of 
thinking  which  has  played  no  small  part  in  the  rise  of 
Western  civilization  over  the  past  several  centuries. 
Within  the  past  century  the  increasing  incorporation 
of  scientific  methods  into  the  art  of  medicine  has 
produced  tremendous  advances  in  physicians’ 
understanding  of  and  ability  to  treat  a variety  of 
illnesses.  This  record  certainly  speaks  for  itself,  and 
yet  a simultaneous  mistrust  of  science  and  scientific 
medicine  has  developed  in  the  past  ten  to  fifteen 
years  and  seems  to  be  gaining  strength.  Even  highly 
educated  and  intelligent  people  are  not  immune  to 
these  irrationalities.  A variety  of  explanations  have 
been  advanced  to  explain  the  growing  public  disen- 
chantment with  science  in  general  and  scientific 
medicine  in  particular.  These  include  increasingly 
hard  to  understand  technology,  increasing  imper- 
sonality, increasing  expense,  and  increasing  ex- 
pectations which  have  been  generated  by  a combina- 
tion of  media  exaggeration  of  medical  advances  and 
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political  declarations  of  the  public  “right  to  health 
care”  which  has  been  interpreted  by  many  as  the 
public’s  “right  to  health.”  The  medical  profession 
has  not  been  completely  innocent  in  the  generation 
of  these  problems. 

The  explanation  which  has  not  received  much 
attention,  however,  is  the  increasing  tendency  of 
purveyors  of  various  questionable  medical  and 
psychiatric  remedies  to  pervert  the  scientific  method 
in  a very  sophisticated  manner,  which  allows  pre- 
posterous notions  to  be  presented  with  an  aura  of 
scientific  authority  and  respectability.  The  most  ob- 
vious and  familiar  example  is  the  television  actor 
dressed  in  a white  laboratory  coat  hawking  some 
marginally  worthwhile  remedy  for  some  trivial  ail- 
ment to  the  vast  TV  audience.  A “study”  complete 
with  graphs  is  often  used  to  lend  “scientific”  weight 
to  the  commercial  argument,  and  “experiments” 
with  such  technological  marvels  as  the  “nasograph” 
are  performed.  This  commercial  claptrap,  repeated 
endlessly,  must  obviously  cheapen  the  idea  of  the 
scientific  process  in  the  public’s  mind.  Furthermore, 
a constant  exposure  to  such  trivial  television  experi- 
mentation in  an  atmosphere  of  authority  and  respec- 
tability may  confuse  the  public  as  to  what  represents 
legitimate  science  and  what  does  not. 

Enter  the  pseudoscientist.  To  fully  understand  this 
process,  a juxtaposition  of  the  pseudoscientific 
method  and  the  scientific  method  is  necessary.  The 
scientific  method  begins  with  observation  and  col- 
lection of  phenomena.  A hypothesis  is  then  formu- 
lated to  explain  the  phenomena,  and  experimenta- 
tion is  conducted  to  prove  or  disprove  the  hypothe- 
sis. Conclusions  are  then  communicated  to  the  sci- 
entist’s peers,  and  these  conclusions  are  confirmed 
or  refuted.  If  the  hypothesis  is  confirmed,  it  is  then 
used  to  predict  the  outcome  of  phenomena  explained 
by  the  hypothesis.  In  contrast,  the  pseudoscientific 
method  begins  with  the  formulation  of  a hypothesis. 
Supporting  phenomena  only  are  then  collected,  and 
the  hypothesis  is  communicated  through  the  mass 
media.  The  scientific  “establishment”  is  then  chal- 
lenged to  disprove  the  hypothesis,  and  those  who  try 
are  accused  of  prejudice  or  conspiracy. 

The  most  noteworthy  difference  in  these  two 
methods  is  the  pseudoscientist’s  formulation  of  a 
hypothesis  as  a first  step,  probably  reflecting  the 
egalitarian  notion  that  one's  opinion  is  as  good  as 
anyone  else’s.  “Facts”  are  then  collected  to  support 
the  hypothesis;  those  which  contradict  it  are  regular- 
ly ignored.  Communication  of  the  hypothesis  via  the 
mass  communication  media  rather  than  to  one’s 
peers  (who  could  confirm  or  refute  the  hypothesis 
independently)  is  a trademark  of  the  pseudoscientist. 


TABLE  i 

A COMPARISON  OP  THE  SCIENTIFIC  AND  THE 
PSEUDOSCIENTIFIC  METHOD 


Scientific  Method  Pseudoscientific  Method 


1 . Observation  and  collection  of 
phenomena 

2.  Formulation  of  hypothesis  to 
explain  phenomena 

3.  Experimentation  to  prove  or 
disprove  hypothesis 

4.  Communication  of  conclu- 
sions to  peers,  confirmation  or 
refutation  of  conclusions  by 
peers 

5.  Use  of  hypothesis  to  predict 
outcome  of  phenomena  ex- 
plained by  hypothesis 


1 . Formulation  of  hypothesis 

2.  Collection  of  phenomena 
which  appear  to  support 
hypothesis 

3.  Communication  of  hypoth- 
esis, usually  in  mass  com- 
munications media 

4.  Challenge  scientific  “estab- 
lishment” to  disprove  hypoth- 
esis 

5.  Accuse  those  who  try  to  refute 
hypothesis  of  prejudice  or  con- 
spiracy 


If  identification  of  this  trademark  strikes  uncomfort- 
ably close  to  home  with  respect  to  behavior  by  some 
more  conventional  scientists,  including  those  in 
medical  research,  take  warning.  The  key  to  the 
pseudoscientific  process  is  to  challenge  the  “estab- 
lishment” to  refute  the  pseudoscientific  hypothesis. 
This  represents  a very  neat  reversal  of  the  scientific 
method  in  which  the  onus  of  proof  of  the  hypothesis 
is  on  the  person  who  proposes  it.  The  pseudoscien- 
tist simply  demands  that  anyone  who  disagrees  must 
refute  his  hypothesis  and  simultaneously  saves  a lot 
of  time,  money,  and  effort  in  experimentation  which 
should  rightly  be  his  own  responsibility.  Under- 
standably, the  “establishment”  may  be  somewhat 
reluctant  to  spend  the  time,  money,  and  effort  re- 
quired to  disprove  every  hypothesis,  however  pre- 
posterous. presented  in  such  reputable  media  as  cer- 
tain sensational  weekly  “newspapers”  or  soft-core 
pornographic  monthly  magazines.  This  reluctance  is 
beautifully  played  upon  by  the  pseudoscientist  who 
can  then  accuse  the  “establishment”  of  prejudice, 
or  even  better,  of  conspiracy  to  suppress  his  discov- 
ery, reaping  further  publicity  and  playing  on  the 
modem  public’s  mistrust  of  “establishments”  of 
any  kind.  A very  neat  and  formidable  strategy  this  is. 

The  Pseudoscience  of  Laetrile 

The  Laetrile  cult  presents  a rich  and  varied  para- 
digm to  illustrate  the  workings  of  pseudoscience. 
The  Laetrile  cult  is  based  on  not  one  but  tw;o 
pseudoscientific  hypotheses. 

The  first  is  the  Unitarian,  or  trophoblastic  theory 
of  carcinogenesis,  first  set  forth  by  (the  Scottish 
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physician)  Dr.  John  Beard  in  1902. 1 This  hypothesis 
states  that  all  cancer  arises  from  embryonic  rests  of 
trophoblastic  cells  scattered  throughout  the  body.  In 
most  people  incipient  cancers  arising  from  these 
cells  are  destroyed  by  chymotrypsin.  People  who 
develop  a cancer  do  so  because  of  a lack  of  sufficient 
chymotrypsin  caused  by  pancreatic  insufficiency  re- 
lated to  dietary  inadequacies.  This  is  an  interesting 
conjecture  which  is  totally  contradicted  by  an  over- 
whelming mass  of  data  related  to  carcinogenesis 
collected  over  the  past  50-100  years  and,  in  modern 
times,  is  so  absurd  as  to  not  merit  even  a passing 
effort  at  refutation  by  the  scientific  community. 

The  second  hypothesis  is,  on  the  surface,  some- 
what more  plausible.  Ernest  T.  Krebs,  in  1920,  with 
modifications  in  the  1950's  by  his  son  E.  T.  Krebs, 
Jr.,  proposed  that  cancer  cells  contain  more  of  the 
enzyme  (3-glucuronidase  than  normal  cells.  There- 
fore, cancer  cells  should  be  vulnerable  to  che- 
motherapy with  the  organo-cyanide  composed 
Laevorotatory  mandelonifr/Zc  or  Laetrile  obtained 
from  the  compound  amygdalin,  which  occurs  natur- 
ally in  kernels  of  peaches,  apricots,  bitter  almonds, 
and  apple  seeds."  Laetrile  presumably  undergoes  the 
following  reaction  in  cells  rich  in  (3-glucuronidase: 
Laetrile  -»  glucose  + benzaldehyde  + HCN.  The 
liberated  HCN  destroys  the  tumor  cell.  Normal 
cells,  according  to  this  theory,  not  only  have  less 
(3-glucuronidase  (and  therefore  are  less  susceptible) 
but  also  are  protected  because  they  contain  the  en- 
zyme rhodonase  which  inactivates  HCN.  Cancer 
cells  allegedly  lack  rhodanase.  This  is  a complicated 
notion  which  has,  under  the  pressure  of  continued 


claims  by  the  Laetrile  pseudoscientists,  been  evalu- 
ated, albeit  reluctantly,  by  the  “establishment.” 
The  Laetrile  proponents,  in  the  finest  pseudoscien- 
tific spirit,  have  barely  made  the  slightest  effort  to 
provide  evidence  on  their  own.  The  biochemical 
rationale  for  the  alleged  effectiveness  of  Laetrile  has 
been  categorically  refuted  by  a number  of 
studies.3,  4 It  has  been  shown  that  normal  cells,  if 
anything,  contain  more  (3-glucuronidase  than  tumor 
cells  and  that  there  is  no  particular  difference  in  the 
content  of  rhodanase  contained  in  tumor  or  in  normal 
cells.  Lurthermore,  a succession  of  animal  and  clin- 
ical human  tests  have  failed  to  show  the  slightest 
antitumor  effect  of  Laetrile,  whether  given  orally, 
intravenously,  or  with  or  without  (3-glucuronidase. 

The  time  and  expense  of  these  multiple  studies 
over  a period  of  20  to  30  years  is  obviously  consider- 
able, and  one  could  wonder  whether  the  efforts  in- 
volved in  such  studies  might  not  have  been  em- 
ployed more  productively  elsewhere.  What  is  most 
remarkable,  however,  is  that  despite  this  weight  of 
negative  evidence  as  to  the  worth  of  Laetrile  as  an 
anticancer  drug,  the  public  clamor  in  support  of 
Laetrile  persists  and  has,  if  anything,  intensified. 
The  reason  is  that  the  pseudoscientist  does  not  play 
the  scientific  game,  as  we  shall  examine.  No  amount 
of  scientific  data  will  ever  convince  the  pseudoscien- 
tists and  their  supporters.  If  the  pseudoscientists 
were  to  play  the  scientific  game,  they  would  have 
abandoned  Laetrile  long  ago.  With  a strong  profit 
motive  involved,  however,  the  Laetrile  pseudo- 
scientists have  struck  off  into  new  territory. 


TABLE  2 

ANIMAL  AND  HUMAN  STUDIES  OF  THE  ANTITUMOR  EFFECT  OF  LAETRILE 


Date 

Test  System 

Result 

Animal 

1975 

Transplantable  Mouse  Tumor 

No  Activity 

1975 

Transplantable  Rodent  Tumor 

No  Activity 

1978 

Transplantable  Animal  Tumors 

No  Activity 

1978 

Spontaneous  Animal  Tumor 

No  Activity 

1978 

Nude  Mouse-Human  Tumor  Transplant 
Clinical 

No  Activity 

1953 

Clinical  Review 
44  pts 

Calif.  Med.  Assoc. 

No  Activity 

1965 

Clinical  Review 
Canada  Med.  Assoc. 

No  Activity 

1978 

Clinical  Review 
National  Cancer  Inst. 

No  Definite  Support  for  Activity 
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Pseudoscientific  Gamesmanship 

The  pseudoscientist  often  provokes  the  scientific 
establishment  into  attacks  on  and  refutations  of  his 
particular  brand  of  pseudoscientific  dogma,  as  in  the 
case  of  Laetrile  discussed  above.  This  occurs  when 
the  particular  pseudoscientific  dogma  is  perceived 
by  the  establishment  (often  with  good  cause)  as  a 
psychological  or  physical  threat  to  society,  particu- 
larly when  large  sums  of  money  begin  to  be  made  by 
the  pseudoscientist  and  supporters  (as  often  occurs). 
The  astute  pseudoscientist  will  not  be  deterred  by 
these  attacks,  even  when  the  evidence  refuting  his 
hypothesis  appears  overwhelming.  Unlike  the  scien- 
tist, who  is  constrained  by  the  necessity  to  have 
experimental  data  to  support  his  hypothesis,  the 
pseudoscientist  can  change  or  modify  the  pseudo- 
scientific hypothesis  at  will  to  deflect  or  circumvent 
criticism  or  even  to  take  advantage  of  loopholes  in 
whatever  laws  may  be  involved  to  control  commer- 
cialization of  this  pseudoscientific  venture. 

This  shifting  of  philosophy  is  usually  accompa- 
nied by  complaints  of  “persecution  by  the  establish- 
ment.” A common  and  effective  pseudoscientific 
practice  is  to  denounce  data  produced  by  the  scien- 
tific establishment  which  refute  the  pseudoscientific 
hypothesis  on  the  grounds  that  such  data  were  col- 
lected by  prejudiced  individuals  and  therefore  are 
suspect.  The  symmetry  is  beautiful!  The  pseudo- 
scientist refuses  to  produce  supporting  data,  and  no 
one  else  is  allowed  to  do  so  because  they  are  pre- 
judiced and  conspiring  to  suppress  the  pseudoscien- 
tific hypothesis. 

In  the  unusual  circumstances  that  data  is  produced 
by  the  pseudoscientist,  either  in  support  of  the  ori- 
ginal hypothesis  under  attack  or  in  support  of  one  of 
the  newer  “clone”  hypotheses,  the  data  almost  al- 
ways is  in  the  form  of  testimonials  and  anecdotes.  If 
the  pseudoscientists  can  recruit  as  a believer  some 
sort  of  celebrity  who  will  lend  his  name  to  testimo- 
nials, this  is  especially  desirable.  Strange  as  it  may 
seem,  such  celebrities  may  occasionally  be  defectors 
from  the  “establishment”  who  abandon  their  de- 
dication to  science  for  a variety  of  reasons,  not  the 
least  of  which  is  the  outpouring  of  publicity  which 
commonly  attends  such  a move. 

Gamesmanship  of  the 
Laetrile  Cult 

Laetrile  was  originally  offered  as  a cure  for  cancer 
on  the  basis  of  the  hypotheses  discussed  earlier.  It 
soon  became  apparent  that  cancer  patients  were  not 
cured  by  Laetrile,  so  Laetrile  suddenly  became  a 
control  for  cancer.  When  studies  and  observations 


cast  some  doubt  on  this  position,  Laetrile  then  came 
to  its  present  designation  as  a cancer  preventive  and 
a drug  which  “makes  patients  feel  better.” 

When  Laetrile  was  denied  Federal  Drug  Adminis- 
tration (FDA)  licensing  as  a new  drug,  Laetrile  sud- 
denly became  a vitamin  and  therefore  presumably 
exempt  from  FDA  regulation.  The  federal  courts 
were  not  impressed  by  these  semantic  games. 
Rumors  were  circulated  that  cancer  is  virtually  un- 
known in  certain  remote  cultures  such  as  the  Hunzas 
in  the  Himalayas  who  eat  a diet  which  includes 
apricot  pits.  This  was  presented  to  the  faithful  as 
evidence  that  Laetrile  is  indeed  a vitamin.  The  idea 
is  simply  not  true,  as  anyone  who  has  troubled  to 
study  the  Hunzas  could  testify.5 

Undeterred,  the  Laetrile  supporters,  in  a masterful 
amalgamation  of  modem  pseudoscientific  dogma, 
now  declare  that  Laetrile  must  be  used  in  combina- 
tion with  a natural  organic  dietary  program  in  a 
“holistic”  program  in  order  to  be  fully  effective. 
This  brilliant  strategy  has  the  advantage  of  playing 
on  the  current  health  food  fad  while  at  the  same  time 
increasing  the  already  considerable  revenue  ex- 
tracted from  cancer  patients  under  Laetrile  “ther- 
apy.” 

Now  faced  with  a “vitamin”  which  prevents  can- 
cer or,  if  it  doesn't,  makes  cancer  patients  “feel 
better,”  but  is  only  effective  when  used  with  a 
“holistic”  program  of  organic  food  diets,  other  vita- 
mins, and  further  variations  such  as  coffee  enemas, 
the  scientific  establishment  can  hardly  be  blamed  if 
it  blanches  at  the  prospect  of  disproving  these 
claims. 

Pseudoscience  and  Politics 

The  word  “cult”  is  appropriately  applied  to 
pseudoscientific  hypotheses  and  their  believers  and 
supporters.  At  a certain  stage  of  development,  most 
pseudoscientific  movements  begin  to  take  on  the 
trappings  of  religion.  In  any  case,  organization  of 
supporters  occurs;  and  these  organizations  are  used 
to  recruit  more  followers,  to  take  advantage  of  tax 
laws,  and  to  obtain  respectability  by  political  fiat 
rather  than  by  the  inherent  merit  of  their  philosophy. 

This  behavior  is  easily  recognized  in  religious 
cults  where  the  leader  is  a “Reverend,”  a “Guru” 
or  a “Maharishi,”  where  the  organization  is  a tax- 
exempt  religious  institution,  and  where  respectabil- 
ity is  sought  on  the  grounds  of  freedom  of  religion. 
The  pseudoscientific  cult  is  somewhat  more  subtle, 
but  the  behavior  remains  the  same.  Instead  of  a 
religious  title,  the  leader  of  pseudoscientific  cult  is  a 
“scientist”  or  a “doctor”  who  may  or  may  not  have 


AUGUST  1981 


205 


TABLE  3 

ORGANIZATIONS  SUPPORTING  LAETRILE 


Organization  Comment 


John  Beard  Memorial  Foundation  Ernest  T.  Krebs,  Jr..  President 
McNaughton  Foundation  Distributes  Laetrile  “Literature” 

Distributes  Laetrile 

International  Association  of  Political  Lobbying  Group 

Cancer  Victims  and  Friends 

Cancer  Control  Society  Political  Lobbying  Group 

Committee  for  Freedom  of  Choice  Political  Lobbying  Group 
in  Cancer  Treatment 


a degree  which  may  or  may  not  be  relevant  to  the 
area  of  alleged  scientific  competence.  Instead  of  a 
religious  tax  exemption,  the  pseudoscientific  cult 
will  have  one  or  more  non-profit  (read  tax-exempt) 
“foundations”  which  will  serve  to  promote  the 
pseudoscientific  dogma  and  to  provide  a handy  park- 
ing place  for  funds,  the  accumulation  of  which  tends 
to  become  considerable  as  the  organization  grows. 

The  pseudoscientific  cult  craves  respectability. 
Since  it  is  hardly  likely  that  respectability  will  be 
granted  on  the  basis  of  scientific  merit,  supporters 
and  “foundations”  are  often  involved  to  a great 
extent  in  seeking  judicial  and/or  political  recognition 
which  will  lead  to  the  granting  of  scientific  respect 
by  fiat.  The  patience  of  a cult  is  apparently  limitless 
(after  all,  there  are  considerable  financial  rewards  to 
be  obtained).  The  patience  of  the  establishment  is,  of 
course,  limited,  and  the  financial  incentives  in 
pseudoscientific  cult  fighting  are  entirely  negative. 
If  the  establishment  hopes  the  pseudoscientific  cult 
will  simply  go  away  if  ignored,  the  establishment  is 
sadly  mistaken. 

Laetrile  and  Politics 

Over  the  years,  the  Laetrile  cult  has  collected  a 
number  of  supporting  organizations  and  “founda- 
tions” including  the  John  Beard  Memorial  Founda- 
tion, McNaughton  Foundation,  International  Asso- 
ciation of  Cancer  Victims  and  Friends,  Cancer  Con- 
trol Society,  and  Committee  for  Freedom  of  Choice 
in  Cancer  Treatment.  In  addition  to  publishing  and 
distributing  literature  (often  in  the  form  of  comic 
books  which  savagely  attack  conventional  medicine) 
and  otherwise  maintaining  interest  in  Laetrile,  the 
major  thrust  of  these  organizations  in  past  years  has 
been  legal  and  political  maneuvering.  These  efforts 
have  centered  around  the  issues  of  privacy  and  free- 
dom of  choice. 

This  has  proved  to  be  a most  effective  strategy. 
On  the  surface,  who  is  really  against  a person's  right 


to  privacy  and  to  freedom  of  choice  as  to  what 
treatment  he  receives  for  an  illness?  The  suggestion 
is  that  the  federal  government  and  conventional 
medicine  are  conspiring  to  restrict  patients’  freedom 
of  choice  in  their  therapy.  This  accusation  bears 
examination.  In  our  present  system  (although  some 
fear  not  for  much  longer)  a person  is  free  to  select  his 
own  doctor.  He  is  free  to  seek  other  opinions.  He  is 
free  to  accept  or  reject  treatment  proposed  by  any  of 
these  doctors.  There  would  seem  to  be  considerable 
freedom  of  choice  in  this  system,  so  the  question 
then  becomes  how  much  freedom  is  desirable?  If  the 
public  has  a right  to  complete  freedom  of  choice 
regarding  medicine,  the  FDA  and  medical  schools 
can  be  done  away  with,  and  anyone  who  wishes 
would  be  free  to  “practice”  medicine  in  any  way 
they  wish.  Few  would  agree  that  such  a degree  of 
freedom  is  wise,  because  another  right  of  the  public 
would  then  be  in  danger:  the  right  to  have  confidence 
in  a certain  standard  of  competence  of  the  physicians 
consulted  and  a right  to  expect  that  proposed  ther- 
apies have  a reasonable  chance  of  success.  In  other 
words,  the  public  has  a right  to  an  informed  free 
choice  of  therapy.  The  track  record  of  pseudoscienti- 
fic cults  in  general,  and  the  Laetrile  cult  in  particu- 
lar, in  providing  a balanced  and  unbiased  position 
upon  which  an  informed  choice  may  be  made  has 
been  less  than  exemplary  for  reasons  which  by  this 
time  must  seem  all  too  obvious. 

Despite  these  considerations,  the  Laetrile  cult  and 
its  supporters  and  “foundations”  have  succeeded  in 
persuading  several  state  legislatures  to  pass  laws 
allowing  treatment  of  “terminal”  cancer  patients 
with  Laetrile.  To  be  sure,  a variety  of  restrictions  are 
included  in  these  laws;  and.  to  be  sure,  the  FDA  is 
still  capable  of  preventing  importation  or  interstate 
shipment  of  Laetrile.  Nevertheless,  the  emotional 
response  of  certain  state  legislatures,  in  total  disre- 
gard of  the  vast  body  of  evidence  attesting  to  the 
complete  worthlessness  of  Laetrile  as  a cancer  ther- 
apy, cannot  have  any  effect  other  than  to  encourage 
the  continued  perpetration  of  the  Laetrile  fraud  on 
the  American  public.  One  cannot  help  wondering 
what  would  happen  if  a cliffjumping  cult  could 
gather  enough  supporters  to  apply  the  kind  of  politi- 
cal pressure  that  Laetrile  supporters  have  done.  Pre- 
sumably, a number  of  state  legislatures  could  be 
persuaded  to  repeal  the  law  of  gravity. 

Pseudoscience  and  the 
Medical  Profession 

Given  the  formidable  attack  on  many  fronts  with 
increasingly  sophisticated  techniques  of  deception 
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by  various  pseudoscientific  cults,  the  busy  physician 
might  be  inclined  to  take  the  position  of  H.  L. 
Mencken,  who  suggested  that  medical  cultism  was 
beneficial  to  the  human  race,  as  those  foolish  enough 
to  prefer  such  self-destructive  “therapy”  would 
soon  be  eliminated  from  society  permanently.  On 
reflection,  however,  this  position  is  unacceptably 
harsh,  especially  when  victims  of  pseudoscientific 
cults  are  deliberately  deceived  by  these  cults  and 
their  supporters. 

It  is  true  that  a number  of  pseudoscientific  cults  do 
little  harm  other  than  to  extract  money  from  their 
followers.  No  one  has  yet  been  injured  by  “pyramid 
power”  unless  one's  razor  blades  become  danger- 
ously sharp.  It  is  when  pseudoscientific  cults  pro- 
pose useless  and  dangerous  therapies  for  dangerous 
diseases  that  the  medical  profession  should  rightly 
become  concerned.  In  the  case  of  Laetrile,  not  only 
may  the  cancer  patient's  reliance  on  Laetrile  lead  to 
delay  or  omission  of  potentially  helpful  or  even 
curative  conventional  treatments,  but  Laetrile  ther- 
apy itself  has  potential  for  direct  harm.  The  claims  of 
Laetrile  supporters  that  Laetrile  is  “nontoxic”  have 
now  been  thoroughly  refuted  by  a number  of 
documented  fatal  cyanide  poisonings  from  Laetrile 
ingestion. h‘7  There  are  probably  a far  greater  number 
of  cases  of  chronic  cyanide  poisoning  caused  by 
Laetrile,  but  few  have  been  reported  because  this 
diagnosis  is  so  difficult  to  make.8,  9’  10 

If  eternal  vigilance  is  the  price  of  liberty,  it  is  also 
the  price  which  scientific  medicine  must  pay  to  de- 
liver the  best  possible  care  to  the  public.  However 
tiresome  and  frustrating  the  fight  may  become,  con- 
tinued efforts  to  alert  and  educate  the  public  must  be 
made.  A great  deal  of  patience  and  compassion  is 
needed  in  this  struggle,  and  these  are  qualities  which 
scientific  medicine  has  not  always  fostered.  It  may 
be  trite  to  remember  that  medicine,  however  strong 
the  scientific  foundation,  remains  an  art.  If  the  art  of 
medicine  is  neglected  by  the  scientist  and  pursued 
only  by  the  pseudoscientific  huckster,  the  future  of 
rational  scientific  medicine  will  be  bleak.  Therefore, 
practitioners  of  scientific  medicine  must  be  scientifi- 


cally objective  about  their  therapies  while  at  the 
same  time  maintaining  a relationship  of  trust  and 
confidence  with  their  patients  so  that  these  people 
will  not  be  placed  in  desperate  positions  in  which 
they  become  susceptible  to  emotionally  based  huck- 
sterism. 

Scientific  medicine  must  also  continue  to  publi- 
cize its  views  and  not  hesitate  to  identify  fraud  and 
quackery  for  what  it  is  wherever  and  whenever  it 
appears  . . . and  it  will.  This  is  a battle  which  will 
never  be  over,  but  the  public  welfare  demands  and 
deserves  the  unflagging  efforts  of  us  all. 

Note:  At  the  May  1981  meeting  of  the  American 
Society  of  Clinical  Oncology,  the  Mayo  Clinic,  in 
collaboration  with  three  other  institutions,  reported 
the  results  of  the  use  of  Laetrile  in  human  cancer 
victims.  This  trial,  forced  by  pseudoscientific  pres- 
sure, showed  no  evidence  of  significant  activity  for 
Laetrile  in  the  treatment  of  human  neoplasms.  ★★★ 
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Maternal  Mortality  in  Mississippi: 
1977-1978 

WILLIAM  B.  WIENER,  M.D. 

Jackson,  Mississippi 


In  1957,  the  Mississippi  State  Medical  Associa- 
tion (MSMA)  established  a committee  to  study,  as  a 
continuing  research  and  educational  program,  the 
maternal  mortality  cases  occurring  each  year  in  the 
state  of  Mississippi.  The  study  has  emphasized 
education  directed  at  improved  maternal  care  and 
has  received  the  support  of  the  medical  profession  in 
our  state.  The  Committee  on  Maternal  and  Child 
Care  recently  completed  its  study  data  for  the  calen- 
dar years  1977-78. 

Death  certificates  from  the  Mississippi  State 
Board  of  Health  furnished  to  the  committee  indicate 
that  there  were  8 and  7 maternal  deaths  in  Mississip- 
pi in  1977  and  1978,  respectively.  The  number  of 
live  births  to  Mississippi  residents  ( in  state  and  out  of 
state)  totalled  45,532  in  1977  and  44,373  in  1978. 

The  maternal  mortality  rate  for  Mississippi  resi- 
dents (maternal  deaths  per  100,000  live  births)  was 
22.0  in  1977  and  13.5  in  1978.  The  maternal  mortal- 
ity rates  for  the  United  States  in  1977  and  1978  were 
11.2  and  9.6,  respectively. 

It  is  significant  to  note  the  decline  in  maternal 
mortality  in  the  state  since  the  Committee  on  Mater- 
nal and  Child  Care  began  its  study  in  1957.  In  that 
year,  there  were  75  maternal  deaths  and  the  state’s 
maternal  mortality  rate  was  120.  As  noted,  in  1978 
there  were  7 deaths,  and  the  rate  was  13.5  per 
100,000.  This  decline  is  due  to  many  factors, 
perhaps  the  most  significant  of  which  are:  increased 
specialization  in  ob-gyn;  improved  hospital  and 
transportation  systems;  improved  referral  and  con- 
sultative services  provided  by  the  creation  of  the 
University  of  Mississippi  School  of  Medicine;  and 
the  establishment  of  family  planning  clinics  provid- 


Chairman,  Committee  on  Maternal  and  Child  Care. 
Committee  members  — William  B.  Wiener,  M.D.,  Jackson; 
W.  E.  Godfrey,  M.D.,  Natchez;  John  C.  Morrison,  M.D., 
Jackson;  George  J.  Nassar,  M.D.,  Greenwood;  K.  Ramsay 
O’Neal,  M.D.,  Hattiesburg;  Wendell  H.  Stockton,  M.D., 
Amory;  W.  W.  Walley,  M.D..  Waynesboro. 


ing  contraceptive  education  and  the  legalization  of 
abortion  under  medical  supervision,  both  of  which 
have  resulted  in  fewer  high  risk  pregnancies. 

Techniques  of  obtaining  and  reviewing  informa- 
tion on  maternal  deaths  have  not  changed  appreci- 
ably during  the  22  years  of  study.  The  questionnaire 
type  of  inquiry  has  been  exclusively  employed.  No 
“on  the  spot”  investigations  of  hospital  records  or 
interviews  of  physicians  or  hospital  personnel  have 
been  conducted  except  under  rare  circumstances  in- 
volving hospitals  in  Jackson.  The  data  sheet  used 
was  developed  by  the  committee  before  the  study 
began  and  has  undergone  only  minor  changes  since 
then.  One  of  the  data  sheets,  together  with  a letter 
from  the  chairman  of  the  committee,  is  sent  to  the 
physician  who  last  attended  the  patient.  He  or  she  is 
asked  to  complete  and  return  the  data  sheet  and  add 
any  pertinent  information  in  a supplementary  note. 
If  the  physician  does  not  reply,  two  followup  letters 
are  sent  at  appropriate  intervals.  In  some  cases, 
personal  attempts  have  been  made  by  members  of 
the  committee,  the  State  Board  of  Health,  officers  of 
the  association,  or  local  obstetricians  to  obtain  in- 
formation. Letters  requesting  additional  information 
occasionally  have  been  sent  to  the  responding  physi- 
cian by  the  committee,  if  it  seemed  likely  that  he 
could  supply  further  information  which  might  be  of 
value. 

Following  receipt  of  the  data  sheet  and  other  in- 
formation, all  identifying  marks  are  removed  so  that 
anonymity  is  preserved.  A copy  of  the  data  sheet  is 
then  sent  to  a member  of  the  committee  for  review 
prior  to  the  next  meeting.  At  the  meeting  of  the 
committee,  the  case  is  summarized  by  the  member 
who  has  studied  and  evaluated  it  according  to  the 
criteria  set  out  in  the  AMA  “Guide  for  Maternal 
Death  Studies.”  The  evaluations  are  discussed  by 
the  committee,  agreed  to  or  voted  on  if  there  is  a 
division  of  opinion,  and  then  furnished  to  the  attend- 
ing physician. 
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The  committee  studied  15  maternal  deaths  occur- 
ring in  1977  and  1978.  All  replies  to  the  committee’s 
inquiries  are  evaluated  as  to  their  usability  (see  Table 
I)  and  usable  replies  are  classified  according  to  the 
adequacy  of  the  data  furnished  (see  Table  II).  In 
order  to  receive  the  highest  rating,  which  is  5,  the 


TABLE i 

STUDY  MATERIAL 


1977 

No.  Percent 

1978 

No.  Percent 

Total  Cases 

8 

7 

Replies  received 

8 

100 

7 100 

Replies  usable 

8 

100 

7 100 

TABLE  II 

ADEQUACY  OF  DATA 

Category 

1977 

No.  Percent 

No. 

1978 

Percent 

5 

1 

12.5 

2 

28.5 

4 

2 

25.0 

2 

28.5 

3 

3 

0 

0 

0 

2 

2 

25.0 

3 

42.8 

1 

0 

38.0 

0 

0 

TABLE  III 

CAUSES  OF  DEATH 

1977 

1978 

No.  Percent 

No.  Percent 

Direct 

5 62.5 

5 71.4 

Indirect 

3 37.5 

2 28.6 

Undetermined 

0 

0 

TABLE  IV 

CAUSES  OF  DIRECT  OBSTETRIC  DEATHS 


1977  1978 


No. 

Percent 
(of  All  Deaths 
Studied)  No. 

Percent 
(of  All  Deaths 
Studied) 

Hemorrhage 

3 

37.5  3 

44.4 

Toxemia 

0 

1 

14.4 

Infection 

Vascular  accident 

0 

1 

12.5 

Anesthesia 

2 

25.0  1 

14.4 

questionnaire  for  the  committee’s  study  must  be 
completely  filled  out,  a relevant  explanatory  note 
attached,  and  an  autopsy  report  included  if  avail- 
able. Cases  rate  1 or  2 are  often  difficult  to  evaluate 
because  of  gaps  in  data  received. 

Following  the  AMA  “Guide  for  Maternal  Death 
Studies,”  the  committee  classifies  maternal  deaths 
as  either  being  direct  obstetric  deaths  or  indirect 
obstetric  deaths.  Direct  obstetric  deaths  are  defined 
by  the  guide  as  those  in  which  the  cause  of  death  is 
due  to  a condition  directly  related  to  the  pregnancy 
such  as  hemorrhage,  toxemia,  infection,  anesthesia 
or  vascular  disease.  Indirect  obstetric  deaths  are 
those  resulting  from  disease  which  was  present  be- 
fore or  developing  during  pregnancy  but  was 
obviously  aggravated  by  the  physiological  effects  of 
the  pregnancy  and  caused  the  death.  Classification 
of  maternal  deaths  studied  by  the  committee  in  1977 
and  1978  as  to  direct  or  indirect  deaths  is  shown  in 
Table  III. 

The  direct  obstetric  deaths  studied  by  the  commit- 
tee have  also  been  classified  as  to  cause  in  Table  IV. 
As  noted  therein,  hemorrhage  and  toxemia 
accounted  for  6 of  the  10  direct  obstetrical  deaths 
occurring  in  1977  and  1978.  Table  V presents  the 
information  for  each  year  of  the  committee's  study 
thus  far  (1957-1978). 


table  v 

CAUSES  OF  DIRECT  OBSTETRIC  DEATHS  (1957-1978) 


1957  58  59  60  61  62  63  64  65  66  67  68  69  70  71  72  73  74  75  76  77  78 
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TABLE  VI 
AVOIDABILITY 


No. 

1977 

Percent 

No. 

1978 

Percent 

Avoidable 

5 

62.4 

5 

71.4 

Non-avoidable 

1 

12.5 

1 

14.4 

Undetermined 

2 

25.0 

1 

14.4 

TABLE  VII 

AVOIDABLE  FACTORS 

1977 

1978 

No. 

Percent 

No. 

Percent 

Professional 

5 

62.5 

5 

71.4 

Hospital 

1 

12.5 

0 

Patient 

0 

0 

Undetermined 

2 

25.0 

1 

14.4 

Again,  following  the  AMA  “Guide  for  Maternal 
Death  Studies,”  the  committee  determines  the 
avoidability  of  those  maternal  deaths  studied  (see 
Table  VI).  Avoidability  is  judged  in  the  ideal 
academic  sense.  This  concept  involves  three 
assumptions:  first,  the  physician  possessed  all  the 
knowledge  currently  available  relating  to  the  factors 
involved  in  the  death;  second,  by  experience,  he  had 
reached  a high  level  of  technical  ability;  third,  he  had 
available  to  him  all  the  facilities  present  in  a well 
organized  and  properly  equipped  hospital.  Because 
of  the  austerity  of  these  criteria,  it  is  then  desirable  to 
determine  avoidable  factors  involved  in  the  death 
rather  than  label  the  death  preventable,  and  this  is 
done  in  Table  VII.  As  noted  therein,  professional 
factors  were  involved  in  all  of  the  deaths  classified  as 
avoidable  by  the  committee  in  1977  and  1978. 

The  committee  wishes  to  again  acknowledge  and 
commend  the  medical  profession’s  support  for  this 
project  in  our  state.  Such  support  has  been  the  cor- 
nerstone for  the  project’s  success. 

2500  North  State  Street  (39216) 
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for  Knotts  in  the  night 

Prescribe  new  formula 

Quinamm* 

(quinine  sulfate  tablets) 

each  tablet  contains  quinine  sulfate  260  mg 


Specific  therapy  for 
painful  night  leg  cramps 

Merrell  Dow 


Nocturnal  recumbency  leg  muscle 
cramping  is  frequently  an  unwelcome 
bedfellow  for  many  patients — especially 
those  with  arthritis,  diabetes,  or  peripheral 
vascular  disease . . . consider  Quinamm . , . 
simple,  convenient  dosage — usually  just 
one  tablet  at  bedtime . . . can  provide  restful, 
welcome  sleep  without  night  leg  cramps. 


•Trademark  of  MERRELL-NATIONAL  LABORATORIES  Inc  . 


Cayey,  Puerto  Rico  00633 


Quinamm" 

(quinine  sulfate  tablets) 

CAUTION  Federal  law  prohibits  dispensing  without  prescription 
BRIEF  SUMMARY 

INDICATIONS  AND  USAGE 

For  the  prevention  and  treatment  of  nocturnal  recumbency  leg  muscle  cramps 

CONTRAINDICATIONS 

Quinamm  may  cause  fetal  harm  when  administered  to  a pregnant  woman 
Congenital  malformations  in  the  human  have  been  reported  with  the  use  of 
quinine,  primarily  with  large  doses  (up  to  30  g ) lor  attempted  abortion  In  about 
half  of  these  reports  the  malformation  was  deafness  related  to  auditory  nerve 
hypoplasia  Among  the  other  abnormalities  reported  were  limb  anomalies,  vis- 
ceral defects,  and  visual  changes  In  animal  tests,  teratogenic  effects  were  found 
in  rabbits  and  guinea  pigs  and  were  absent  in  mice,  rats,  dogs  and  monkeys 
Quinamm  is  contraindicated  in  women  who  are  or  may  become  pregnant  If  this 
drug  is  used  during  pregnancy  or  if  the  patient  becomes  pregnant  while  taking 
this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus 
Because  of  the  quinine  content.  Quinamm  is  contraindicated  in  patients  with 
known  quinine  hypersensitivity  and  in  patients  with  glucose-6-phosphate  dehy- 
drogenase (G-6-PD)  deficiency 

Since  thrombocytopenic  purpura  may  follow  the  administration  of  quinine  in 
highly  sensitive  patients,  a history  of  this  occurrence  associated  with  previous 
quinine  ingestion  contraindicates  its  further  use  Recovery  usually  occurs  fol- 
lowing withdrawal  of  the  medication  and  appropriate  therapy 
This  drug  should  not  be  used  in  patients  with  tinnitus  or  optic  neuritis  or  in 
patients  with  a history  of  blackwater  fever 
WARNINGS 

Repeated  doses  or  overdosage  of  quinine  in  some  individuals  may  precipitate  a 
cluster  of  symptoms  referred  to  as  cmchonism  Such  symptoms  in  the  mildest 
form,  include  ringing  in  the  ears,  headache,  nausea  and  slightly  disturbed 
vision,  however,  when  medication  is  continued  or  after  large  single  doses, 
symptoms  also  involve  the  gastrointestinal  tract,  the  nervous  and  cardiovascular 
systems,  and  the  skin 

Hemolysis  (with  the  potential  for  hemolytic  anemia)  has  been  associated  with  a 
G-6-PD  deficiency  in  patients  taking  quinine  Quinamm  should  be  stopped 
immediately  if  evidence  of  hemolysis  appears 

If  symptoms  occur,  drug  should  be  discontinued  and  supportive  measures 
instituted  In  case  of  overdosage,  see  OVERDOSAGE  section  of  prescribing 
information 

PRECAUTIONS 

General 

Quinamm  should  be  discontinued  if  there  is  any  evidence  of  hypersensitivity 
(See  CONTRAINDICATIONS  ) Cutaneous  flushing,  pruritus,  skin  rashes,  fever 
gastric  distress,  dyspnea  ringing  in  the  ears,  and  visual  impairment  are  the 
usual  expressions  of  hypersensitivity,  particularly  if  only  small  doses  of  quinine 


have  been  taken  Extreme  flushing  of  the  skin  accompanied  by  intense, 
generalized  pruritus  is  the  most  common  form  Hemoglobinuria  and  asthma 
from  quinine  are  rare  types  of  idiosyncrasy 

In  patients  with  atrial  fibrillation,  the  administration  of  quinine  requires  the  same 
precautions  as  those  for  qumidme  (See  Drug  Interactions  ) 

Druq  Interactions 

Increased  plasma  levels  of  digoxm  and  digitoxm  have  been  demonstrated  in 
individuals  after  concomitant  qumidme  administration  Because  of  possible  simi- 
lar effects  from  use  of  quinine,  it  is  recommended  that  plasma  levels  for  digoxm 
and  digitoxm  be  determined  for  those  individuals  taking  these  drugs  and 
Quinamm  concomitantly 

Concurrent  use  of  aluminum-containing  antacids  may  delay  or  decrease  absorp- 
tion of  quinine 

Cinchona  alkaloids,  including  quinine,  have  the  potential  to  depress  the  hepatic 
enzyme  system  that  synthesizes  the  vitamin  K-dependent  factors  The  resulting 
hypoprothrombmemic  effect  may  enhance  the  action  of  warfarin  and  other  oral 
anticoagulants 

The  effects  of  neuromuscular  blocking  agents  (particularly  pancuronium  suc- 
cmylcholme.  and  tubocurarine)  may  be  potentiated  with  quinine,  and  result  in 
respiratory  difficulties 

Urinary  alkalizers  (such  as  acetazolamide  and  sodium  bicarbonate)  may  increase 
quinine  blood  levels  with  potential  for  toxicity 
Druq  Laboratory  Interactions 

Quinine  may  produce  an  elevated  value  for  urinary  17-ketogemc  steroids  when 
the  Zimmerman  method  is  used 
Carcinogenesis.  Mutagenesis  Impairment  of  Fertility 
A study  of  quinine  sulfate  administered  m drinking  water  (0  1°o)  to  rats  for 
periods  up  to  20  months  showed  no  evidence  of  neoplastic  changes 
Mutation  studies  of  quinine  (dihydrochlonde)  m male  and  female  mice  gave 
negative  results  by  the  micronucleus  test  Intrapentoneal  injections  (0  5 mM 
kg  ) were  given  twice.  24  hours  apart  Direct  Salmonella  typhimunum  tests 
were  negative,  when  mammalian  liver  hemogenate  was  added  positive  results 
were  found 

No  information  relating  to  the  effect  of  quinine  upon  fertility  in  animal  or  in  man 

has  been  found 

Pregnancy 

Category  X See  CONTRAINDICATIONS 
Nonteratoqenic  Effects 

Because  quinine  crosses  the  placenta  in  humans  the  potential  for  fetal  effects  is 
present  Stillbirths  in  mothers  taking  quinine  have  been  reported  in  which  no 
obvious  cause  for  the  fetal  deaths  was  shown  Quinine  in  toxic  amounts  has  been 
associated  with  abortion  Whether  this  action  is  always  due  to  direct  effect  on  the 
uterus  is  questionable 
Nursing  Mothers 

Caution  should  be  exercised  when  Quinamm  is  given  to  nursing  women  because 
quinine  is  excreted  in  breast  milk  (in  small  amounts) 


ADVERSE  REACTIONS 

The  following  adverse  reactions  have  been  reported  with  Quinamm  in  therapeutic 
or  excessive  dosage  (Individual  or  multiple  symptoms  may  represent  cm- 
chomsm  or  hypersensitivity ) 

Hematologic  acute  hemolysis  thrombocytopenic  purpura  agranulocytosis 
hypoprothrombmemia 

CNS  visual  disturbances  including  blurred  vision  with  scotomata  photophobia 
diplopia  diminished  visual  fields  and  disturbed  color  vision  tinnitus  deafness 
and  vertigo  headache  nausea  vomiting  fever  apprehension  restlessness 
confusion  and  syncope 

Dermatologic  allergic  cutaneous  rashes  (urticarial  the  most  frequent  type  of 
allergic  reaction  papular,  or  scarlatinal)  pruritus  flushing  of  the  skin  sweating 
occasional  edema  of  the  face 
Respiratory  asthmatic  symptoms 
Cardiovascular  anginal  symptoms 

Gastrointestinal  nausea  and  vomiting  (may  be  CNS-related)  epigastric  pam 

DRUG  ABUSE  AND  DEPENDENCE 

Tolerance  abuse  or  dependence  with  Quinamm  has  not  been  reported 

OVERDOSAGE 

See  prescribing  information  for  a discussion  on  symptoms  and  treatment  of 
overdose 

DOSAGE  AND  ADMINISTRATION 

1 tablet  upon  retiring  If  needed  2 tablets  may  be  taken  nightly—  1 following  the 
evening  meal  and  1 upon  retiring 

After  several  consecutive  nights  in  which  recumbency  leg  cramps  do  not  occur 
Quinamm  may  be  discontinued  in  order  to  determine  whether  continued  therapy 
is  needed 
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Although  weight  loss  achieved  in  a weight 
control  program  varies  from  patient  to  patient, 
this  simulated  sequence  of  a professional  model 
illustrates  dramatically  the  benefits  of  a 
successful  weight  loss  program. 
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. . .takes  dietary  restriction,  regular  exercise, 
behavior  modification,  and  sometimes 
the  addition  of  an  effective  anorectic. 


prescribe 


Tenuate  Dospan  e 

(diethy  Ipropion  Tenuate  ® 

hydrochloride  USP)  “^;n~ 


75  mg  controlled-release  tablets 


(diethylpropion  hydrochloride  USP) 
controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 


the  #1  prescribed  anorectic 

An  effective  short-term  adjunct 
in  an  indicated  weight  loss 
program 

Overweight  patients  in  certain  diagnostic  categories 
often  require  strict  obesity  control.  Diethylpropion 
hydrochloride  has  been  reported  useful  in  obese 
patients  with  certain  complications.  While  it  is  not  sug- 
gested that  Tenuate  in  any  wav  reduces  these  compli- 
cations in  the  overweight,  it  may  have  a useful  place 
as  a short-term  adi unct  in  a prescribed  dietary  req i - 
men.  Tenuate  should  not  be  administered  to  patients 
with  severe  hypertension;  see  additional  Precautions 
and  Adverse  Reactions  on  this  page. 

In  uncomplicated  obesity 

Many  patients,  on  the  other  hand,  present  with  excess 
fat  but  no  disease.  While  this  condition  is  often  termed 
uncomplicated  obesity,  complications  of  both  a social 
and  a psychologic  nature  may  be  distressingly  real  for 
the  patients.  In  these  cases,  a short-term  regimen  of 
Tenuate  can  help  reinforce  your  dietary  counsel  dur- 
ing the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness 

The  anorectic  effectiveness  of  diethylpropion  hydro- 
chloride is  well  documented.  No  less  than  1 8 separate 
double-blind,  placebo-controlled  studies  attest  to  its 
usefulness  in  daily  practice.* 1  And  the  unique  chemistry 
of  Tenuate  provides  . . anorectic  potency  with  mini- 
mal overt  central  nervous  system  or  cardiovascular 
stimulation.” 2 Compared  with  the  amphetamines, 
diethylpropion  has  minimal  potential  for  abuse. 


Tenuate- it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell  Dow 

•Registered  Trademarks  of  MERRELL-NATIONAL  LABORATORIES  Inc., 

Cayey,  Puerto  Rico  00633 

References:  1.  Citations  available  on  request  from  Merrell  Dow  Pharmaceuticals  Inc.,  Cincinnati. 
Ohio  45215,  2.  Hoekenga  MT  jt  a)  A comprehensive  review  of  diethylpropion  hydrochloride 
In  Central  Mechanisms  of  Anorectic  Drugs,  S Garattim  and  R Samamn,  Ed , New  York 
Raven  Press,  1978,  pp,  391-404 


Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the  management  of  exogenous  obesity 
as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restric- 
tion The  limited  usefulness  of  agents  of  this  class  should  be  measured  against  possible  risk  fac- 
tors inherent  in  their  use  such  as  those  described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism,  known  hypersensitivity,  or 
idiosyncrasy  to  the  sympathomimetic  amines,  glaucoma  Agitated  states  Patients  with  a history 
of  drug  abuse  During  or  within  1 4 days  following  the  administration  of  monoamine  oxidase  in- 
hibitors. (hypertensive  crises  may  result) 

WARNINGS:  If  tolerance  develops,  the  recommended  dose  should  not  be  exceeded  in  an  attempt 
to  increase  the  effect:  rather,  the  drug  should  be  discontinued  Tenuate  may  impair  the  ability  of 
the  patient  to  engage  in  potentially  hazardous  activities  such  as  operating  machinery  or  driving  a 
motor  vehicle:  the  patient  should  therefore  be  cautioned  accordingly.  When  central  nervous  sys- 
tem active  agents  are  used,  consideration  must  always  be  given  to  the  possibility  of  adverse  in- 
teractions with  alcohol.  Drug  Dependence  Tenuate  has  some  chemical  and  pharmacologic 
similarities  to  the  amphetamines  and  other  related  stimulant  drugs  that  have  been  extensively 
abused.  There  have  been  reports  of  sublets  becoming  psychologically  dependent  on  diethyl- 
propion The  possibility  of  abuse  should  be  kept  in  mind  when  evaluating  the  desirability  of  in- 
cluding a drug  as  part  of  a weight  reduction  program.  Abuse  of  amphetamines  and  related  drugs 
may  be  associated  with  varying  degrees  of  psychologic  dependence  and  social  dysfunction 
which,  in  the  case  of  certain  drugs,  may  be  severe.  There  are  reports  of  patients  who  have  in- 
creased the  dosage  to  many  times  that  recommended.  Abrupt  cessation  following  prolonged 
high  dosage  administration  results  in  extreme  fatigue  and  mental  depression:  changes  are  also 
noted  on  the  sleep  EEG.  Manifestations  of  chronic  intoxication  with  anorectic  drugs  include  se- 
vere dermatoses,  marked  insomnia,  irritability,  hyperactivity,  and  personalty  changes.  The  most 
severe  manifestation  of  chronic  intoxications  is  psychosis,  often  clinically  indistinguishable  from 
schizophrenia.  Use  in  Pregnancy  Although  rat  and  human  reproductive  studies  have  not  indi- 
cated adverse  effects,  the  use  of  Tenuate  by  women  who  are  pregnant  or  may  become  pregnant 
requires  that  the  potential  benefits  be  weighed  against  the  potential  risks.  Use  in  Children 
Tenuate  is  not  recommended  for  use  in  children  under  1 2 years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate  for  patients  with  hypertension 
or  with  symptomatic  cardiovascular  disease,  including  arrhythmias  Tenuate  should  not  be  ad- 
ministered to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  Tenuate  and  the  concomitant  dietary  regimen  Tenuate  may 
decrease  the  hypotensive  effect  of  guanethidine  The  least  amount  feasible  should  be  prescribed 
or  dispensed  at  one  time  in  order  to  minimize  the  possibility  of  overdosage  Reports  suggest  that 
Tenuate  may  increase  convulsions  in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of  Tenuate  may  be  necessary 
ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia,  elevation  of  blood  pressure, 
precordial  pain,  arrhythmia  One  published  report  described  T-wave  changes  in  the  ECG  of  a 
healthy  young  male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous  System 
Overstimulation,  nervousness,  restlessness,  dizziness,  jitteriness,  insomnia,  anxiety,  euphoria, 
depression,  dysphoria,  tremor,  dyskinesia,  mydriasis,  drowsiness,  malaise,  headache,  rarely 
psychotic  episodes  at  recommended  doses  In  a few  epileptics  an  increase  in  convulsive  epi- 
sodes has  been  reported  Gastrointestinal  Dryness  of  the  mouth,  unpleasant  taste,  nausea, 
vomiting,  abdominal  discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturbances. 
Allergic  Urticaria,  rash,  ecchymosis,  erythema  Endocrine  Impotence,  changes  in  libido, 
gynecomastia,  menstrual  upset.  Hematopoietic  System  Bone  marrow  depression,  agranulo- 
cytosis. leukopenia  Miscellaneous  A variety  of  miscellaneous  adverse  reactions  has  been 
reported  by  physicians.  These  include  complaints  such  as  dyspnea,  hair  loss,  muscle  pain, 
dysuria,  increased  sweating,  and  polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydrochloride):  One  25  mg  tablet 
three  times  daily,  one  hour  before  meals,  and  in  midevening  if  desired  to  overcome  night  hunger 
Tenuate  Dospan  (diethylpropion  hydrochloride)  controlled-release  One  75  mg  tablet  daily,  swal- 
lowed whole,  in  midmorning  Tenuate  is  not  recommended  for  use  in  children  under  1 2 years 
of  age 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  restlessness,  tremor,  hyperreflexia, 
rapid  respiration,  confusion,  assaultiveness,  hallucinations,  panic  states  Fatigue  and  depression 
usually  follow  the  central  stimulation  Cardiovascular  effects  include  arrhythmias,  hypertension 
or  hypotension  and  circulatory  collapse  Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps  Overdose  of  pharmacologically  similar  compounds  has  re- 
sulted in  fatal  poisoning,  usually  terminating  in  convulsions  and  coma  Management  of  acute 
Tenuate  intoxication  is  largely  symptomatic  and  includes  lavage  and  sedation  with  a barbiturate 
Experience  with  hemodialysis  or  peritoneal  dialysis  is  inadequate  to  permit  recommendation  in 
this  regard  Intravenous  phentolamine  (Regitme " ) has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates  Tenuate  overdosage 
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The  President  Speaking 


Watch  Developments  in  Washington 


R.  FASER  TRIPLETT 

Jackson,  Mississippi 


Last  November  the  voters  in  this  country  went  to  the  polls  and  sent  Ronald 
Reagan  to  Washington  with  a mandate  to  cut  taxes  and  reduce  the  federal  deficit. 
Most  of  the  President’s  proposed  budget  cuts  now  have  passed  the  U.S.  Senate 
and  House  in  some  fashion,  and  a compromise  between  the  two  versions  is  all  that 
remains  in  the  way  of  drastic  reductions  in  federal  expenditures.  Because  the 
House  and  Senate  had  differing  ideas  on  how  to  cut  health  expenditures,  we  still 
do  not  know  exactly  where  all  the  cuts  will  come.  Needless  to  say.  the  Republican 
dominated  Senate  proposals,  with  very  few  exceptions,  follow  more  closely  the 
Administration's  budget  recommendations. 

The  question  that  hits  closer  to  home  is  how  the  cuts  will  affect  Mississippi . In  a 
report  to  the  Mississippi  Legislature  prepared  by  the  Governor’s  Office  of 
Federal-State  Programs,  it  is  estimated  that  the  President's  budget  recommenda- 
tions, if  enacted,  would  result  in  an  approximate  $171.2  million  loss  in  federal 
funds.  Obviously,  not  all  of  that  would  come  from  health-related  items  in  the 
budget.  However,  under  the  broad  category  of  "Health  Programs,"  the  report 
forecasts  a $7.2  million  reduction  in  federal  funds  from  fiscal  year  ’81  to  fiscal 
year  '82.  And  in  Medicaid,  the  reduction  is  even  more  noticeable. 

The  proposed  federal  expenditures  of  $208  million  for  the  Medicaid  program  in 
this  state  in  fiscal  year  '82  is  $37  million  less  than  originally  budgeted.  It  should 
be  noted  that  the  reduction  of  Medicaid  funds  is  one  of  the  differing  points  in 
Senate  and  House  proposals.  The  House  proposes  to  reduce  federal  matching 
funds  by  3%  in  1982,  2%  in  1983,  and  1%  in  1984,  while  permitting  states  to 
recoup  all  or  part  of  these  cuts  by  enacting  mandatory  hospital  rate-setting 
programs.  The  Senate,  on  the  other  hand,  would  lower  the  minimum  federal 
matching  from  50%  to  40%  and  place  a 9%  cap  on  increases  in  federal  matching 
funds  for  1982.  Both  proposals  would  repeal  the  patient’s  freedom  of  choice:  the 
House  applying  the  repeal  only  to  laboratory  and  drug  services;  the  Senate 
applying  the  repeal  to  all  services. 

The  Senate,  following  the  President's  proposal,  would  like  to  consolidate 
numerous  health  categorical  grants  into  three  block  grants  and  reduce  federal 
funding  25%  below  1981  levels.  The  House  would  consolidate  some  of  the 
categorical  grants  into  block  grants  but  continue  others  at  18-30%  below  1981 
funding  levels.  Both  chambers  call  for  an  end  of  capitation  grants  to  medical 
schools  and  a reduction  of  federal  funding  for  health  manpower  training  pro- 
grams. (The  House  proposes  a 25%  reduction  while  the  Senate  calls  for  an  end 
except  for  critical  need  manpower,  i.e.,  nurses,  family  practice,  pediatrics  and 
general  internal  medicine.) 

Both  chambers  agree  on  a phase-out  for  federal  aid  to  HMOs  with  funds  going 
only  to  those  in  the  funding  pipeline.  The  House  would  continue  health  planning 
at  a reduced  funding  level  while  the  Senate  would  reduce  funding  in  '82  and  end 
the  program  in  ’83.  The  House  calls  for  an  end  to  PSRO  after  an  initial  reduction 
in  fiscal  year  ’82,  but  the  Senate  wants  to  continue  the  program  on  a reduced 
level. 

The  cuts  mentioned  in  these  various  programs  will  most  certainly  affect  the 
delivery  of  medical  care  in  this  state.  It  is  incumbent  on  the  members  of  our 
profession  to  keep  abreast  of  the  developments  in  Washington  and  to  seek  to 
minimize  the  effect  of  these  cuts  on  the  delivery  of  patient  care  in  Mississippi. 
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Complications  of  Otitis  Media 

Otitis  media,  considered  by  many  to  be  a simple, 
benign  infection,  can  be  associated  with  severe  com- 
plications. Several  recent  cases,  complicated  by 
meningitis,  brain  abscess,  and  sigmoid  sinus  throm- 
bosis, prompted  a review  of  this  problem.  A brief 
summary  of  that  review  is  presented  here  in  hopes  of 
alerting  all  practitioners  to  these  possible  complica- 
tions. 

Complications  associated  with  otitis  media  may 
be  intracranial,  intratemporal,  or  extracranial. 

Intracranial  complications  consist  of  meningitis, 
encephalitis,  epidural  abscess,  subdural  abscess, 
brain  abscess,  and  thrombosis  of  the  major  venous 
sinuses,  particularly  those  adjacent  to  the  temporal 
bone.  Any  of  these  may  exist  as  a single  entity,  or 
several  may  be  present  in  any  given  patient.  All  are 
caused  by  spread  of  infection  from  the  temporal 
bone  to  the  adjacent  intracranial  structures  by  direct 
or  hematogenous  spread.  Any  patient  presenting 
with  otitis  media  and  associated  otorrhea  with  CNS 
signs  should  be  thoroughly  investigated  and  vigor- 
ously treated  according  to  the  findings. 

Intratemporal  problems  associated  with  otitis 
media  consist  of  mastoiditis,  7th  nerve  paralysis, 
labyrinthitis,  and  petrositis.  Any  patient  with  otitis 
media  with  associated  vertigo,  loss  of  hearing,  or  7th 
nerve  paralysis,  should  be  immediately  evaluated 
and  treated. 

Extracranial  complications  of  otitis  media  consist 
of  abscesses  located  on  the  inferior  surface  of  the 
temporal  bone  (base  of  the  skull)  and  these  infec- 
tions extend  downward  along  the  fascial  planes  of 
the  neck.  Occasionally,  such  an  abscess  will  present 
in  the  posterior  wall  of  the  pharynx. 

Any  of  the  above  may  exist  as  a single  entity  or 
may  be  associated  with  multiple  complications.  Ear- 
lier, inadequate  antibiotic  therapy  many  times  sup- 
presses symptoms  associated  with  these  complica- 
tions and  makes  diagnosis  extremely  difficult. 

Any  patient  with  otitis  media,  with  or  without 


drainage,  and  symptoms  suggestive  of  any  of  the 
above  complications,  deserves  immediate  evalua- 
tion and  treatment. 

Myron  W.  Lockey,  M.D. 

Associate  Editor 

Guest  Editorial 

A Plea  for  Utilization 
of  Home  Health  Care 

Home  health  care  refers  to  a comprehensive 
array  of  health  care  services  provided  to  a patient 
in  the  home.  These  services  include  periodic 
visits  by  a registered  nurse,  which  may  range 
from  daily  to  monthly  depending  on  the  severity 
of  the  patient  s problems.  They  also  include 
physical  therapy,  occupational  therapy,  speech 
therapy,  nurses  aides  and  the  furnishing  of  equip- 
ment and  supplies. 

It  is  a known  fact  that  most  patients  are  more 
comfortable  in  their  own  home.  There  he  or  she 
can  enjoy  their  preference  of  food,  visitors,  and 
the  relaxing  atmosphere  of  family  surroundings. 
There  the  family  can  become  more  involved  with 
the  patient’s  care. 

Various  studies  have  shown  that  the  proper 
utilization  of  home  health  services  can  markedly 
shorten  the  hospital  stay  of  patients  suffering  from 
myocardial  infarction,  congestive  heart  failure, 
orthopedic  conditions,  urinary  tract  infections 
and  others  too  numerous  to  mention. 

Why,  I ask,  are  these  services  not  more  widely 
utilized?  The  answer  frequently  is  the  attitude  of 
the  attending  physician  who  has  been  trained  to 
treat  the  patient  in  an  institutional  setting. 
Through  medical  school,  internship  and  residen- 
cy we  have  been  trained  to  treat  the  acutely  ill. 
The  ability  to  treat  the  chronically  ill  usually 
comes  with  practice  and  is  not  as  satisfying. 

The  value  of  home  health  care  services  has 
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been  a source  of  disagreement  among  physicians 
for  the  past  several  years.  The  majority  of  doctors 
approve  of  the  services,  but  a sizeable  percent- 
age, probably  15%  to  20%  in  my  area,  voice  objec- 
tions and  in  certain  cases  actually  disapprove.  As  a 
long  time  advocate  of  home  health  I will  attempt 
to  allay  some  of  the  fears  I have  heard  voiced. 

One  of  the  most  common  objections  is  that  it  is 
money  wasted.  Indeed,  the  fact  is  that  expendi- 
tures for  home  health  care  represent  money 
saved.  In  our  regional  hospital  in  Laurel,  Missis- 
sippi, the  cost  per  day  per  patient  is  $292.46.  This 
hospital  s census  runs  about  50%  Medicare- 
Medicaid,  and  the  reimbursement  rate  is  $231. 17 
per  patient  day  for  Medicare- Medicaid.  The  pri- 
vate-pay patient  makes  up  the  $61.29  per  day 
differential.  In  contrast,  the  average  monthly  cost 
of  home  health  care  is  $222.44  per  month  for  one 
patient.  This  covers  an  average  of  10.1  visits  per 
month.  (These  figures  are  obtained  from  the  local 
home  health  agency  I am  most  familiar  with.) 
Further  comparison  reveals  that  the  average 
monthly  cost  of  care  in  a nursing  home  ranges 
from  $1000  upwards. 

Another  objection  voiced  is  that  the  doctor  will 
lose  control  of  the  patient.  Actually,  the  physician 
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is  completely  in  charge  and  manages  the  therapy, 
with  the  knowledgeable  input  of  the  R.N.  who 
reports  to  him  at  regular  intervals  of  the  patient’s 
condition,  reaction  to  changes  in  medication,  etc. 

Of  concern  to  some  physicians  is  the  fear  that 
they  will  have  to  make  more  house  calls  when  the 
patient  is  under  home  health  care.  In  fact,  the 
frequent  visitation  of  the  nurse  and  her  periodic 
reports  all  but  remove  the  demand  for  house 
calls. 

As  a physician  who  has  practiced  in  a combined 
urban-rural  setting  for  35-plus  years  and  who  has 
watched  so  many  of  his  patients  become  chroni- 
cally ill  and  infirm,  I am  grateful  for  the  help  of  the 
home  health  agencies.  They  enable  me  to  give  my 
older,  homebound  patients  a degree  of  care  that 
could  not  be  achieved  by  rare  clinic  or  home 
visits. 

Charles  R.  Jenkins,  M.D. 

535  Fifth  Avenue 

Laurel,  MS  39440 


RECOLLECTIONS 


The  June  1961  issue  of  Journal  MSMA  reported 
news  of  the  association's  93rd  annual  session.  Dr. 
Lawrence  Long  of  Jackson  was  inaugurated  presi- 
dent, succeeding  Dr.  Swink  Hicks  of  Natchez.  Dr. 
C.  P.  Crenshaw  of  Collins  was  named  president- 
elect. In  other  selections,  Dr.  C.  G.  Sutherland  of 
Jackson  was  named  secretary-treasurer.  Dr.  B.  B. 
O'Mara  of  Biloxi  was  re-elected  speaker  of  the 
House  of  Delegates,  and  Dr.  Howard  A.  Nelson  of 
Greenwood  was  renamed  vice  speaker. 

The  House  of  Delegates  took  action  opposing  the 
enactment  of  the  King-Anderson  bill  providing  for 
compulsory  health  care  for  the  aged  under  the  Social 
Security  program,  supporting  instead  the  Kerr-Mills 
program  to  provide  medical  care  for  the  aged 
citizens  in  need. 

A filler  item  quoted  Plato,  circa  380  B.C.  — 
“Democracy  does  not  contain  any  force  which  will 
check  the  constant  tendency  to  put  more  and  more  on 
the  public  payroll.  The  state  is  like  a hive  of  bees  in 
which  the  drones  display,  multiply,  and  starve  the 
workers  so  the  idlers  will  consume  the  food  and  the 
workers  will  perish.’’ 
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MEDICAL  ORGANIZATION 


During  the  AMA’s  recent  annual  meeting  in  Chicago, 
Dr.  Lamar  Weems  of  Jackson  presided  as  chairman  of 
Reference  Committee  C,  which  considered  a number  of 
reports  and  resolutions  dealing  with  medical  education. 


Supreme  Court  to  Hear  Ethics 

The  question  of  whether  the  federal  government 
has  the  right  to  forbid  professional  associations  such 
as  the  AMA  from  enforcing  ethical  restrictions 
against  advertising  will  be  decided  by  the  Supreme 
Court. 

In  a brief  order,  the  Court  agreed  to  hear  the 
AMA’s  appeal  from  the  1979  FTC  ruling  that  barred 
the  AMA  from  involving  itself  in  physician  advertis- 
ing unless  the  advertising  would  be  “false  or  decep- 
tive’’ as  defined  by  the  FTC.  After  an  Appeals  Court 
by  a 2- 1 vote  upheld  the  FTC  last  October,  the  AMA 
went  to  the  Supreme  Court,  declaring  the  case  is  of 


“enormous  importance”  because  it  allows  the  gov- 
ernment to  “prevent  professionals  who  have  volun- 
tarily associated  together  from  taking  a position 
against  promotional  practices  which  they  believe  to 
be  deceptive.” 

As  is  customary,  the  high  court  gave  no  explana- 
tion for  accepting  the  case  for  review.  A hearing  will 
be  held  this  fall,  following  the  summer  recess.  A 
decision  won’t  be  issued  until  later,  probably  next 
year. 

The  AMA  said  that  if  the  FTC  is  upheld  “the  real 
loser  will  be  the  public,  often  the  poor  or  unsophisti- 
cated, who  are  drawn  to  incompetent  practitioners 
by  the  meaningless  testimonials,  inflated  promises, 
nonverifiable  claims  of  superiority  and  outright  lies 
that  the  AMA’s  1976  statement  (on  advertising  and 
solicitation)  had  condemned.” 

The  Supreme  Court  was  asked  to  hear  the  case 
“before  responsible  medical  societies  . . . simply 
abdicate  the  field  to  a government  agency  (FTC) 
which  itself  acknowledges  that  it  is  incapable  of 
drafting  precise  guidelines.” 

PSROs  Terminated 

Forty-six  Professional  Standards  Review  Orga- 
nizations (PSROs)  have  been  marked  for  termination 
within  90  days. 

The  Health  Care  Financing  Administration 
(HCFA)  said  the  closing  notices  were  sent  “due  to 
the  severely  reduced  budget  which  Congress  recent- 
ly approved.”  Some  $28  million  was  chopped  from 
the  $174  million  allotment  for  the  PSRO  program. 
The  PSROs  threatened  with  an  abrupt  cutoff  of 
federal  funds  may  appeal  the  decision  at  hearings 
beginning  in  mid-July. 

The  Reagan  Administration  has  proposed  phasing 
out  the  PSRO  program  over  the  next  few  years  as  the 
administration’s  soon-to-be  announced  “pro  com- 
petition” proposals  for  health  care  are  phased  in. 
The  first  PSROs  to  go  were  those  rated  poor  per- 
formers in  a recent  evaluation  of  each  of  the  186 
PSROs  in  the  country  by  the  Department  of  Health 
and  Human  Services.  The  Mississippi  Foundation 
for  Medical  Care-PSRO  was  among  those  PSROs 
passing  the  evaluation. 
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Mississippi  Heart  Association 
Names  New  Officers 


Jackson  banker  John  P . Maloney,  seated  at  right, 
assumed  the  office  of  president  of  the  Mississippi  Affiliate 
of  the  American  Heart  Association  last  month.  Jackson 
cardiologist  Dr.  Quinton  H.  Dickerson,  seated  at  left, 
was  named  president-elect.  Other  officers  of  the  volun- 
tary health  agency  are,  from  left,  J . Herman  Hines  of 
Jackson,  State  Heart  Fund  chairman;  Dr.  Thomas  J. 
Herrin  of  Jackson,  secretary;  Dr.  Walter  H . Rose  of 
Indianola,  immediate  past  president;  Mrs.  Ed  Hill  of 
Hollandale,  vice  president;  William  R.  Boone  of  Jackson, 
treasurer;  and  William  G.  Shackelford,  assistant  treasur- 
er. 


Physician  Art  Association 
Seeks  New  Members 

The  American  Physician  Art  Association  (APAA) 
is  seeking  out  physician  artists  who  wish  to  join  in 
the  organization’s  endeavor  of  advancing  physician 
art. 

The  APAA’s  annual  meeting  and  art  exhibit  will 
be  held  Nov.  15-18  in  New  Orleans,  in  conjunction 
with  the  75th  annual  meeting  of  the  Southern  Medi- 
cal Association.  According  to  Bruce  Stoliar,  M.D., 
editor-in-chief  of  Metropolitan  St.  Louis  Medicine 
and  a vice  president  of  APAA,  critics  have  described 
the  exhibition  as  “one  of  the  finest  non-professional 
art  shows  in  the  country.”  Noted  professional  artists 
judge  the  show  each  year  and  award  prizes. 

Membership  in  the  APAA  is  open  to  all  physi- 
cians. For  more  information  contact  Milton  S. 
Good,  M.D.,  610  Highlawn  Ave.,  Elizabethtown. 
PA  17022. 


Barker,  Marilyn  Ann,  Greenwood.  Bom  Buffa- 
lo, NY,  Jan.  5,  1950;  M.D.,  State  University  of 
New  York,  School  of  Medicine,  Buffalo,  1975;  in- 
terned and  pediatric  residency,  Buffalo  Children’s 
Hospital,  Buffalo,  1975-77;  elected  by  Delta  Medi- 
cal Society. 

Byrd,  Oliver  Wayne,  Quitman.  Bom  Tupelo, 
MS,  Jan.  1,  1949;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1974;  interned  and 
family  practice  residency.  University  of  Alabama, 
Huntsville,  1974-77;  elected  by  East  Mississippi 
Medical  Society. 

Gelperin,  Abraham,  Biloxi.  Bom  Russia,  Jan.  25, 
1909;  M.D.,  University  of  Cincinnati  School  of 
Medicine,  Cincinnati,  OH,  1932;  interned  St. 
Joseph’s  Hospital,  Denver,  CO,  one  year;  dermatol- 
ogy residency,  Cincinnati  General  Hospital,  elected 
by  Coast  Counties  Medical  Society. 

Hodges,  Rebecca,  Kilmichael.  Bom  Winona,  MS, 
Sept.  11,  1952;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1978;  interned  and 
family  practice  residency,  University  Medical  Cen- 
ter, Jackson,  1978-81;  elected  by  North  Central 
Medical  Society. 

McCloskey,  John  J. , Pascagoula.  Bom  Pittsburgh, 
PA,  May  21,  1943;  M.D.,  St.  Louis  University 
School  of  Medicine,  St.  Louis,  MO,  1969;  interned 
and  neurosurgery  residency,  University  of  Ken- 
tucky, Lexington,  1969-76;  residency  in  neuro- 
pathology, University  of  Miami,  FL,  1976-77; 
elected  by  Singing  River  Medical  Society. 

McLees,  Charles  Thomas,  Corinth.  Bom  Greens- 
boro, NC,  Sept.  16,  1931;  M.D.,  University  of 
North  Carolina  School  of  Medicine,  Chapel  Hill, 
1965;  interned  Medical  College  of  Virginia,  Rich- 
mond, one  year;  pathology  residency,  same,  1966- 
70;  elected  by  Northeast  Mississippi  Medical  Socie- 
ty- 

Ratliff,  Donald  Wayne,  Belmont.  Bom  Bald- 
wyn,  MS,  May  17,  1949;  M.D. , University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1975;  in- 
terned and  family  practice  residency.  University 
Medical  Center,  Jackson,  1975-78;  elected  by 
Northeast  Mississippi  Medical  Society. 
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John  R.  Bise  of  Jackson  attended  the  recent  annual 
meeting  Gynecologic  Laser  Society  in  Virginia 
Beach,  Virginia. 

Kenneth  R.  Bennett  has  associated  with  the  Jack- 
son  Heart  Clinic,  971  Lakeland  Drive,  for  the  prac- 
tice of  cardiology. 

Edgar  E.  Bobo  of  Pearl,  W.  Richard  Campbell  of 
Columbia  and  William  A.  Spencer  of  Sardis  have 
completed  requirements  to  retain  active  membership 
in  the  American  Academy  of  Family  Physicians. 

Mark  F.  Brooks  announces  the  opening  of  his 
office  for  the  practice  of  family  medicine  at  348 
Crossgates  Medical  Plaza  in  Brandon. 

W.  J.  Carr,  Jr.,  of  Gulfport  announces  the  reloca- 
tion of  his  office  for  the  practice  of  pediatrics  to 
100-F  Oak  Lane,  Highway  49. 

A.  W.  Conerly  of  UMC  was  guest  lecturer  for  the 
annual  meeting  of  Respiratory  Care  Services  in  Bay 
St.  Louis  and  spoke  at  the  Bessemer  Carraway 
Medical  Center  in  Bessemer,  Alabama. 

W.  Mel  Flowers  of  UMC  attended  the  annual 
meeting  of  the  Society  of  Nuclear  Medicine  as  a 
member  of  the  organization’s  board  of  trustees  in 
Las  Vegas  in  June. 

John  C.  Halbrook  of  Tupelo  spoke  at  a Cancer 
Crusade  meeting  in  West  Point  in  June. 

James  Hardy  of  UMC  attended  a meeting  of  the 
Board  of  Regents  of  the  American  College  of 
Surgeons  in  Chicago  in  June  and  lectured  in  Paris, 
France  and  Cuenca,  Equador,  in  May. 

Frederick  R.  Heckler  of  Jackson  announces  the 
association  of  G.  Eli  Howell,  II,  for  the  practice  of 
plastic  and  reconstructive  surgery  at  University 
Medical  Center. 

L.  G.  Hopkins  of  Oxford  recently  was  named 
Citizen  of  the  Year  by  the  Oxford  Chamber  of  Com- 
merce. 

F.  Lee  Horn  announces  the  opening  of  his  office  for 
the  practice  of  family  medicine  at  Medical  Plaza  in 
Houston. 

John  J.  McCloskey  of  Pascagoula  announces  his 
association  with  Donald  F.  Dohn  in  the  formation 


of  Singing  River  Neurological  Surgery,  P.A.  Dr. 
Dohn  is  former  chairman  of  neurosurgery  at  Cleve- 
land Clinic,  Cleveland,  Ohio. 

J.  N.  McQueen  of  Jackson  announces  the  opening 
of  an  office  at  439  North  Jackson  Street  in 
Brookhaven  for  the  practice  of  dermatology. 

Norman  Nelson  of  UMC  was  guest  speaker  at  the 
Louisiana  State  University  School  of  Medicine 
Alumni  Conclave  in  June. 

North  Mississippi  Hematology  and  Oncology 
Associates,  Ltd.,  of  Tupelo  (Charles  W.  Mont- 
gomery, John  C.  Halbrook,  III,  and  Spencer  L. 
Schreiter)  announce  the  relocation  of  their  offices 
to  806  Garfield  St. 

W.  K.  Purks  of  Vicksburg  was  honored  recently  by 
the  Mississippi  Heart  Association  as  one  of  the 
founders  of  the  organization  30  years  ago. 

S.  K.  Reddy  announces  the  opening  of  his  office  for 
the  practice  of  internal  medicine  at  Colonial  Apt. 
No.  2 in  Tylertown. 

Suthin  Songcharoen  of  Jackson  has  been  elected 
to  fellowship  in  the  American  College  of  Physicians. 

James  T.  Thompson  of  Moss  Point  was  appointed  to 
the  board  of  trustees  of  Singing  River  Hospital  Sys- 
tem by  the  Jackson  County  Board  of  Supervisors. 

John  J.  Toohig  announces  the  opening  of  his  office 
for  the  general  practice  of  medicine  at  9170  Pigeon 
Roost  in  Olive  Branch. 


DEATHS 


Brown,  Winfred  E.,  Grenada.  Born  Camden,  NC, 
May  28,  1911;  M.D.,  Tulane  University  School  of 
Medicine,  New  Orleans,  1939;  interned  Baptist 
Hospital,  Memphis,  TN,  one  year;  died  June  23, 
1981;  age  70. 

Weatherford,  William  J.,  Pascagoula.  Born 
Uriah,  AL,  Dec.  29,  1905;  M.D.,  Duke  University 
School  of  Medicine,  Durham,  NC,  1933;  interned 
Watts  Hospital,  Durham,  NC,  one  year;  surgery 
residency,  City  Hospital,  Mobile,  AL,  one  year; 
died  May  18,  1981,  age  75. 
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Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  8V2  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  be  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medicus,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor's name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  of  The  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association’s 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA.”  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors. 
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Motrin 

ibuprofen,  Upjohn 

600  mg  Tablets 

One  tablet  tid. 


Please  see  the  following  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


1981  The  Upjohn  Company 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


Motrin*  Tablets (ibuprofen,  Upjohn) 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema,  and  bronchospastic  reactivity  to  aspirin,  iodides,  or  other  non- 
steroidal anti-inflammatory  agents.  Anaphylactoid  reactions  have  occurred  in  such 
patients. 

Warnings:  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have 
been  reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has 
not  been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE  REAC- 
TIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 

Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  characterized  by 
papillary  edema  and  necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in 
humans  treated  with  Motrin. 


Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields  and  color  vision 
testing.  Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation  or  hypertension  Motrin  is  excreted 
mainly  by  the  kidneys.  In  patients  with  renal  Impairment,  reduced  dosage  may  be  nec- 
essary Prospective  studies  of  Motrin. safety  in  patients  with  chronic  renal  failure  have 
not  been  done.  Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use 
with  caution  in  persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant 
therapy.  Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or 
bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gam,  or  edema.  To 
avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  cortico- 
steroid therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added.  The  anti- 
pyretic, anti-inflammatory  activity  of  Motrin  may  mask  inflammation  and  fever. 

Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels 
Coumarin:  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 

The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is  gastrointestinal,  of 
which  one  or  more  occurred  in  4%  to  16%  of  the  patients. 

Incidence  Greater  Than  1 % (but  less  than  3%)  - Probable  Causal  Relationship 
Gastrointestinal:  Nausea:  epigastric  pain;5  heartburn;’  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl 
tract  (bloating  and  flatulence);  Central  Nervous  System:  Dizziness;'  headache,  nervous- 
ness; Dermatologic:  Rash*  (including  maculopapular  type),  pruritus;  Special  Senses:  Tin- 
nitus; Metabolic/Endocrine:  Decreased  appetite;  Cardiovascular:  Edema,  fluid  retention 
(generally  responds  promptly  to  drug  discontinuation;  see  PRECAUTIONS). 

Incidence  Less  Than  1°/<>-Probable  Causal  Relationship  ** 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastroin- 
testinal hemorrhage,  melena,  gastritis,  hepatitis,  jaundice,  abnormal  liver  function  tests; 
Central  Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence, 
aseptic  meningitis  with  fever  and  coma;  Dermatologic:  Vesiculobullous  eruptions,  urti- 
caria, erythema  multiforme,  Stevens-Johnson  syndrome,  alopecia;  Special  Senses: 
Hearing  loss,  amblyopia  (blurred  and/or  diminished  vision,  scotomata,  and/or  changes 
in  color  vision)  (see  PRECAUTIONS);  Hematologic:  Neutropenia,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia  (sometimes  Coombs'  positive),  thrombocytopenia  with  or 
without  purpura,  eosmophilia,  decreases  in  hemoglobin  and  hematocrit;  Cardiovascular: 
Congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood 
pressure,  palpitations;  Allergic:  Syndrome  of  abdominal  pain,  fever,  chills,  nausea  and 
vomiting,  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS);  Renal:  Acute  renal 
failure  in  patients  with  preexisting,  significantly  impaired  renal  function,  decreased 
creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria;  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  Less  Than  r/o-Causal  Relationship  Unknown ** 

Gastrointestinal:  Pancreatitis;  Central  Nervous  System:  Paresthesias,  hallucinations, 
dream  abnormalities,  pseudotumor  cerebri;  Dermatologic:  Toxic  epidermal  necrolysis, 
photoallergic  skin  reactions,  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis; 
Hematologic:  Bleeding  episodes  (e  g.,  epistaxis,  menorrhagia),  Metabolic/Endocrine:  Gyne- 
comastia, hypoglycemic  reaction;  Cardiovascular:  Arrhythmia  (sinus  tachycardia,  sinus 
bradycardia);  Allergic:  Serum  sickness,  lupus  erythematosus  syndrome,  Henoch- 
Schonlein  vasculitis;  Renal:  Renal  papillary  necrosis. 

‘Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions 
occurring  in  less  than  3%  of  the  patients  are  unmarked.) 

“Reactions  are  classified  under  “Probable  Causal  Relationship " (PCR)  if  there  has  been 
one  positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related. 
Reactions  are  classified  under  “Causal  Relationship  Unknown " if  seven  or  more  events 
have  been  reported  but  the  criteria  for  PCR  have  not  been  met. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Do  not  exceed  2400  mg  per  day.  If  gastrointestinal 
complaints  occur,  administer  with  meals  or  milk. 

Rheumatoid  arthritis  and  osteoarthritis,  including  flares  of  chronic  disease  Sug- 
gested dosage  is  300, 400,  or  600  mg  t.i.d.  or  q.i.d.  Mild  to  moderate  pain;  400  mg  every 
4 to  6 hours  as  necessary  for  relief  of  pain 
Caution:  Federal  law  prohibits  dispensing  without  prescription. 
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Medico-Legal  Brief 

Patient  Ordered  to  Undergo 
Necessary  Care 

A pregnant  patient  was  properly  ordered  to  under- 
go a sonogram,  a cesarean  section  and  other  proce- 
dures to  protect  the  life  of  her  39-week-old  fetus,  the 
Georgia  Supreme  Court  ruled. 

The  patient  had  been  seen  by  a physician  at  a 
county  hospital  for  prenatal  care.  He  found  that  she 
had  a complete  placenta  previa  and  that  the  afterbirth 
was  between  the  child  and  the  birth  canal.  He  found 
that  it  was  virtually  impossible  for  the  condition  to 
correct  itself  and  that  there  was  a 99  per  cent  certain- 
ty that  the  child  could  not  survive  natural  childbirth. 
The  chances  of  the  mother  surviving  a vaginal  deliv- 
ery were  no  better  than  50  per  cent.  Deliver  by 
cesarean  section  prior  to  labor  would  have  almost  a 
100  per  cent  chance  of  preserving  the  life  of  both  the 
child  and  the  mother. 

On  the  basis  of  religious  beliefs,  the  patient  re- 
fused to  submit  to  a cesarean  section  or  a blood 
transfusion.  The  county  hospital  authority  petitioned 
a trial  court  for  an  order  authorizing  a cesarean 
section  and  other  necessary  procedures.  The  trial 
court  granted  temporary  custody  of  the  unborn  child 
to  the  county  and  authorized  it  to  make  all  decisions, 
including  consent  to  a cesarean  section.  The  tempo- 


rary custody  was  to  determine  when  the  child  was 
successfully  born  or  when  it  died. 

On  appeal,  the  Supreme  Court  denied  the  parents’ 
motion  to  stay  the  order.  The  court  weighed  the  right 
of  the  mother  to  practice  her  religion  and  to  refuse 
surgery  on  herself  against  her  unborn  child’s  right  to 
live  and  found  in  favor  of  the  child’s  right  to  live. 
The  child  was  facing  almost  certain  death  and  was 
being  deprived  the  opportunity  to  live,  the  court 
said.  — Jefferson  v.  Griffin  Spalding  County  Hos- 
pital Authority,  274  S.E.2d  457  (Ga.Sup.Ct.,  Feb. 
3,  1981) 


POSTGRADUATE 

CALENDAR 


Oct.  6,  1981 

Mississippi  Thoracic  Society  Meeting  and  Bos- 
well Lecture 
Jackson,  Mississippi 

Oct.  14-17,  1981 
Family  Practice  Update 
Jackson,  Mississippi 

Dec.  10-11,  1981 

Perinatal  Postgraduate  Course 
Jackson,  Mississippi 


Leo  N.  Levi  National  Arthritis  Hospital 

Dedicated  to  the  Treatment  of  Arthritis  and  Related  Disease 


Fred  Robertson,  M.D. 

Medical  Director 
Diplomat,  American  Board 
of  Internal  Medicine 
Subspecialty  of  Rheumatology 


For  Information  Call:  (501)  624-1281 
Or  Write:  P.O.  Box  850 
Hot  Springs,  Arkansas  71901 
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Physicians  Wanted 

Anesthesiologist  to  join  large  community  hospi- 
tal. Contact  Tom  Askew,  Administrator,  Green- 
wood-Leflore  County  Hospital,  Greenwood,  MS 
38930. 

General  Practice  opportunity  in  group  practice  on 
Gulf  Coast.  No  initial  investment.  Excellent  hospital 
facilities.  Contact:  W.  E.  Calhoun,  M.D.  and  W.  P. 
Warfield,  M.D.,  P.O.  Box  764,  Moss  Point,  MS 
39563;  telephone  (601)  475-8821. 

Associate  or  Physicians  interested  in  independent 
practice  in  family  medicine,  internal  medicine, 
pediatrics,  surgery  or  ob-gyn.  Suite  ready  for  lease 
or  will  build  to  suit  tenant.  Located  in  rapidly  grow- 
ing Northeast  Jackson  suburban  area.  Contact 
Robert  Cates,  M.D. , Cates  Plaza  Clinic,  Ridgeland, 
MS  or  call  (601)  856-6000. 

Surgeon  to  associate  in  active  practice  in  town  of 
15,000  in  Southwest  Mississippi.  Drawing  area 
75,000.  Contact  Marvin  Harvey,  M.D.,  Box  728, 
McComb,  MS  39648. 

General  Practice  opportunity  in  group  practice  on 
Gulf  Coast.  No  initial  investment.  Excellent  hospital 
facilities.  Contact:  W.  E.  Calhoun,  M.D.  and  W.  P. 
Warfield,  M.D.,  P.O.  Box  764,  Moss  Point,  MS 
39563;  telephone  (601)  475-8821. 


Situations  Wanted 

Board  eligible  anesthesiologist  seeks  practice 
location.  M.D.  from  M.  P.  Shah  Medical  College, 
Jamnagar,  India,  1971.  Anesthesiology  residency  at 
University  of  Tennessee,  1980.  Married.  Contact 
Mohanlal  L.  Patel,  M.D.,  5289  Queen  Anne  Dr., 
Memphis,  TN  38134. 

Pediatrician  completing  military  obligation  in 
November  seeks  practice  opportunity  in  single  spe- 
cialty, multi-specialty  or  partnership  position  in 
community  of  20,000-80,000  population.  Contact 
David  W.  Drennen,  M.D.,  9998A  Saint  Onge  Ave- 
nue, Ellsworth  AFB,  SD  57706. 


Pediatrician  seeks  practice  location  upon  comple- 
tion of  residency  in  July  1981.  Contact  J.  K. 
Angrish,  M.D.,  1222  Vincent  Ct.,  #4,  Flint,  MI 
48503. 

Pathologist  — Board  Eligible.  University  trained. 
Completing  residency.  Available  July  1981.  Contact 
Ashraf  Mohammad,  M.D.,  University  Medical  Cen- 
ter, 2500  North  State  St.,  Jackson,  MS  39216. 

Cardiologist  seeks  solo  or  group  practice  opportu- 
nity in  hospital-based  consultative  practice.  Com- 
pleting fellowship  in  June  1981.  Contact  Amar  De- 
Sai,  M.D.,  1003  Fenley  Ave.,  Louisville,  KY 
40222. 

Pediatrician  and  Pathologist  (husband  and  wife) 
seek  practice  opportunity.  Available  July  1981. 
Contact  Michael  M.  Lessner,  M.D.  and  Evelyn  J. 
Diehl,  M.D.,  1920  Cheremoya  Ave.,  Los  Angeles, 
CA  90068. 

Pathologist  especially  interested  in  coagulation  and 
blood  banking  seeks  hospital-based  position.  Con- 
tact Daniel  Williams,  Jr. , M.D. , 77  Rippowam  Rd. , 
Apt.  A,  Stamford,  CT  06902. 

General  Practitioner  seeks  practice  location  in 
small  community.  Contact  Keith  Hummed,  M.D., 
405  Mesaba  Ave.,  Apt.  5C,  Duluth,  MN  55806. 

Ophthalmologist  seeks  practice  location  upon 
completion  of  military  service  in  January  1982. 
Contact  John  R.  Wood,  M.D.,  8430  Rocky  Path, 
San  Antonio,  TX  78250. 


Board  Eligible  Internist  seeks  practice  location; 
M.D.  from  University  of  Texas  at  Southwestern. 
Contact  Stephen  R.  Cherry,  M.D.,  7061  B 
Creekview  Trail,  St.  Louis,  MO  63123. 


This  publication 
is  available  in  microform. 

University  Microfilms  International 

300  North  Zeeb  Road  30-32  Mortimer  Street 
Dept  PR.  Dept.  PR 

Ann  Arbor.  Mi.  48106  London  WIN  7RA 
USA.  England 


220 


JOURNAL  MSMA 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 


19 


CLASSIFIED 


Obstetrician-Gynecologist  to  join  15-member 
multispecialty  group,  associated  with  JCAH- 
approved  hospital.  Associate  partner  status  first  year 
with  guarantee  plus  percentage.  No  investment. 
Contact  Karl  Hatten,  M.D.,  or  H.  Dean  Andrews, 
Administrator,  Vicksburg  Clinic,  Vicksburg,  MS 
39180. 

Orthopedic  Surgeon  to  join  15-member  multispe- 
cialty group,  associated  with  JCAH-approved  hos- 
pital. Associate  partner  status  first  year  with  guaran- 
tee plus  percentage.  No  investment.  Contact  Karl 
Hatten.  M.D.,  or  H.  Dean  Andrews,  Administrator, 
Vicksburg  Clinic,  Vicksburg,  MS  39180. 

Immediate  Openings  in  Internal  Medicine,  Pediat- 
rics, Family  Practice  and  Industrial  Medicine.  Fif- 
teen-member multispecialty  group  associated  with 
JCAH-sponsored  hospital.  No  investment.  Contact 
Karl  Hatten,  M.D.,  or  H.  Dean  Andrews.  Adminis- 
trator, Vicksburg  Clinic,  Vicksburg.  MS  39180. 


CompHealth  — Locum  Tenens  — Physicians 
covering  physicians,  nationwide,  all  specialties.  We 
provide  cost  effective  quality  care.  Call  us  day  or 
night.  T.  C.  Kolff,  MD.  President.  CompHealth, 
175  W.  200  S.,  Salt  Lake  City,  Utah  84101,  (801) 
532-1200. 

200  Milliamps  office  x-ray  unit,  complete  with 
table,  stand  and  new  tube,  and  tank  developing  sys- 
tem, pig-o-stat,  x-ray  file  storage,  mobile  screen, 
chest  plate  rack,  apron  and  accessories.  $8,000. 
Available  now.  Contact  Dr.  Lyle,  Starkville  Chil- 
dren’s Clinic,  P.O.  Box  1507,  Starkville,  MS 
39759;  (601)  323-7510. 

Clay  Adams  Electronic  cell  counter.  Performs 
HGB,  RBC,  WBC;  List  $6,950.00  — sacrifice 
$3,500.00.  Contact  Robert  T.  Cates,  M.D.,  (601) 
856-6000. 

PC  OF  RECENTLY  DECEASED  PHYSICIAN  for  Sale.  Diet 
practice  and  GP  netted  $160,000+  for  9 mos.  en- 
ding 6/31/81.  Physician  can  expect  to  retain  most  of 
3,000+  patients  from  Miss.  Delta,  western  Ark. 
and  southern  Tenn.;  contact  Coahoma  Bank  Trust 
Dept.,  627-7842. 
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Eye  damage  due  to  sports  injury  has  risen  significantly  since  1973,  and  the 
most  dangerous  sport  for  the  ages  5-14  is  baseball,  says  a report  in  the  July 
10  issue  of  JAMA.  More  than  12%  (35,000)  of  all  eye  injuries  reported  in  1978 
were  caused  by  sports,  a 58%  increase  over  1973  figures.  Nearly  one-third  of 
these  injuries  afflicted  the  elementary-school  age  group.  Baseball  accounted 
for  26%  of  the  injuries.  Basketball  was  the  leading  cause  of  eye  injuries  in 
the  15-24  age  group,  and  racquet  sports  caused  more  in  the  over  25  age  group. 


Breast  feeding  mothers  can  use  oral  contraceptives  safely  even  though  the 
quantity  and  ingredients  of  their  breast  milk  may  change  as  a result,  according 
to  the  American  Academy  of  Pediatrics.  Guidelines  on  birth  control  for  lac- 
tating  mothers  were  published  in  the  July  issue  of  Pediatrics . Issued  as  a 
policy  statement,  the  guidelines  were  written  in  order  to  clarify  "confusing 
recommendations"  which  have  been  made  regarding  the  effects  of  various  contra- 
ceptive methods  on  breast  milk  and  nursing  infants,  the  Academy  said. 


The  Feingold  diet  eliminating  artificial  food  colorings  on  the  presumption  that 
the  additives  are  responsible  for  hyperactivity  in  small  children  has  been 
tested  and  found  wanting  as  a cure  for  hyperactivity,  according  to  an  article 
in  the  June  issue  of  Archives  of  General  Psychiatry.  The  study  was  conducted 
among  children  age  4 to  13  who  had  reportedly  responded  to  the  diet.  Evaluation 
by  parents,  teachers  and  psychiatrists  and  psychological  testing  yielded  no 
evidence  of  a food  coloring  effect  on  hyperactivity. 


Despite  advances  in  the  medical  management  of  kidney  transplants,  fewer  patients 
now  on  dialysis  can  look  forward  to  receiving  a donor  kidney.  The  reason  is 
that  an  increasing  number  of  prospective  kidney  recipients  have  become  sensi- 
tized to  the  foreign  proteins  that  are  likely  to  be  encountered  in  a donor 
kidney,  according  to  a group  of  investigators  writing  in  the  July  10  issue  of 
JAMA.  Pre-transplant  blood  transfusions  and  prior  rejected  transplants 
were  cited  as  possible  factors. 


The  American  Society  of  Internal  Medicine  (ASIM)  has  formally  endorsed  About 
Your  Medicine,  a lay-language  drug-use  reference  book  published  by  the  United 
States  Pharmacopeial  Convention  (USP) . The  ASIM  stated  that  it  considered  the 
book  an  innovative  private  sector  initiative  and  voluntary  alternative  to  man- 
datory patient  inserts,  and  urged  physicians  to  use  the  book  to  provide  drug 
information  to  their  patients.  USP  grants  permission  to  prescribers  and 
dispensers  to  photocopy  appropriate  pages  to  provide  to  patients. 


Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


Expanding 


therapy 


Bactrim  is  useful  for 

the  following  infec-  A w 

to  susceptible6  its  usefulness  in 
oafedso°gan1sms  antimicrobial 

(see  indications  section 
in  summary  of  product 
information): 


in  recurrent 
UTI... 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens...  with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume... on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coll,  KlebalellaEntero- 
bacter,  Proteus  mlrabllls,  Proteus  vulgaris.  Proteus  morganll.  It  Is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  In  physician  s judgment  It  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  Infection 
Is  due  to  ampicillin-reslstant  Haemophilus  Influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  Is  not  Indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  in  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flezneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  In  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides,  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency:  pregnancy  at  term: 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC  s are  recommended:  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function,  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin:  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim,  Blood  dyscrasias:  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia.  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis,  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E phenomenon  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients,  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 


in  shigellosis... 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children.  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media— 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/mm.  If  creatinine  clearance  is  between  15  and  30  ml  min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp  (20  ml)  b i.d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100:  Tel-E-Dose®  packages  of  100.  Prescription  Paks 
of  20  and  28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500:  Tel-E-Dose®  packages  of  100.  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml):  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml):  fruit-licorice  flavored — bottles  of  16  oz  (1  pint) 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae12  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303  426-432,  Aug  21.  1980-2.  Data  on  file, 
Medical  Department.  Hoffmann-La  Roche  Inc. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRATH  TABLETS 


maximizes  results  with  B.I.D.  convenience  xEL 


* due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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Feelings  vs 

Some  people  feel  that  I am  misused  and  overused 
and  that  Fm  prescribed  too  often  and  for  too  many  kinds 
of  problems. 

The  FACT  is  that  approximately  eight  million  people, 
or  about  5 percent  of  the  U.S.  adult  population,  will  use  me 
during  the  current  year.  By  contrast,  the  national  health 
examination  survey  (1971-1975)  found  that  25  percent  of 
the  U.S.  adult  population  experiences  moderate  to  severe 
psychological  distress.  Additionally,  studies  of  patient  atti- 
tudes revealed  that  most  patients  have  realistic  views  regard- 
ing the  limitations  of  tranquilizers  and  a strong  conservatism 
about  their  use,  as  evidenced  by  a general  tendency  to 
decrease  intake  over  time.  Finally,  a six-year,  large-scale, 
carefully  conducted  national  survey  showed  that  the  great 
majority  of  physicians  appropriately  prescribe  tranquilizers. 

Some  people  feel  that  patients  being  treated  with  anxiolytic 
drugs  are  uweak,  ” cant  tolerate  the  anxieties  of  normal  daily 
living,  and  should  be  able  to  resolve  their  problems  on  their 
own  without  the  help  of  medication. 

The  FACT  is  that  while  most  people  can  withstand 
normal,  everyday  anxieties,  some  people  experience 
excessive  and  persistent  levels  of  anxiety  due  to  personal  or 
clinical  problems.  An  extensive  national  survey  concluded 
that  Americans  who  do  use  tranquilizers  have  substantial 
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Facts 


justification  as  evidenced  by  their  high  levels  of  anxiety.  It 
was  further  noted  that  antianxiety  drugs  are  not  usually 
prescribed  for  trivial,  transient  emotional  problems. 

Some  people  feel  afraid  of  me  because  of  the  stories 
they’ve  heard  about  my  being  harmful  and  having  the 
potential  to  produce  physical  dependence. 

The  FACT  is  that  there  are  thousands  of  references  in 
the  medical  literature  documenting  my  efficacy  and  safety. 
Extensive  and  painstakingly  thorough  studies  of  toxicological 
data  conclude  that  I am  one  of  the  safest  types  of  psycho- 
tropic drugs  available.  Moreover,  I do  not  cause  physical 
dependence  if  the  recommended  dosage  and  therapeutic 
regimen  are  followed  under  careful  physician  supervision. 
However,  I can  produce  dependence  if  patients  do  not  fol- 
low their  physicians’  directions  and  take  me  for  prolonged 
periods,  at  dosages  that  exceed  the  therapeutic  range. 
Patients  for  whom  I have  been  prescribed  should  be  cau- 
tious about  their  use  of  alcohol  because  an  additive  effect 
may  result. 

Many  of  the  most  knowledgable  people  feel  that  I 
became  the  No.  1 prescribed  medication  in  America  because 
no  other  tranquilizer  has  been  proven  more  effective.  Or  safer. 

The  FACT  is  they  are  right. 


For  a brief  summary  of  product  information  on  Valium  (diazepam /Roche)  (w  . please  see  the  following 
page.  Valium  is  available  as  2-mg,  5-mg  and  10-mg  scored  tablets. 


Valium© 

diazepam/Roche 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short 
term  relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctive- 
ly  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology;  spasticity  caused  by  upper  motor  neuron 
disorders;  athetosis;  stiff-man  syndrome;  convulsive 
disorders  (not  for  sole  therapy), 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates.  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz 
epines  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration  The  clinical  significance 
of  this  is  unclear. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten 
sion,  changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  laundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice,  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to 
10  mg  b i d.  to  q.i.d..  alcoholism,  10  mg  t.i.d.  or  q i d 
in  first  24  hours,  then  5 mg  t i d or  q.i.d.  as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q i d ; adjunctively  in  convulsive  disorders,  2 to  10  mg 
bid  to  q.i.d  Geriatric  or  debilitated  patients  .2  to 
2V2  mg,  1 or  2 times  daily  initially,  increasing  as  needed 
and  tolerated.  (See  Precautions.)  Children  1 to  2'/2  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  toler- 
ated (not  for  use  under  6 months). 

Supplied:  Valium*  (diazepam/Roche)  Tablets,  2 mg, 

5 mg  and  10  mg — bottles  of  100  and  500;  Tel-E-Dose' 
packages  of  100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing  10  strips 
of  10;  Prescription  Paks  of  50,  available  in  trays  of  10. 

\ Roche  Laboratories 
ROCHE  y Division  of  Hoffmann-La  Roche  Inc 
— Nutley.  New  Jersey  07110 


EXCELLENCE 

THROUGH 

INFORMATION 


Commerce  General  Corporation’s 
Medical  Accounting  User’s 
Conference 

Is  Scheduled  For 
SEPTEMBER  16  & 17 
at  the  Coliseum  Ramada  Inn, 

Jackson,  Mississippi 

Workshops  will  include  Insurance  Billing, 
Collection  Techniques  and 
In-House  Computers. 

Interested  Users  please  call  9S1-7674 

COMMERCE  GENERAL  CORPORATION 

Woodland  Hills  Building  .ilHlll  Old  Canton  Hoad.  Suite  .">2a 
Jackson,  Mississippi  99216  (KOI)  981-7674 


MEDICAL  FACILITY  DEVELOPMENT 


LET  US  SHOW  YOU 
HOW  TO  OWN 
YOUR  OWN  BUILDING 

MFD  will 
locate  land, 
design  a building 
to  suit  your  needs, 
secure  financing  and 
supervise  construction. 


Call  (504)  581-5144 
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Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 
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PAIN  AND  TENSIO 

Double  fault  for 
weekend  warriors 


ACE  THE  ACHE 


Equagesic*® 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


Twofold  analgesic  action  teamed  with  time-proven  efficacy  against 
concurrent  anxiety  and  tension  in  patients  with  musculoskeletal  disease* 


EQUAGESIC— Abbreviated  Summary 

•INDICATIONS.  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research 
Council  and  or  other  information  FDA  has  classified 
the  indications  as  follows 

Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

The  effectiveness  of  Equagesic  in  long-term  use.  i e 
more  than  four  months,  has  not  been  assessed  by  sys- 
tematic clinical  studies  The  physician  should  periodi- 
cally reassess  usefulness  of  the  drug  for  the  individual 
patient 


CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin  meprobamate  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g 
alcoholics,  former  addicts  and  other  severe  psychoneurot- 
ics.  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a "crutch 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  result- 
ant slowing  of  reaction  time  and  impairment  of  judgment  and 
coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  increased 
risk  of  congenital  malformations  associated  with  the  use 


of  minor  tranquilizers  (meprobamate,  chlordiazepoxide. 
and  diazepam)  during  the  first  trimester  of  pregnancy 
has  been  suggested  in  several  studies  Because  use  of 
these  drugs  is  rarely  a matter  of  urgency,  their  use  dur- 
ing this  period  should  almost  always  be  avoided  The 
possibility  that  a woman  of  child-bearing  potential  may 
be  pregnant  at  the  time  of  institution  of  therapy  should 
be  considered  Patients  should  be  advised  that  if  they 
become  pregnant  during  therapy  or  intend  to  become 
pregnant  they  should  communicate  with  their  physi- 
cians about  the  desirability  of  discontinuing  the  drug 
Meprobamate  passes  the  placental  barrier  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentration  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness  ataxia  or  visual  distur- 
bance occur,  the  dose  should  be  reduced  If  symptoms  con- 
tinue. patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma 
shock,  vasomotor  and  respiratory  collapse  and  anuna  Very 
few  suicidal  attempts  were  fatal  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken  sleep  ensues  rapidly  and  blood  pressure 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow  and 
slow  CNS  stimulants  eg  caffeine  Metrazol  or  ampheta 


mine,  may  be  cautiously  administered  It  severe  hypotension 
develops,  pressor  amines  should  be  used  parenterally  to  re- 
store blood  pressure  to  normal  levels 
ADVERSE  REACTIONS  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspinn  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but,  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose  but 
occasionally  it  may  be  desirable  to  administer  central  stimu- 
lants such  as  amphetamine  or  mephentermme  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1 -4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticanal  or  ery- 
thematous. maculopapuiar  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae  ecchymoses  peripheral  edema 
and  fever  have  also  been  reported 

More  severe  cases  observed  only  very  rarely  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells  an- 
gioneurotic edema,  bronchial  spasms  hypotensive  crises  (1 
fatal  case)  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine  antihistamine  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving  me- 
probamate suflered  from  aplastic  anemia  (1  fatal  case) 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  crtrate  combined  with 
aspinn  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and  light 
headedness  with  uneventful  recovery  However  on  the  basis 
of  pharmacological  data,  it  may  be  anticipated  that  CNS  stim- 
ulation could  occur  Other  anticipated  symptoms  would  in- 
clude nausea  and  vomiting  Appropriate  therapy  of  signs  and 
symptoms  as  they  appear  is  the  only  recommendation  pos- 
sible at  this  time  Overdosage  with  ethoheptazine  combined 
with  aspirin  would  probably  produce  the  usual  symptoms  and 
signs  of  salicylate  intoxication  Observation  and  treatment 
should  include  induced  vomiting  or  gastric  lavage  specific 
parenteral  electrolyte  therapy  for  keloacidosis  and  dehydra- 
tion watching  for  evidence  of  hemorrhagic  manifestations 
due  to  hypoprothrombmemia  which  if  it  occurs  usually  re- 
quires whole-blood  transfusions 

DESCRIPTION  Each  Equagesic  tablet  contains  150  mg  me- 
probamate 75  mg  ethoheptazine  citrate  and  250  mg  aspinn 
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’This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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for  mild  to  moderate  pain 

Wygesic® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


More  than  twice  as  much  acetaminophen  as  the  leading  combination  plus  a full 
therapeutic  dose  of  propoxyphene... all  in  a convenient,  economical  single  tablet. 


WYGESIC — Abbreviated  Summary 
INDICATION  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de* 
pressants  has  an  additive  depressant  effect.  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts  as  well  as 
misuse  of  tranquilizers,  alcohol  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosagei 
DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitatively  less  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation  nausea  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  m nonambulatory  patients:  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pam.  skin  rashes,  hght-headedness  head- 
ache weakness  euphoria  dysphoria  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 

DRUG  INTERACTIONS  Propoxyphene  in  combi- 
nation with  alcohol  tranquilizers,  sedative-hypnot- 
ics and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety  and  tremors  have  been  reported 
m a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume,  Cheyne 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics, which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported  and  apnea  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting  anorexia,  and 
abdominal  pam  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms  the  patient  may 
feel  less  ill;  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity.  jaundice,  co- 
agulation defects,  hypoglycemia  encephalopathy, 
coma  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex 
change  through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists  naloxone  nalorphine  and  lev 
allorphan,  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered  preferably  I v .simultaneously  with  ef- 
forts at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patients 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen  IV  fluids  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab 
sorb  a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen m overdose  may  have  an  aniidiuretic  effect 
and  may  produce  renal  damage  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamine)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteine  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme  which  may 
cause  anorexia,  nausea  vomiting  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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More 

physicians 

are  coming  to 


MMFES 

because  MMFES  does 
more  for  physicians. 


The  active  and  involved  physician  has  to 
rely  on  comprehensive  insurance  pro- 
grams tailored  to  fit  the  day-to-day  special 
needs  of  his  profession. 

One  of  these  special  needs  is  mal- 
practice insurance.  MMFES  is  a non-profit 
Mississippi  Corporation  sponsored  by  the 
Mississippi  State  Medical  Association  and 


directed  by  Mississippi  physicians. 
MMFES  offers  comprehensive  coverage  on 
three  types  of  malpractice  insurance 
policies  and  it’ll  probably  cost  you  less 
than  other  plans. 

Mike  Houpt  is  aware  of  your  special 
need.  Give  him  a call  toll  free  at  1- 
800-682-6415  or  944-0072. 


"The  people  to  see  for  Malpractice  Insurance 
MISSISSIPPI  MEDICAL  FRATERNAL  AND  EDUCATIONAL  SOCIETY 

735  Riverside  Dr.  • Box  4625  • Jackson,  Ms.  39216  • 944-0072 


Special  Banking 
Services  for 
Professional 
People... 


. . .Part  of  the  New  World  of 
Banking  at  Deposit  Guaranty. 

Deposit  Guaranty  realizes  that  doctors  have 
business  and  personal  banking  needs  that  are 
far  more  complex  and  critical  than  the  average 
person's.  That's  why  we  have  created  a special 
Executive  and  Professional  Department,  staffed 
by  innovative  banking  officers,  to  provide  the 
specialized  banking  services  you  need. 

We  accomplish  this  through  the  establishment  of  a close  personal 
relationship  between  you  and  one  of  our  Executive  and  Professional 
Officers,  who  is  committed  to  serve  you  on  a continuing  basis. 
Through  this  one  person  you  will  have  direct  access  to  all  of 
the  bank's  financial  services. 


We  invite  you  to  arrange  an  appointment  at  your  convenience  to 
discuss  how  this  new,  specialized  service  can  be  of  help  to  you  and 
your  associates.  Please  contact  John  Adams,  Vice  President,  or 
Joel  Varner,  Vice  President;  Executive  and  Professional  Banking 
Department;  Main  Office;  P.O.  Box  1200 ; Jackson,  MS  39205. 
Telephone:  601  / 354-8124. 


Grow  with  Us 


DEPOSIT  GUARANTY 


NATIONAL  BANK  Member  F D 1C 


Headquarters:  Jackson,  MS  39205  • Branches:  Centreville  • Greenville  • Greenwood  • Hattiesburg 
Inverness  • McComb  • Monticello  • Natchez  • Newhebron  • Yazoo  City  • and 
Offices  serving  Benton,  Clinton,  Louise,  Pearl.  Petal  and  Summit. 
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September  1981 


Dear  Doctor: 

One  Mississippi  community's  success  in  recruiting  two  physicians  and  providing  a 
medical  clinic  was  the  subject  of  a feature  article  in  a recent  Sunday  issue  of 
the  Clarion  Ledger/ Jackson  Daily  News.  Of  particular  interest  and  emphasis  in  the 
article  was  the  role  played  by  Dr.  Arthur  Derrick  of  Durant  in  the  successful 
recruiting  effort  for  his  community.  Dr.  Derrick  is  a former  MSMA  president  and 
board  chairman. 

The  article  also  noted  that  the  people  of  Durant  sought  no  federal 
money  and  constructed  a $50,000  medical  clinic  financed  entirely  with 
local  contributions.  Community-wide  fund  raising  activities  and 
donations  of  money,  equipment,  supplies,  labor,  etc.  enabled  the  town 
to  build  the  clinic. 

Literature  on  physician  recruitment  is  available  from  the  MSMA  headquarters  office. 
Also  available  is  literature  on  another  current  topic  - organizing  a health  educa- 
tion program.  Beginning  this  fall,  Mississippi  public  schools  are  required  to 
have  health  education  programs.  Input  from  the  local  medical  community  can  have 
an  impact  on  the  health  education  programs  in  local  schools. 

The  Center  for  Disease  Control  in  Atlanta  is  warning  the  public  about  widely- 
promoted,  ineffective  treatments  for  genital  herpes.  The  CDC  also  urges  physicians 
to  warn  patients  about  the  ineffective  treatments,  which  include  vaccines  for 
smallpox,  polio,  tuberculosis,  yellow  fever  and  influenza,  and  other  substances 
such  as  interferon,  steroid  creams  and  vitamins  C,  E and  B-12. 

Physicians'  fees  rose  0.7%  in  June,  according  to  the  Consumer  Price  Index.  The 
rate  of  increase  was  slower  than  that  for  all  items  (0.9%)  and  all  services 
(1.3%).  The  overall  medical  care  index  went  up  0.9%  in  June,  led  by  hospital 
room  charges  (1.1%),  charges  for  prescription  drugs  (1.1%),  and  charges  for 
dental  services  (1.0%). 

\ 

Syndicated  columnist  and  lecturer  Abigail  Van  Buren  will  be  the  guest  speaker  for 
the  MSMA  and  MSMA  Auxiliary  banquet  during  the  114th  Annual  Session,  May  2-6, 

1982,  in  Biloxi.  Other  special  activities  are  being  planned  for  the  annual  session, 
which  will  celebrate  MSMA's  125th  anniversary.  Make  plans  now  to  attend,  and  please 
watch  future  issues  of  Journal  MSMA  for  more  details. 


Sincerely , 


Patsy  Silver 
Managing  Editor 
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Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  8V2  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  be  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medicus , vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor’s name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  of  The  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association’s 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA.’’  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors. 
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Motrin"  Tablets  (ibuprofen.  Upjohn) 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema,  and  bronchospastic  reactivity  to  aspirin,  iodides,  or  other  non- 
steroidal anti-inflammatory  agents.  Anaphylactoid  reactions  have  occurred  in  such 
patients. 

Warnings:  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have 
been  reported  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has 
not  been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE  REAC- 
TIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 

Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  characterized  by 
papillary  edema  and  necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in 
humans  treated  with  Motrin. 

Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields  and  color  vision 
testing  Fluid  retention  and  edema  have  been  associated  with  Motrin , use  with  caution  in 
patients  with  a history  of  cardiac  decompensation  or  hypertension.  Motrin  is  excreted 
mainly  by  the  kidneys.  In  patients  with  renal  impairment,  reduced  dosage  may  be  nec- 
essary. Prospective  studies  of  Motrin  safety  in  patients  with  chronic  renal  failure  have 
not  been  done  Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use 
with  caution  in  persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant 
therapy.  Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or 
bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema.  To 
avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  cortico- 
steroid therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added  The  anti- 
pyretic, anti-inflammatory  activity  of  Motrin  may  mask  inflammation  and  fever. 

Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels 
Coumarin:  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 

The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is  gastrointestinal,  of 
which  one  or  more  occurred  in  4%  to  16%  of  the  patients. 

Incidence  Greater  Than  7%  (but  less  than  3%) -Probable  Causal  Relationship 
Gastrointestinal:  Nausea;  epigastric  pain*  heartburn;'  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl 
tract  (bloating  and  flatulence);  Central  Nervous  System:  Dizziness:  headache,  nervous- 
ness; Dermatologic:  Rash*  (including  maculopapular  type),  pruritus.  Special  Senses:  Tin- 
nitus; Metabolic/Endocrine:  Decreased  appetite;  Cardiovascular:  Edema,  fluid  retention 
(generally  responds  promptly  to  drug  discontinuation;  see  PRECAUTIONS). 

Incidence  Less  Than  10/o-Probable  Causal  Relationship ** 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastroin- 
testinal hemorrhage,  melena,  gastritis,  hepatitis,  jaundice,  abnormal  liver  function  tests; 
Central  Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence, 
aseptic  meningitis  with  fever  and  coma;  Dermatologic:  Vesiculobullous  eruptions,  urti- 
caria, erythema  multiforme,  Stevens-Johnson  syndrome,  alopecia;  Special  Senses: 
Hearing  loss,  amblyopia  (blurred  and/or  diminished  vision,  scotomata,  and/or  changes 
in  color  vision)  (see  PRECAUTIONS),  Hematologic:  Neutropenia,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia  (sometimes  Coombs'  positive),  thrombocytopenia  with  or 
without  purpura,  eosinophilia,  decreases  in  hemoglobin  and  hematocrit.  Cardiovascular: 
Congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood 
pressure,  palpitations;  Allergic:  Syndrome  of  abdominal  pain,  fever,  chills,  nausea  and 
vomiting,  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS);  Renal:  Acute  renal 
failure  in  patients  with  preexisting,  significantly  impaired  renal  function,  decreased 
creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria;  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  Less  Than  V/o-Causai  Relationship  Unknown ** 

Gastrointestinal:  Pancreatitis;  Central  Nervous  System:  Paresthesias,  hallucinations, 
dream  abnormalities,  pseudotumor  cerebri.  Dermatologic:  Toxic  epidermal  necrolysis, 
photoallergic  skin  reactions;  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis; 
Hematologic:  Bleeding  episodes  (e  g . epistaxis,  menorrhagia)  Metabolic/Endocrine:  Gyne- 
comastia, hypoglycemic  reaction;  Cardiovascular:  Arrhythmia  (sinus  tachycardia,  sinus 
bradycardia);  Allergic:  Serum  sickness,  lupus  erythematosus  syndrome,  Henoch- 
Schonlein  vasculitis;  Renal:  Renal  papillary  necrosis. 

*Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin  (Those  reactions 
occurring  in  less  than  3%  of  the  patients  are  unmarked.) 

**Reactions  are  classified  under  "Probable  Causal  Relationship"  (PCR)  if  there  has  been 
one  positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related. 
Reactions  are  classified  under  “Causal  Relationship  Unknown"  if  seven  or  more  events 
have  been  reported  but  the  criteria  for  PCR  have  not  been  met. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Do  not  exceed  2400  mg  per  day  If  gastrointestinal 
complaints  occur,  administer  with  meals  or  milk. 

Rheumatoid  arthritis  and  osteoarthritis,  including  flares  of  chronic  disease  Sug- 
gested dosage  is  300. 400,  or  600  mg  t.i.d.  or  q i d.  Mild  to  moderate  pain  400  mg  every 
4 to  6 hours  as  necessary  for  relief  of  pain 
Caution:  Federal  law  prohibits  dispensing  without  prescription. 
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MED  B-5-S 


Specify 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows 
"Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation. 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
HCI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CMS  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (eg  , operating 
machinery,  driving)  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium*  (chlordiazepoxide  HCI/Roche)  to  Known  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symp 
toms  (including  convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  in  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazines  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Mo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
HCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment  but  also  occasionally  observed  at  lower  dosage 
ranges  Byncope  reported  in  a few  instances  Also  encountered 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
Increased  and  decreased  libido — all  infrequent  generally  controlled 
with  dosage  reduction,  changes  in  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis). 
Jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide  HCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  i e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 
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Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


HI  THE  GJ.  DISORDERS 


of  Irritable  Bowel  Syndrome* 
and  Peptic  Ulcer* 

Llbrax...the  only  G.l.  medication  that 
provides  the  action  of  Librium® 
(chlordiazepoxide  MCI)  to  relieve  the 
accompanying  anxiety  found  in  some 
patients,  plus  the  action  of  Quarzan® 
(didinium  bromide)  to  reduce  colonic 
spasm  and  gastric  hypersecretion. 


Each  capsule  contains  5 mg  chlordiazepoxide  MCI 
and  2 5 mg  clidlnium  Br. 

Antianxiety/ Antisecretory/ 
Antispasmodic 


*Librax  has  been  evaluated  as  possibly  effective 
for  these  indications.  Please  see  summary  of 
prescribing  information  oh  facing  page 


Each  capsule 
contains  50  mg.  of 
Dyreniumf  (brand  of  triamterene) 
and  25  mg  of  hydrochlorothiazide. 


Step  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent),  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparmg  agent). 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co  literature  or  PDR  The  following  is  a brief 
summary 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  con 
vement  in  patient  management  Treatment  of  hyperten- 
sion and  edema  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated 
serum  potassium  Hypersensitivity  to  either  component  or 
other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
of  potassium  is  markedly  impaired.  If  supplementary  potas 
sium  is  needed,  potassium  tablets  should  not  be  used  Hyper- 
kalemia can  occur,  and  has  been  associated  with  cardiac 
irregularities  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency  Periodically, 
serum  K+  levels  should  be  determined  If  hyperkalemia 
develops,  substitute  a thiazide  alone,  restrict  K + intake  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  haz- 
ards. including  fetal  or  neonatal  laundice.  thrombocytopenia, 
other  adverse  reactions  seen  in  adults  Thiazides  appear  and 


triamterene  may  appear  in  breast  milk  If  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on  use 
in  children  is  not  available  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or  bronchial 
asthma  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids)  Periodic  BUN  and  serum  cre- 
atinine determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Watch  for  signs  of  impending  coma  in  severe 
liver  disease  If  spironolactone  is  used  concomitantly,  deter- 
mine serum  K+  frequently,  both  can  cause  K+  retention  and 
elevated  serum  K+  Two  deaths  have  been  reported  with 
such  concomitant  therapy  (in  one,  recommended  dosage 
was  exceeded:  in  the  other,  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions  Blood 
dyscrasias  have  been  reported  in  patients  receiving  tri- 
amterene, and  leukopenia,  thrombocytopenia,  agranulocy- 
tosis and  aplastic  anemia  have  been  reported  wilh  thiazides 
Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Antihyperten- 
sive effects  may  be  enhanced  in  post  sympathectomy 
patients  Use  cautiously  in  surgical  patients  The  following 
may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with  pos- 
sible metabolic  acidosis  Dyazide  interferes  with  fluorescent 
measurement  of  quimdine  Hypokalemia  is  uncommon  with 
Dyazide . but  should  it  develop,  corrective  measures  should 
be  taken  such  as  potassium  supplementation  or  increased 


dietary  intake  of  potassium-rich  foods  Corrective  measures 
should  be  instituted  cautiously  and  serum  potassium  levels 
determined  Discontinue  corrective  measures  and  Dyazide 
should  laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide  should  be  withdrawn  before  conducting  tests  for 
parathyroid  function 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the 
risk  of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache  dry  mouth  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity. purpura,  other  dermatological  conditions,  nausea 
and  vomiting  diarrhea,  constipation,  other  gastrointestinal 
disturbances  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone  Triamterene  has  been 
found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  and 
of  impotence  have  been  reported  with  the  use  of  Dyazide  . 
although  a causal  relationship  has  not  been  established 
Supplied:  Bottles  of  1000  capsules;  Single  Unit  Packages 
(unit-dose)  of  100  (intended  lor  institutional  use  only);  in 
Patient-Pak  ” unit-of-use  bottles  of  100. 
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helping  you  change  things 
for  the  better 


Canton  Exchange  Bank 

A FULL  SERVICE  BANK 

"Your  Account  Handled  in 
Strict  Confidence" 


Each  depositor  insured  to  $40,000 


Branch  Offices 

Canton  East  Branch 
Bank  Of  Madison 
Bank  Of  Ridgeland 


— | ^ “ Our  101st  Year 

tjj||  Of  Continuous 
I I Vo  Service’ 


Federal  Deposit  Insurance  Corporation 


Harreld 

Chevrolet-Oldsmobile 

Specializing  in  Leasing 
Personalized  Cars 
To  Professional  People 


Hwy.  51,  Canton— Call  Collect 
Brian  King  (601)  354-2233  or  859-1611 


'Can  We  Build  One  for  You?' 


GM  QUALITY 
SERVICE  PARTS 


GENERAL  MOTORS  WVETS  DIVISION 

Keep  the  great  GM  feeling  with  genuine  GM  ports 


Leo  N.  Levi  National  Arthritis  Hospital 

Dedicated  to  the  Treatment  of  Arthritis  and  Related  Disease 


Fred  Robertson,  M.D. 
Medical  Director 

Diplomate,  American  Board 
of  Internal  Medicine 
Subspecialty  of  Rheumatology 


For  Information  Call:  (501)  624-1281 
Or  Write:  P.O.  Box  850 
Hot  Springs,  Arkansas  71901 


CAN  YOU  AFFORD  NOT  TO 
BUY  IN  DESTIN  THIS  YEAR? 


Mainsail 

A Condominium  Community 

DESTIN.  A place  you  know,  a place  where  you  and  your  friends  go.  To  relax,  soak  up  the  sun,  renew  your 
energies,  get  to  know  your  family  again. 

MAINSAIL  is  a name  you  will  come  to  know.  Uncommon.  Uncrowded.  Uncompromising.  A condominium 
community  unlike  any  other  in  Destin.  Developed  by  businessmen  who  are  as  dedicated  to  creating  a 
quality  product  as  you  are  to  invest  in.  one. 

MAINSAIL  offers  a choice  of  tower  or  townhouse  residences.  Our  special  features  include  pools,  putting 
greens,  covered  parking,  outdoor  hot  tub,  sauna,  exercise  room,  tennis  courts,  and  much,  much  more. 

Uncommon. 


MAINSAIL  is  spread  over  a generous,  fifteen  acre  tract  of  choice  beachfront  property,  eight  miles  east  of 
Destin.  Each  tower  unit  has  an  unobstructed  view  of  the  most  beautiful  blue  water  in  the  world  and  a private 
balcony  to  enjoy  it  from. 

Uncrowded. 


When  making  a condominium  purchase,  you  think  beyond  location  and  view  to  issues  like  security, 
construction,  privacy,  finance.  You  have  questions  about  who  will  stand  by  and  protect  your  investment 
and  make  certain  that  all  promises  are  fulfilled.  Get  to  know  the  people  behind  Mainsail.  They  have  the 
answers  to  your  questions  and  are  ready  to  stand  by  their  product. 

Uncompromising. 

Plan  to  visit  our  on-site  sales  office,  or  call  us  (904)  837-7711  (collect)  and  find  out  what  MAINSAIL  is  all 
about.  Plan  to  compare.  There’s  nothing  quite  like  MAINSAIL  and  no  one  more  committed  to  protecting 
your  condominium  investment. 


MAINSAIL  DEVELOPMENT  CO. 
P.O.  Box  1227,  Destin,  FL  32541 
904-837-771 1 


mBmxm 


Pulmonary  Disease  Hattiesburg,  MS  - A seminar  on  pulmonary  disease  will  be 

Seminar  Planned  held  at  Forrest  General  Hospital  on  Nov.  12.  Lecture 

topics  include:  advances  in  asthma,  non-ventilator  manage- 
ment of  COPD,  pulmonary  function  tests,  advances  in  granulomatous  disease,  and 
evaluation  of  pneumonia.  Forrest  General  Hospital  and  the  Hattiesburg  Clinic,  PA,  are 
co-sponsors.  For  more  information,  write  to  the  CME  Dept.,  Hattiesburg  Clinic, 

415  S.  28th  Ave.,  Hattiesburg,  MS  39401. 


RMSF  Incidence  Jackson,  MS  - The  1981  incidence  of  Rocky  Mountain  spotted 

In  Mississippi  fever  in  Mississippi  is  virtually  the  same  as  1980,  reports 

the  State  Board  of  Health.  So  far  19  cases  have  been 
reported,  and  distribution,  age,  sex,  race  and  fatality  rate  (about  10%)  are  follow- 
ing a pattern  similar  to  1980.  Nationwide,  there  has  been  a 25%  increase  in  the 
disease.  The  CDC  in  Atlanta  says  the  fatality  rate  has  averaged  5%  for  ten  years. 


Drug  Approval  Process  Washington,  DC  - A commission  of  members  of  the  academic, 

Under  Study  governmental  and  private  sectors  has  been  created  to  study 

and  recommend  ways  to  reform  the  FDA's  drug  approval 
process.  Their  report,  due  before  Congress  by  Feb.  1,  1982,  will  recommend  ways 
to  shorten  the  FDA's  procedures  for  approval  of  new  drugs  and  develop  cost-effective 
surveillance  processes  that  guarantee  quick  withdrawal  from  the  marketplace  of 
drugs  causing  significant  adverse  affects. 


Medical  Practice  Chicago,  IL  - The  nation's  physicians  spent  more  time 

Profile  Published  with  their  patients  in  1980.  Physicians  had  an  average 

of  112  patient  visits  per  week,  compared  to  122.7  visits 
in  1979  and  130.6  in  1978,  but  the  physicians'  work  week  continued  about  the 
same  - 44.5  hours  of  direct  patient  care  in  1980,  compared  to  44.9  hours  in  1979 
and  45.2  hours  in  1978.  These  figures  are  from  the  new  10th  edition  of  Profile 
of  Medical  Practice,  published  by  the  AMA. 


AMA  Favors  Medical  Chicago,  IL  - Computerized  medical  information  systems, 

Information  System  with  proper  peer  review,  would  aid  the  advancement  of 

medical  practice,  the  AMA  said  in  a statement  to  two 
subcommittees  of  the  House  Committee  on  Science  and  Technology.  The  AMA  recom- 
mended that  the  development  of  such  systems  be  left  to  the  private  sector,  where 
competition  would  result  in  designs  appropriate  to  varied  medical  needs.  The 
statement  opposed  a federal  system  which  would  violate  patients'  privacy. 
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Thomas 

Yates  & Co. 

Insurance  with  Innovation 

The  basic  idea  of  Thomas  Yates  & Co.  hasn’t  changed.  It’s  just 
grown.  Good  ideas  usually  do. 

As  we  begin  our  fourth  decade  of  service  to  the  Mississippi  State 
Medical  Association,  Thomas  Yates  & Co.  has  continued  to  upgrade 
coverages  and  to  design  well  planned  group  insurance  programs 
responsive  to  some  very  special  needs  of  its 
members.  Our  aim  is  to  steadily  strengthen 
membership  benefit  programs  through  the 
introduction  of  new  and  improved  coverages;  to 
give  members  more  protection  for  their  money; 
to  make  insurance  more  adaptable  and  to  back 
up  the  plans  we  offer  with  imagination  and 
thorough  service  . . . That’s  the  Thomas  Yates 
idea  — the  simple  but  profound  idea  to  offer  its 
members  the  best  possible  group  insurance 
plan. 

Yes,  the  basic  idea  . . . Insurance  With 
Innovation  ...  it  hasn’t  changed  . . . it’s  just 
grown. 

ThomasYates&Co. 

GROUP  INSURANCE  ADMINISTRATORS 

735  Riverside  Drive  • RO.  Box  5048  • Jackson,  Mississippi  39216 


Thomas  Yates 


for  Knotts  in  the  night 


Prescribe  new  formula 


Quinamm 

(quinine  sulfate  tablets) 


each  tablet  contains  quinine  sulfate  260  mg 


Specific  therapy  for 
painful  night  leg  cramps 

Merrell  Dow 


Nocturnal  recumbency  leg  muscle 
cramping  is  frequently  an  unwelcome 
bedfellow  for  many  patients — especially 
those  with  arthritis,  diabetes,  or  peripheral 
vascular  disease . . . consider  Quinamm . . . 
simple,  convenient  dosage — usually  just 
one  tablet  at  bedtime . . . can  provide  restful , 
welcome  sleep  without  night  leg  cramps. 


‘Trademark  of  MERRELL-NATIONAL  LABORATORIES  Inc  , 


Cayey,  Puerto  Rico  00633 


Quinamm' 

(quinine  sulfate  tablets) 

CAUTION  Federal  law  prohibits  dispensing  without  prescription 
BRIEF  SUMMARY 

INDICATIONS  AND  USAGE 

For  the  prevention  and  treatment  ot  nocturnal  recumbency  leg  muscle  cramps 

CONTRAINDICATIONS 

Quinamm  may  cause  fetal  harm  when  administered  to  a pregnant  woman 
Congenital  malformations  in  the  human  have  been  reported  with  the  use  of 
quinine,  primarily  with  large  doses  (up  to  30  g ) tor  attempted  abortion  In  about 
half  ol  these  reports  the  malformation  was  dealness  related  to  auditory  nerve 
hypoplasia  Among  the  other  abnormalities  reported  were  limb  anomalies,  vis- 
ceral delects,  and  visual  changes  In  animal  tests,  teratogenic  effects  were  found 
m rabbits  and  guinea  pigs  and  were  absent  in  mice.  rats.  dogs,  and  monkeys 
Quinamm  is  contraindicated  in  women  who  are  or  may  become  pregnant  It  this 
drug  is  used  during  pregnancy,  or  if  the  patient  becomes  pregnant  while  taking 
this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus 
Because  of  the  quinine  content.  Quinamm  is  contraindicated  in  patients  with 
known  quinine  hypersensitivity  and  in  patients  with  glucose-6-phosphate  dehy- 
drogenase (G-6-PD)  deficiency 

Since  thrombocytopenic  purpura  may  follow  the  administration  of  quinine  in 
highly  sensitive  patients,  a history  of  this  occurrence  associated  with  previous 
quinine  ingestion  contraindicates  its  further  use  Recovery  usually  occurs  fol- 
lowing withdrawal  of  the  medication  and  appropriate  therapy 
This  drug  should  not  be  used  in  patients  with  tinnitus  or  optic  neuritis  or  in 
patients  with  a history  of  blackwater  fever 
WARNINGS 

Repeated  doses  or  overdosage  of  quinine  in  some  individuals  may  precipitate  a 
cluster  of  symptoms  referred  to  as  cmchomsm  Such  symptoms  in  the  mildest 
form,  include  ringing  in  the  ears,  headache,  nausea,  and  slightly  disturbed 
vision,  however,  when  medication  is  continued  or  after  large  single  doses 
symptoms  also  involve  the  gastrointestinal  tract,  the  nervous  and  cardiovascular 
systems,  and  the  skin 

Hemolysis  (with  the  potential  for  hemolytic  anemia)  has  been  associated  with  a 
G-6-P0  deficiency  in  patients  taking  quinine  Quinamm  should  be  stopped 
immediately  if  evidence  of  hemolysis  appears 

It  symptoms  occur,  drug  should  be  discontinued  and  supportive  measures 
instituted  In  case  of  overdosage,  see  0VER00SAGE  section  of  prescribing 
information 

PRECAUTIONS 

General 

Quinamm  should  be  discontinued  if  there  is  any  evidence  of  hypersensitivity 
(See  CONTRAINDICATIONS  ) Cutaneous  flushing,  pruritus,  skin  rashes,  fever 
gastric  distress,  dyspnea,  ringing  in  the  ears,  and  visual  impairment  are  the 
usual  expressions  of  hypersensitivity,  particularly  it  only  small  doses  of  quinine 


have  been  taken  Extreme  flushing  of  the  skin  accompanied  by  intense, 
generalized  pruritus  is  the  most  common  form  Hemoglobinuria  and  asthma 
from  quinine  are  rare  types  ot  idiosyncrasy 

In  patients  with  atrial  fibrillation,  the  administration  of  quinine  requires  the  same 
precautions  as  those  for  qumidine  (See  Drug  Interactions  ) 

Drug  Interactions 

Increased  plasma  levels  of  digoxm  and  digitoxm  have  been  demonstrated  in 
individuals  after  concomitant  qumidine  administration  Because  of  possible  simi- 
lar effects  from  use  of  quinine  it  is  recommended  that  plasma  levels  for  digoxm 
and  digitoxm  be  determined  for  those  individuals  taking  these  drugs  and 
Quinamm  concomitantly 

Concurrent  use  of  aluminum-containing  antacids  may  delay  or  decrease  absorp- 
tion of  quinine 

Cinchona  alkaloids,  including  quinine,  have  the  potential  to  depress  the  hepatic 
enzyme  system  that  synthesizes  the  vitamin  K-dependent  factors  The  resulting 
hypoprothrombmemic  effect  may  enhance  the  action  of  warlarm  and  other  oral 
anticoagulants 

The  effects  ot  neuromuscular  blocking  agents  (particularly  pancuronium  suc- 
cmylcholme.  and  tubocurarme)  may  be  potentiated  with  quinine  and  result  in 
respiratory  difficulties 

Urinary  alkalizers  (such  as  acetazolamide  and  sodium  bicarbonate)  may  increase 
quinine  blood  levels  with  potential  for  toxicity 
Oruq  Laboratory  Interactions 

Quinine  may  produce  an  elevated  value  tor  urinary  17-ketogenic  steroids  when 
the  Zimmerman  method  is  used 
Carcinogenesis.  Mutagenesis  Impairment  ot  Fertility 
A study  of  quinine  sulfate  administered  in  drinking  water  (0  1°o)  to  rats  for 
periods  up  to  20  months  showed  no  evidence  of  neoplastic  changes 
Mutation  studies  of  quinine  (dihydrochionde)  in  male  and  female  mice  gave 
negative  results  by  the  micronucleus  test  Intraperitoneal  miections  (0  5 mM 
kg  ) were  given  twice  24  hours  apart  Direct  Salmonella  typhimurium  tests 
were  negative,  when  mammalian  liver  hemogenate  was  added  positive  results 
were  found 

No  information  relating  to  the  etlect  of  quinine  upon  fertility  in  animal  or  in  man 

has  been  found 

Pregnancy 

Category  X See  CONTRAINDICATIONS 
Nonteratoqenic  Effects 

Because  quinine  crosses  the  placenta  in  humans  the  potential  for  fetal  effects  is 
present  Stillbirths  m mothers  taking  quinine  have  been  reported  in  which  no 
obvious  cause  for  the  fetal  deaths  was  shown  Quinine  in  toxic  amounts  has  been 
associated  with  abortion  Whether  this  action  is  always  due  to  direct  effect  on  the 
uterus  is  questionable 
Nursmo  Mothers 

Caution  should  be  exercised  when  Quinamm  is  given  to  nursing  women  because 
quinine  is  excreted  in  breast  milk  (in  small  amounts) 


ADVERSE  REACTIONS 

The  following  adverse  reactions  have  been  reported  with  Quinamm  in  therapeutic 
or  excessive  dosage  (Individual  or  multiple  symptoms  may  represent  cm- 
chomsm  or  hypersensitivity ) 

Hematologic  acute  hemolysis,  thrombocytopenic  purpura  agranulocytosis 
hypoprothrombmemia 

CHS  visual  disturbances  including  blurred  vision  with  scotomata  photophobia 
diplopia  diminished  visual  fields  and  disturbed  color  vision  tinnitus  deafness 
and  vertigo  headache  nausea  vomiting  fever  apprehension  restlessness 
confusion,  and  syncope 

Dermatologic  allergic  cutaneous  rashes  (urticarial  the  most  frequent  type  of 
allergic  reaction  papular  or  scarlatinal)  pruritus  flushing  of  the  skm  sweating 
occasional  edema  of  the  face 
Respiratory  asthmatic  symptoms 
Cardiovascular  anginal  symptoms 

Gastrointestinal  nausea  and  vomiting  (may  be  CNS-reiated)  epigastric  pain 

ORUG  ABUSE  ANO  DEPENDENCE 

Tolerance  abuse,  or  dependence  with  Quinamm  has  not  been  reported 

0VER00SAGE 

See  prescribing  information  for  a discussion  on  symptoms  and  treatment  of 
overdose 

DOSAGE  AND  ADMINISTRATION 

1 tablet  upon  retiring  If  needed  2 tablets  may  be  taken  nightly— 1 following  the 
evening  meal  and  1 upon  retiring 

After  several  consecutive  nights  in  which  recumbency  leg  cramps  do  not  occur 
Quinamm  may  be  discontinued  in  order  to  determine  whether  continued  therapy 
is  needed 

Product  Information  as  of  October  1980 
Licensor  of  Merrell* 

MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey  Puerto  Rico  00633 

Direct  Medical  Inquiries  to 

Merrell 


MERRELL  DOW  PHARMACEUTICALS  INC 
Subsidiary  of  The  Dow  Chemical  Company 
Cincinnati.  OH  45215.  U S A 


1-8137  IY437C1MNQ-699 


works  well  in  your  office . . . 

NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It’s  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN”  Ointment — for  the  office,  for  the  home. 

(polymyxin  B bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base):  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro 
toxicity  and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  ex  tensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  Is  possible.  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti 
biotics  concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching:  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long-term  use  of  neomycin 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica 
tion.  Neomycin  containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara 
tions.  prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 
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Riverside. 


Mississippi’s  Unique  Psychiatric 
Hospital. 


Riverside  Hospital  is  unique  in 
Mississippi. 

As  a privately  owned  56-bed  short 
term  care  facility  for  treating  patients 
with  psychiatric  illness,  emotional 
problems,  or  substance  abuse,  it  is  the 
only  hospital  of  its  kind  in  the  state. 

Architecturally  designed  to  create 
an  attractive  open  environment, 
Riverside’s  “non-institutional” 
atmosphere  helps  prepare  the  patient 
for  specific  therapy,  healthy 
entertainment  and  physical  recreation. 

The  clinical  program  incorporates 
a wide  range  of  modern  psychiatric 
ideas.  Emphasis  is  placed  on 
interpersonal  relationships,  small 
group  functions,  and  professional 
individualized  care. 

The  Medical  Staff  includes  a 
large  number  of  physicians  in  private 
practice  in  the  Jackson  area.  All  are 
qualified  and  limit  their  practice  to 
psychiatry. 

Riverside  is  licensed  by  the 
Mississippi  Commission  on  Hospital 
Care,  and  fully  accredited  by  the  Joint 
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Impotence  — Whose  Problem 
Was  It? 

TOXEY  M.  MORRIS,  M.D. 

Hattiesburg,  Mississippi 


Sexual  impotence  in  males  is  defined  in  this  dis- 
cussion as  failure  to  achieve  an  erection,  or  failure  to 
maintain  penile  erection  long  enough  to  effect  intro- 
mission. This  definition  will  be  used  in  this  article, 
recognizing  that  other  forms  of  impotence  such  as 
ejaculatory  failure  or  premature  ejaculation  play  a 
major  role  in  sexual  dysfunction. 

Historically  many  of  us  were  taught  that  90%- 
95%  of  male  impotence  was  psychogenic,  and  we 
often  assigned  the  problem  to  the  patient  to  solve. 
Perhaps  in  doing  that  we  were  unconsciously  grate- 
ful that  it  was  “his”  problem  and  not  “ours.” 

However,  recent  progress  in  diagnostic  capability 
and  in  the  technology  of  prosthetics  has  forced  us  to 
re-examine  these  problems  and  share  increasing  re- 
sponsibility for  their  solutions. 

Very  recent  studies  indicate  that  male  impotence 
may  be  of  truly  psychogenic  origin  in  as  little  as  38% 
of  cases. 1 That  statistical  presentation  may  not  make 
those  men  with  psychogenic  impotence  feel  any  bet- 
ter about  the  situation,  but  it  can  make  us  as  physi- 
cians more  comfortable  in  recommending  thorough 
diagnostic  evaluation  in  all  cases  of  impotence. 

Common  organic  etiologies  have  been  recognized 
in  diabetes  mellitus  (25%-55%  of  diabetic  males 
from  ages  30-60  years  suffer  some  form  of  im- 
potence),2 drug-induced  impotence  due  to  certain 
antihypertensives,  hypogonadism  due  to  any  one  of 
a number  of  causes,  post-surgical  impotence  or 
vascular  insufficiency,  and  many  other  disease 
states. 

Dr.  Morris  is  a practicing  urologist  in  Hattiesburg,  MS. 


Penile  vascular  insufficiency  deserves  special 
mention.  Erection  is  a phenomenon  brought  on  by 
engorgement  of  the  corpora  cavernosa  from  arterial 
flow  of  blood  via  the  deep  penile  arteries,  supplied 
by  the  pudendal  arteries  and  the  internal  iliacs.  If  the 
blood  supply  is  limited,  then  erection  will  be  lim- 
ited. We  do  not  hear  of  penile  angina  or  penile 
claudication,  but  rather  of  erectile  failure.  One  must 
not  forget  that  the  same  widespread  atherosclerotic 
process  that  brings  on  myocardial  ischemia,  tran- 
sient cerebral  ischemia,  or  intermittent  claudication 
can  exist  in  the  iliac  and  pudendal  arteries  as  well  as 
in  any  other  vessel. 

Recent  diagnostic  application  of  existing  modali- 
ties, including  penile  pulse  volume  recordings 
(PVR),  Doppler  studies  of  the  deep  penile  arteries, 
nocturnal  penile  tumescence  monitoring  (NPT),  and 
most  recently,  intraurethral  temperature  differen- 
tials, has  provided  interesting  information  and 
objective  guidelines  for  diagnosis. 

Abelson  and  others  have  shown  that  diminution  of 
the  penile  PVR,  or  a difference  of  30  MM  Hg  be- 
tween the  penile  systolic  pressure  and  the  brachial 
systolic  pressure  as  measured  with  the  Doppler 
stethoscope  is  clinically  significant.3  A differential 
of  3 degrees  between  intraurethral  and  sublingual 
temperatures  is  thought  to  be  significant.4 

Once  the  clinician  has  taken  the  burden  of  respon- 
sibility from  the  patient  and  established  a diagnosis, 
he  must  be  prepared  to  offer  a solution.  One  such 
solution,  a surgical  one,  is  presented  here. 

Since  the  early  1950s  surgeons  have  attempted  to 
treat  impotence  with  modern  synthetic  materials. 
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based  on  the  fact  that  some  animals  possess  an  os 
penis. 

In  1964  and  1968,  Pearman  and  Lash  in  separate 
presentations  described  insertion  of  silicone  pros- 
theses  in  impotent  patients  with  satisfying  results.5 

More  recently,  Scott  and  associates  have  de- 
veloped an  implantable,  inflatable  prosthesis.6  The 
early  reports  are  generally  favorable,  but  the  reop- 
eration rate  for  mechanical  failure  has  seemed  high. 
Small  and  Carrion  have  developed  a penile  implant 
composed  of  a silicone  sponge  interior  and  silicone 
exterior  which  is  implanted  directly  into  the  corpora 
cavernosa  to  produce  a semi-rigid  “permanent” 
erection.7  The  success  rate  of  this  procedure  at  our 
institution  and  others  has  been  high,  and  the  reopera- 
tion rate  is  very  low.  The  expense  is  relatively  low 
and  hospital  stay  is  quite  short,  approximately  three 
days.  Sexual  excitement  can  add  to  the  post-implant 
erection,  and  if  the  ejaculatory  mechanism  is  undis- 
turbed, orgasm  and  ejaculation  occur  as  before. 
Concealment  has  not  been  a problem  in  any  of  our 
patients,  who  report  that  at  most,  wearing  well- 
fitting jockey  shorts  prevents  any  embarrassment. 
The  characteristic  immediate  postoperative  appear- 
ance of  the  Small-Carrion  prosthesis  is  shown  in 
Figure  1 , and  a one  year  follow-up  is  seen  in  Figure 
2.  The  prostheses,  paired,  tapered  cylinders  avail- 
able in  sizes  from  6 cm  to  23  cm  long,  are  shown  in 
Figure  3.  Access  to  the  corpora  cavernosa  for  inser- 
tion of  a properly  measured  prosthesis  is  gained  via  a 
midline  perineal  or  dorsal  penile  incision,  as  shown 
in  Figure  4. 
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Figure  1 . Immediate  post-implant  appearance  of  the 
penis  in  case  2.  The  Foley  catheter  remains  only  over- 
night. 


Case  1 

A 46-year-old  divorced  white  male  executive  was 
referred  by  his  cardiologist  with  complaints  of  erec- 
tile failure  for  four  years.  In  that  time,  he  had  suf- 
fered myocardial  infarction  necessitating  a two- 
artery  coronary  bypass.  Further  peripheral  atherosc- 
lerotic disease  had  necessitated  aortic  replacement 
and  aorto-iliac  bypass  grafting.  The  patient’s  wife 
had  divorced  him  two  years  prior  to  this  referral. 
Subsequently  he  had  formed  a relationship  with 
another  female,  but  was  totally  unsuccessful  in 
achieving  erection.  There  was  no  evidence  of  di- 
abetes, and  endocrine  evaluation  was  normal.  Libi- 
do was  normal.  He  successfully  underwent  insertion 
of  a Small-Carrion  prosthesis  and  currently  has  a 
satisfactory  sexual  relationship.  On  his  last  office 
visit,  his  only  expressed  regret  regarding  the  surgery 
was  that  he  had  not  had  it  performed  before  his  wife 
decided  to  divorce  him. 

Unfortunately,  penile  PVR  and  Doppler  studies 
were  not  available  to  us  at  the  time  of  his  surgery,  but 
in  all  likelihood  they  would  have  confirmed  our 
clinical  impression  of  penile  vascular  insufficiency. 
An  alert  and  informed  cardiologist  has  improved  this 
man’s  lifestyle  in  many  ways. 

Case  2 

A 56-year-old  black  male  had  undergone  radical 
retropubic  prostatectomy  for  adenocarcinoma  of  the 
prostate.  While  he  did  not  deny  that  he  had  been 
fully  informed  of  the  near  certainty  of  postoperative 


Figure  2.  One  year  postoperative  follow-up  in  a 75- 
year-old  man  impotent  after  resection  of  an  abdominal 
aneurysm.  He  and  his  wife  are  pleased  with  the  result. 
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Figure  3.  The  paired  silicone  prostheses  should  be 
inserted  in  the  corpora  cavernosa  so  that  the  tapered  end 
fits  firmly  against  the  ischial  tuberosity  and  the  rounded 
end  snugly  under  the  glans  penis.  Sizes  range  upward 
from  6 cm  to  23  cm  on  special  order. 


Figure  4.  Access  to  the  paired  corpora  via  a penile 
incision.  Note  the  flexibility  of  the  prosthesis  as  it  is 
inserted. 


impotence,  the  full  impact  of  this  struck  him  about 
one  year  after  his  surgery.  He  is  married  to  a 42- 
year-old  female.  He  presented  with  severe  depres- 
sion, vague  and  fleeting  aches  and  pains,  and  multi- 
ple somatic  complaints.  Thorough  evaluation  re- 
vealed no  evidence  of  metastasis.  He  was  known  to 
be  mildly  diabetic.  He  and  his  wife  accepted  the  idea 
of  penile  prosthesis  readily,  and  after  insertion  of  a 
Small-Carrion  prosthesis  were  able  to  complete  the 
sexual  act  ad  libitum.  We  did  not  reasonably  expect 
this  man  to  experience  orgasm,  the  prostate  and 
seminal  vesicals  being  surgically  absent,  but  he  has 
stated  “the  feeling  is  the  same.”  Of  course,  there  is 
no  ejaculation. 

While  neither  patient  required  complicated  di- 
agnostic maneuvers  to  define  the  cause  of  his  impo- 
tence, these  cases  appeared  early  in  the  series,  and 
now  less  clear-cut  cases  might  require  such  mea- 
sures as  penile  PVR's,  Doppler  studies,  and  possibly 
nocturnal  penile  tumescence  monitoring  to  assure 
the  surgeon  and  the  patient  of  the  organic  nature  of 
the  “problem.” 

It  has  been  interesting  to  observe  the  relief  ex- 
pressed by  some  of  these  patients  when  the  organic 
cause  of  their  impotence  was  explained  — in  other 
words,  “it’s  not  all  in  your  head.”  However,  if  the 
diagnosis  of  psychogenic  impotence  is  made,  the 
patient  is  not  necessarily  excluded  from  surgical 
consideration.  Some  patients  with  psychogenic  im- 
potence are  indeed  candidates  for  surgical  therapy, 
but  patient  selection  must  be  meticulous.  Sexual 
partners  generally  report  satisfaction  with  the  proce- 


dure. The  availability  of  prosthetic  devices  with  a 
95%  success  rate  assures  the  patient  that  gradual  or 
sudden  cessation  of  sexual  activity  will  not  occur 
without  any  control  on  his  part.  This  is  particularly 
reassuring  to  patients  facing  radical  pelvic  or  ex- 
tirpative surgery. 

In  summary,  a solution-oriented  approach  to  the 
problem  of  impotence  is  presented,  and  a surgical 
solution  with  high  probability  of  success  is  de- 
scribed. This  brief  presentation  does  not  deal  with 
the  intricacies  of  surgical  technique,  or  the  possible 
complications  of  implantation  of  a foreign  body  in 
this  area.  We  hope  it  will  serve  to  acquaint  practi- 
tioners with  the  availability  of  surgical  relief  from 
impotence  and  allow  those  who  see  this  problem 
primarily  to  take  a solution-directed  stance.  ★★★ 

405  South  28th  Avenue  (39401) 
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On  the  Field  Knee  Exam  for 
the  Team  Physician 

GENE  R.  BARRETT,  M.D. 

Jackson,  Mississippi 


With  the  increasing  interest  in  athletics  and  ath- 
letic participation,  there  is  also  an  increasing  need 
for  the  team  physician  concept.  Although  the  posi- 
tion of  team  physician  carries  with  it  a great  deal  of 
excitement  and  reward,  it  also  carries  a great  deal  of 
responsibility.  A team  physician  should  be  available 
to  the  team  trainer  and  athletes  on  a 24-hour  basis 
during  the  football  season.  On  the  field  participation 
by  the  doctor  is  also  highly  necessary  and  desirable 
both  in  the  preseason  and  on  the  night  of  the  games. 
The  team  physician  should  also  have  a working 
knowledge  of  and  be  up  to  date  on  the  latest  aspects 
of  sports  medicine. 

Since  an  injury  to  the  knee  is  the  most  frequent 
and  most  debilitating  of  those  which  occur  during 
American  football,  the  team  physician  should  have 
some  knowledge  as  to  the  diagnosis  of  acutely  in- 
jured knees.  The  team  physician,  although  he  may 
be  a general  practitioner  or  family  practitioner,  can 
have  an  excellent  knowledge  of  the  extent  of  injury 
to  a knee  by  being  familiar  with  several  simple  tests. 

Mechanism  of  Injury 

The  most  critical  part  of  the  knee  evaluation  is 
observation  of  the  mechanism  of  injury.  While  the 
team  physician  is  on  the  sideline,  he  should  be 
watching  the  play  of  the  athletes  very  carefully. 
When  an  athlete  is  hurt,  the  physician  should  take 
note  of  whether  it  was  a contact  or  non-contact 
injury.  He  should  also  note  whether  the  athlete  was 
able  to  walk  immediately  after  the  injury,  or  whether 
he  was  carried  from  the  field.  It  is  also  important  to 
note  whether  the  athlete  had  a “sensation  of  giving 
way”  or  a “pop”  at  the  time  of  injury.  Immediate 
swelling  within  two  hours  or  late  swelling  the  next 
day  is  also  important  to  note.  The  absence  of  swell- 
ing is  also  a critical  point.  The  fact  that  there  is  no 
swelling  in  the  knee  can  often  be  misleading.  The 


Dr.  Barrett  is  engaged  in  the  private  practice  of  sports  medicine, 
knee  and  orthopedic  surgery  in  Jackson,  MS. 


majority  of  severe  ligamentous  injuries  will  have 
either  no  swelling  or  very  minimal  swelling  in  the 
knee.  The  fact  that  there  has  been  immediate  swell- 
ing within  10-15  minutes  or  the  knee  is  swollen  by 
the  time  the  player  reaches  the  sidelines  is  indicative 
of  several  conditions.  The  first  and  foremost  of  these 
is  an  anterior  cruciate  ligament  tear.  When  this  liga- 
ment is  tom  there  is  usually  an  immediate  hemar- 
throsis  in  the  knee  joint.  Usually  there  are  other 
ligamentous  injuries  or  meniscal  injuries  associated 
with  this.  Several  other  conditions  must  also  be 
considered  when  there  is  an  immediate  hemarthro- 
sis.  Of  these,  the  second  most  common  is  the  dis- 
location of  the  patella.  This  is  a frequently  missed 
injury  in  the  athlete  because  it  is  oftentimes  not 
considered  in  the  differential  diagnosis.  Also,  a 
peripheral  tear  of  a meniscus  should  also  be  consid- 
ered. Once  the  player  is  on  the  sideline,  very  careful 
history  of  the  mechanism  of  injury  can  be  taken  from 
the  player  by  the  physician. 

Observation  and  Palpation 

Once  the  athlete  is  removed  from  the  field,  he 
should  be  placed  on  the  sideline  bench  and  relaxed  as 
much  as  possible.  The  physician  should  first  take  a 
very  close  look  at  the  knee.  He  should  note  any 
scratches  or  abrasions  or  areas  of  ecchymosis.  Any 
areas  of  localized  swelling,  hematoma,  or  the  pres- 
ence of  a mild  or  moderate  hemarthrosis  of  the  in- 
jured knee  should  be  noted.  These  localizing  signs 
can  often  point  to  the  area  injured  or  from  which 
direction  the  knee  was  injured  in  a contact  injury. 
Next,  the  knee  should  be  very  carefully  palpated, 
including  the  femoral  and  tibial  insertions  of  the 
medial  and  lateral  ligament  complexes.  Also,  the 
joint  lines  on  the  medial  and  lateral  side  of  the  knee 
should  also  be  palpated  very  carefully.  Tenderness 
in  these  areas  is  often  indicative  of  the  location  of  the 
ligament  rupture  or  injury.  Joint  line  tenderness  is 
often  indicative  of  a peripheral  meniscal  injury.  The 
medial  aspect  of  the  patella  should  also  be  palpated 
to  check  for  tenderness.  An  attempt  to  sublux  or 
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dislocate  the  patella  laterally  should  also  be  tried. 
Tenderness  on  the  medial  aspect  of  the  patella  is 
often  indicative  of  a patella  dislocation. 

Ligamentous  Examination 

The  team  physician  is  in  a unique  position  on  the 
sideline.  He  has  an  opportunity  to  examine  the 
athlete’s  knee  prior  to  the  onset  of  muscle  spasm. 
Muscle  spasm  will  usually  occur  within  several 
hours.  When  examined  immediately,  before  spasm 
occurs,  the  ligamentous  exam  will  not  be  painful  and 
the  athlete  will  not  be  able  to  guard  against  accurate 
testing.  By  the  time  the  athlete  has  reached  the 
emergency  room,  muscle  spasm  has  occurred  and 
any  ligament  looseness  in  the  knee  will  often  be 
masked.  One  must  remember  then  that  if  a ligament 
instability  or  positive  test  is  noted  on  the  sideline  by 
the  team  physician,  this  is  considered  positive  until 
proven  otherwise  by  an  examination  under  anesthe- 
sia. There  are  several  simple  tests,  illustrated  below, 
that  can  be  learned  and  performed  with  ease  by  the 
team  physician. 

The  player  should  be  in  a reclining  position  with 
his  hands  crossed  on  his  abdomen  in  order  to  relax. 
His  head  should  also  be  down.  In  this  position,  the 
hamstring  muscles  are  completely  relaxed  and  will 
not  interfere  with  testing.  The  first  step  of  the  knee 
exam  is  to  examine  the  uninjured  knee.  This  will 
give  the  team  physician  some  idea  as  to  the  normal 
ligamentous  laxity  of  the  player.  He  should  next 
move  on  to  the  injured  knee.  There  are  several  sim- 
ple tests  which  should  then  be  performed  in  a logical 
order. 

Lachman  test  (see  Figure  1):  The  simplest  and 
most  logical  test  to  do  first  is  the  Lachman  test.  This 
test  is  essentially  painless  and  will  probably  give  you 


Figure  1.  Lachman  test. 


a great  deal  of  information.  This  test  is  perhaps  the 
most  specific  for  an  anterior  cruciate  ligament  tear  of 
any  of  the  tests.  Place  one  hand  on  the  anterior  aspect 
of  the  distal  femur  just  proximal  to  the  knee  joint  and 
the  other  hand  cupped  behind  the  proximal  tibia. 
With  the  knee  flexed  approximately  5 degrees,  the 
tibia  is  drawn  forward.  If  there  is  an  abnormal  sensa- 
tion of  the  tibia  moving  forward  as  compared  to  the 
normal  knee,  this  is  considered  a positive  test.  If  the 
test  is  considered  questionable,  then  it  is  positive. 
Normal  knees  should  be  examined  prior  to  the  sea- 
son in  order  to  get  the  sensation  of  a definite  “end 
point”  of  an  intact  anterior  cruciate  ligament.  A 
positive  Lachman  test  will  be  lacking  this  definite 
strong  end  point.  Pre-season  physical  examinations 
of  the  athletes  provide  excellent  opportunities  to 
become  accomplished  in  these  tests. 

Abduction  stress  test  (see  Figure  2):  Abduction 
stress  test  is  logically  performed  next.  The  injured 
knee  is  flexed  approximately  30  degrees  and  draped 
on  the  side  of  the  bench.  One  hand  is  placed  on  the 
lateral  aspect  of  the  distal  femur  or  the  joint  line  and 
the  other  hand  should  grasp  the  medial  aspect  of  the 
foot.  A gentle  valgus  stress  is  then  applied  to  the 
knee  and  a sensation  of  “opening”  is  elicited  on  the 
medial  side  of  the  knee.  Once  this  has  been  elicited 
and  is  greater  than  the  normal  knee,  the  test  is 
considered  positive  and  deserves  further  examina- 
tion. 

Adduction  stress  test  (see  Figure  3):  The  adduc- 
tion stress  test  logically  follows.  The  hand  positions 
are  simply  switched.  One  hand  is  placed  on  the  inner 
aspect  of  the  distal  femur  or  the  medial  aspect  of  the 
joint  and  the  other  is  placed  on  the  lateral  aspect  of 
the  foot.  A gentle  varus  stress  is  applied  to  the  knee. 
Any  opening  of  the  lateral  aspect  of  the  joint  that  is 
increased  from  the  normal  knee  is  considered  posi- 
tive. 


Figure  2.  Abduction  stress  test. 
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Anterior  drawer  test  (see  Figure  4):  The  knee  is 
then  gently  flexed  to  approximately  80  degrees.  The 
examiner  then  sits  on  the  player’s  foot  in  order  to 
stabilize  it.  The  hands  are  then  cupped  around  the 
proximal  tibia  with  the  thumbs  on  the  anterior  tibial 
eminence  on  the  medial  and  lateral  plateaus.  The 


Figure  3.  Adduction  stress  test. 


Figure  5.  “Jerk"  or  pivot  shift  test. 


tibia  is  gently  pulled  forward  and  any  translation  of 
the  tibia  on  the  femur  is  considered  positive.  This  is 
often  positive  in  a ligamentous  injury  to  either  the 
medial  or  lateral  side  in  conjunction  with  the  anterior 
cruciate  ligament  injury. 

“Jerk"  or  pivot  shift  test  (see  Figure  5):  Perhaps 
the  most  difficult  test  to  master  is  the  jerk  test.  This 
test  is  specific  for  anterior  cruciate  and  lateral  com- 
partment injuries.  The  knee  is  flexed  to  approx- 
imately 30  degrees.  If  one  is  examining  the  left  knee, 
the  left  hand  is  placed  on  the  foot  internally  rotating 
the  tibia.  The  right  hand  is  placed  on  the  distal  femur 
and  a valgus  stress  is  applied  with  this  hand.  The  leg 
is  then  brought  into  extension  and  a definite  “jerk” 
or  “shifting”  sensation  can  be  felt.  Oftentimes  the 
athlete  will  state  that  this  is  the  sensation  which  he 
had  on  the  field.  This  test  requires  some  practice  to 
master  and  should  be  done  on  every  normal  knee  in 
the  pre-season  physicals. 

Cross-over  test  (see  Figures  6a,  b):  The  cross- 
over test  is  a simple  modification  of  the  jerk  or  pivot 
shift  test  that  can  be  performed  easily  by  the  athlete 
and  the  physician.  In  a standing  position,  the  ex- 
aminer places  his  foot  on  the  foot  of  the  injured 
player.  The  player  is  then  asked  to  cross  the  normal 
leg  over  the  injured  leg  and  place  the  foot  at  a right 
angle  to  the  injured  foot.  He  is  then  asked  to  do  a 
squat.  As  you  can  see  from  the  illustration,  this 
imitates  the  same  positions  that  the  tibia  and  femur 
are  in  during  the  jerk  test.  This  same  sensation  of 
shifting  is  often  felt  during  this  test. 

With  the  detailed  history  of  mechanism  of  injury, 
examination  by  palpation,  observation,  and 
ligamentous  exam,  the  physician  should  have  a good 
idea  of  the  status  of  the  athlete’s  injured  knee.  As 
stated  before,  once  a test  is  noted  to  be  positive  either 
by  the  trainer  or  by  the  team  physician  on  the  field,  it 
must  be  considered  positive  until  proven  otherwise. 
This  is  done  later  by  the  orthopaedist  with  an  ex- 
amination under  anesthesia  if  felt  necessary.  The 
golden  period  of  examination  is  within  the  first  15 
minutes  on  the  sideline.  Once  it  has  been  determined 
that  there  is  a ligamentous  injury,  the  knee  should  be 
immediately  splinted,  and  the  player  should  be 
placed  on  crutches  and  taken  to  an  emergency  room 
for  roentgenographic  examination  and  orthopaedic 
consultation  if  necessary. 

Discussion 

With  today’s  interest  in  sports  medicine,  athletes 
are  getting  better  care  than  they  ever  have  before. 
Knowledge  of  the  knee  joint  in  particular  has  made 
great  strides  in  the  past  several  years.  However,  the 
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Figure  6a.  Cross-over  test  standing. 


best  results  for  ligamentous  injuries  are  still  obtained 
when  a repair  can  be  accomplished  on  an  acute 
injury.  An  acute  injury  is  very  hard  to  define. 
However,  if  the  ligamentous  injury  can  be  repaired 
within  the  first  10  days  after  the  injury,  it  has  an 
excellent  chance  of  doing  quite  well.  The  team 
physician,  whether  he  be  a general  practitioner  or  an 
orthopaedic  surgeon,  should  take  the  responsibility 
of  being  available  to  the  team  trainer  and  the  athletes 
and  have  a working  knowledge  of  the  knee  examina- 
tion. If  the  team  physician  can  master  the  above 
illustrated  tests  and  get  a good  feeling  of  the  knee 
examination  during  the  pre-season  physical,  he  will 
be  in  “good  shape”  for  the  football  season.  He 
should  be  able  to  diagnose  any  knee  injury  or  at  least 
recognize  the  need  for  further  evaluation.  It  is  the 
right  of  these  athletes  to  have  adequate  care  on  the 
sidelines. 

Summary 

1.  The  team  physician  has  the  responsibility  of 
availability  to  the  athlete  and  adequate  knowledge  of 
knee  injuries. 


Figure  6b.  Cross-over  test  squatting. 


2.  Close  communication  between  team  physi- 
cian, orthopaedic  surgeon,  and  team  trainer  are  ben- 
eficial. 

3.  Immediate  examination  on  the  field  is  the  best 
examination  because  muscle  spasm  has  not  yet  be- 
gun. 

4.  Oftentimes  massive  ligamentous  injuries  will 
have  no  swelling. 

5.  Mastery  of  the  simple  tests  illustrated  here  will 
enable  the  physician  to  make  accurate  diagnosis  on 
acute  knee  injuries. 

6.  Acute  ligamentous  injuries  need  to  be  repaired 

surgically  within  10  days.  ★★★ 

971  Lakeland  Drive  (39216) 
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Obstetrics  and  Gynecology  Grand  Rounds: 
Clinical  Case  Management 


Complications  Resulting  from 
Cesarean  Section 

G.  RODNEY  MEEKS,  M.D.,  Moderator 


Dr.  Meeks:  The  cesarean  section  rate  now  is 
approaching  15%-20%  in  most  hospitals.  Although 
most  obstetricians  feel  that  this  cesarean  section  rate 
has  produced  overall  healthier  babies,  the  tradeoff 
has  been  more  complications  for  the  mothers.  Today 
we  review  complications  that  arise  in  patients  who 
undergo  major  surgical  procedures. 

Dr.  Lehman:  K.  H.  is  a 20-year-old,  black 
woman,  gravida  1 , para  0,  who  is  in  active  labor  at 
42  weeks’  gestation.  Her  prenatal  course  was  entire- 
ly normal. 

At  the  time  of  admission,  she  had  been  in  active 
labor  for  five  hours  and  membranes  had  been  rup- 
tured for  two  hours.  Her  cervix  was  5 cm  dilated  and 
90%  effaced.  The  fetal  vertex  was  at  station  S-2  in 
the  ROP  position.  Clinical  evaluation  of  the  pelvis 
showed  that  it  was  borderline  size.  The  fundal  height 
was  35  cm  above  the  symphysis  and  the  estimated 
fetal  weight  was  3500  grams.  The  remainder  of  the 
physical  examination  was  normal.  Her  admission 
hematocrit  was  37%  and  her  admission  urinalysis 
was  normal. 

She  was  observed  in  active  labor  over  the  next  five 
hours.  She  had  no  further  dilatation  or  descent  and 
the  fetal  vertex  developed  marked  molding.  How 
would  the  panel  manage  this  patient  now? 

Dr.  Hollis:  You  have  described  cephalopelvic 
disproportion.  Some  people  would  not  make  the 
diagnosis  without  x-ray  pelvimetry  but  I believe  that 
you  should  have  enough  digital  capability  to  make 
the  decision.  I would  proceed  to  cesarean  section. 


From  the  Department  of  Obstetrics  and  Gynecology,  University 
Medical  Center,  Jackson,  MS. 


Panelists:  Ross  F.  Bass,  M.D.  of  Jackson, 
Richard  S.  Hollis,  M.D.  of  Amory,  and  E.  J. 
Price,  Jr.,  M.D.,  of  McComb.  Thomas  Leh- 
man, M.D.,  presents  the  case. 


Dr.  Bass:  I hardly  ever  order  x-ray  pelvimetry. 
The  best  pelvimetry  is  a trial  of  labor  to  see  if  the 
fetal  vertex  will  pass  through  the  pelvis  with  no 
difficulty.  1 would  proceed  to  cesarean  section. 

Dr.  Lehman:  A primary  low  segment  transverse 
cesarean  section  was  performed  with  the  delivery  of 
a living  female  infant  who  weighed  3150  grams  and 
had  Apgar  scores  7/8.  Thick  meconium  was  noted, 
but  no  evidence  of  intrauterine  infection  was  noted 
even  though  membranes  had  been  ruptured  for  a 
total  of  nine  hours. 

Dr.  Bass:  I am  surprised  the  meconium  stained 
fluid  was  not  noticed  earlier.  Thick  meconium  stain- 
ing often  indicates  fetal  distress,  and  I wonder  if  this 
was  not  demonstrated  on  the  electronic  monitor. 

Dr.  Lehman:  The  external  monitor  showed  no 
evidence  of  fetal  distress  and  meconium  was  not 
seen  prior  to  the  time  of  delivery. 

Dr.  Hollis:  Certainly  internal  monitoring  is  bet- 
ter than  external  monitoring,  and  internal  monitoring 
might  have  picked  up  evidence  of  fetal  distress 
which  could  not  be  demonstrated  on  external  moni- 
toring. One  must  remember  meconium  staining  does 
not  always  mean  fetal  distress.  I am  not  surprised  the 
meconium  fluid  was  not  noticed  earlier.  Everyone 
has  seen  a patient  with  a borderline  pelvis  and  cepha- 
lopelvic disproportion  where  the  fetal  head  is 
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wedged  into  the  pelvis  and  no  fluid  can  leak  around 
the  fetal  head  into  the  vagina. 

Dr.  Lehman:  Would  you  use  prophylactic  anti- 
biotics in  this  patient? 

Dr.  Price:  I have  used  very  little  true  prophylac- 
tic antibiotics,  and  I am  very  selective.  If  there  has 
been  extensive  manipulation,  unusual  trauma,  or 
prolonged  rupture  of  membranes  I would  start  anti- 
biotics as  soon  as  the  cord  is  clamped.  Usually  I 
continue  them  for  several  days  until  I know  that  the 
patient  will  remain  afebrile. 

Dr.  Bass:  I try  to  base  antibiotic  therapy  on  the 
time  that  the  membranes  have  been  ruptured,  but  no 
one  knows  how  long  it  takes  for  the  amnion  to 
become  infected.  It  has  been  only  recently  that  I 
have  given  true  prophylactic  antibiotics,  i.e.  only 
two  or  three  doses. 

Dr.  Hollis:  If  I have  a patient  who  comes  in  with 
premature  ruptured  membranes,  I routinely  insert  a 
sterile  speculum  and  take  cultures  of  the  cervix. 
Also,  I culture  the  fetal  and  maternal  sides  of  the 
placenta  at  the  time  of  section.  Internal  monitoring 
puts  patients  at  greater  risk  of  infection  in  my  experi- 
ence. 

Dr.  Lehman:  What  antibiotics  would  you  select 
for  prophylaxis? 

Dr.  Price:  Ordinarily,  I would  select  cephalo- 
sporins. 

Dr.  Bass:  Some  work  now  shows  that  ampicillin 
might  be  the  drug  of  choice  but  cephalosporins  are 
customarily  used.  I have  a fair  amount  of  experience 
with  cefamandole. 

Dr.  Hollis:  I have  continued  with  the  cephalo- 
sporins using  one  dose  prior  to  making  the  incision 
and  then  a dose  every  six  hours  for  24  hours. 

Dr.  Lehman:  Antibiotics  were  not  started.  On  the 
day  following  surgery,  the  patient  spiked  a fever  to 
102°  F and  her  hematocrit  was  28%.  What  should  be 
included  in  the  differential? 

Dr.  Price:  Atelectasis  is  the  most  common  cause 
of  immediate  post-op  fever.  One  must  also  consider 
sepsis  from  the  urinary  tract.  Typically,  infection  of 
the  surgical  site  would  be  two  to  three  days  later. 
However,  one  must  consider  endometritis  because 
of  the  thick  meconium  and  rupture  of  membranes. 

Dr.  Bass:  An  additional  cause  of  fever  is  minimal 
amniotic  fluid  embolus. 

Dr.  Hollis:  One  should  consider  all  infectious 
etiologies,  although  surgery  or  complications  of 
surgery  are  sources  of  fever.  I recall  patients  who 
have  had  acute  parotiditis,  acute  thyroiditis,  and 
mastitis. 

Dr.  Lehman:  Physical  exam  revealed  a copious 
foul  smelling  vaginal  discharge.  The  uterus  was  ex- 


tremely tender  but  no  masses  or  induration  could  be 
palpated.  The  abdomen  was  distended  and  hyper- 
resonant, and  bowel  sounds  were  absent.  A diagno- 
sis of  postpartum  endometritis  was  made.  What 
antibiotics  would  be  appropriate  here? 

Dr.  Bass:  I would  start  clindamycin  and  gentami- 
cin. Since  she  is  distended,  I would  also  insert  a 
nasogastric  tube. 

Dr.  Hollis:  I would  order  a flat  and  upright  x-ray 
of  the  abdomen  to  evaluate  the  bowel  gas  patterns 
first. 

Dr.  Lehman:  Clindamycin  and  gentamicin  were 
begun.  The  cultures  of  the  urine  and  uterus  that  were 
taken  prior  to  antibiotic  therapy  showed  Proteus 
mirabalis.  She  began  vomiting  copious  quantities  of 
green  bilious  fluid  and  complaining  of  abdominal 
distention.  What  should  be  included  in  the  differen- 
tial? What  might  you  expect  to  see  on  the  abdominal 
films? 

Dr.  Price:  One  must  consider  paralytic  ileus  per- 
foration or  intestinal  obstruction.  The  cause  could  be 
peritonitis  secondary  to  her  infection.  If  I were  really 
concerned  about  a bowel  obstruction  I would  insert  a 
Miller- Abott  tube  and  consult  a general  surgeon. 

Dr.  Hollis:  Ileus,  peritonitis,  bowel  obstruction, 
bladder  flap  hematoma,  and  abscess  must  be  in  the 
differential.  I think  you  will  find  distended  loops  of 
gut  with  air-fluid  levels. 

Dr.  Lehman:  The  x-rays  did  show  air-fluid 
levels.  While  trying  to  insert  the  nasogastric  tube, 
the  patient  began  to  retch  violently  and  copious 
quantities  of  green  tinged  fluid  poured  from  her 
wound.  Several  sutures  were  removed  and  the  inci- 
sion explored  in  a sterile  fashion  using  a cotton 
tipped  applicator.  What  is  your  diagnosis  and  next 
step  in  management? 

Dr.  Bass:  You  have  a defect  in  the  abdominal 
wall  until  proven  otherwise.  Wound  infection  or 
small  bowel  fistula  is  a possibility.  However,  the 
fluid  described  is  not  characteristic  of  either.  Many 
times  I have  seen  bowel  protrude  through  the  wound 
when  one  starts  probing. 

Dr.  Hollis:  I would  be  extremely  apprehensive 
about  taking  sutures  out  of  a patient  like  this  on  the 
ward.  I would  take  her  to  the  operating  room  before  I 
removed  any  sutures  because  an  uncontrolled  evis- 
ceration on  the  ward  is  extremely  dangerous.  I 
would  then  remove  the  sutures  and  explore  the 
wound.  Also,  I am  concerned  about  intraabdominal 
abcesses,  particularly  the  subdiaphragmatic  and  sub- 
hepatic  spaces. 

Dr.  Price:  I would  take  her  to  the  operating  room. 

Dr.  Lehman:  She  was  then  taken  to  the  operating 
room  for  exploration.  An  accumulation  of  pus  was 
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found  in  the  subcutaneous  tissue.  The  upper  one- 
third  of  the  fascia  was  completely  separated  as  was 
the  underlying  portion  of  peritoneum.  The  incision 
was  completely  reopened  and  the  abdomen  ex- 
plored. The  bowel  was  examined  and  no  injury  was 
noted.  The  uterus  was  unremarkable  with  the  excep- 
tion of  a small  accumulation  of  pus  underneath  the 
bladder  flap.  What  would  you  do  now? 

Dr.  Hollis:  Generally,  the  initial  sutures  have 
pulled  through  the  fascia,  which  is  very  friable,  and  I 
have  difficulty  getting  the  sutures  to  hold.  I would 
close  the  wound  primarily  using  interrupted  perma- 
nent sutures  and  retention  sutures.  I would  place  a 
drain  above  and  below  the  fascia,  and  at  the  bladder 
flap. 

Dr.  Bass:  I would  not  use  retention  sutures  unless 
she  were  obese.  However,  unless  her  general  condi- 
tion improves,  she  very  likely  will  dehisce  again.  If  I 
did  use  retentions,  I probably  would  leave  the  wound 
open  so  that  I could  irrigate  the  wound  with  hy- 
drogen peroxide  solution. 

Dr.  Price:  I would  use  retentions  for  any  dehis- 
cence. My  choice  would  be  nylon  or  wire.  I would 
place  them  in  a through  and  through  fashion  and  then 
irrigate  the  entire  incision. 

Dr.  Lehman:  Would  you  use  drains? 

Dr.  Bass:  I would  use  penrose  drains  and  bring 
them  out  through  separate  stab  wound  incisions. 

Dr.  Price:  I would  use  penrose  drains  too; 
however,  some  people  have  been  getting  good  re- 
sults using  the  closed  suction  systems. 

Dr.  Lehman:  What  steps  in  postoperative  man- 
agement are  important? 

Dr.  Hollis:  The  general  management  is  impor- 
tant. The  electrolytes  must  be  balanced.  An  ade- 
quate fluid  intake  and  an  adequate  urine  output  must 


be  maintained.  With  a hematocrit  of  28%  and  an 
infection  in  the  wound,  I would  consider  blood  re- 
placement. The  hematocrit  should  be  kept  above 
30%  to  aid  healing.  The  nasogastric  tube  should 
remain  in  place  until  she  begins  passing  flatus.  The 
retention  sutures  should  remain  in  at  least  14  days. 

Dr.  Price:  I agree  that  once  the  nasogastric  tube  is 
down  you  should  leave  it  until  she  begins  passing 
flatus.  I would  leave  the  retentions  in  for  three  to 
four  weeks. 

Dr.  Lehman:  Would  all  of  you  continue  her  anti- 
biotic therapy? 

Dr.  Price:  Yes. 

Dr.  Lehman:  The  patient  did  well.  Her  nasogas- 
tric tube  was  removed  on  the  fifth  postoperative  day 
when  she  began  passing  flatus.  She  was  started  on 
clear  liquids  and  progressed  to  a regular  diet.  On  the 
tenth  postoperative  day,  which  was  12  days  after  her 
cesarean  section,  she  was  discharged. 

Dr.  Meeks:  On  behalf  of  the  Department  and  the 
University  I would  like  to  express  our  appreciation 
to  these  gentlemen  for  taking  time  from  their  busy 
practices  to  share  their  experiences  and  clinical  ex- 
pertise. Thank  you.  ★★★ 

2500  North  State  Street  (39216) 
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Radiologic  Seminar  CCXVI: 
Hepatobiliary  Imaging 


OTTIS  G.  BALL,  M.D. 

Jackson,  Mississippi 

The  advent  of  technetium  99M  labeled  acetanilide 
iminodiacetic  acid  (99M  Tc-IDA)  analogues  has  en- 
abled us  to  more  adequately  evaluate  the  functional 
integrity  of  the  biliary  pathways.1 

Approximately  85%  of  99M  Tc-HIDA,  an  ana- 
logue of  the  IDA  compounds,  is  taken  up  by  the 
hepatocytes  of  the  liver  and  excreted  unconjugated 
into  the  biliary  system.  About  15%  is  excreted  by  the 
kidneys  within  the  first  ten  minutes  after  an  in- 
travenous injection.  Normally  the  liver  activity 
peaks  within  5 to  10  minutes  with  the  common  bile 
duct,  gallbladder,  and  duodenum  being  imaged  be- 
tween 15  to  30  minutes.  The  upper  limit  of  normal 
for  visualization  of  the  gallbladder  is  about  one  hour. 
There  is  usually  marked  clearing  (washout)  of  the 
isotope  activity  from  the  liver  within  two  hours.2 

The  protocol  in  our  lab  consists  of  giving  in- 
travenously a 5 mci  to  9 mci  dose  of  99M  Tc- 
disofenin,  another  IDA  analogue.  Immediate  post- 
injection anterior,  posterior,  and  right  lateral  views 
of  the  liver  are  obtained.  Interval  images  are 
obtained  at  10  to  15  minutes  to  include  the  inferior 
one  half  of  the  liver,  gallbladder,  and  adjacent  small 
bowel  regions.  Imaging  is  continued  through  one 
hour  or  until  gallbladder  and  bowel  are  visualized. 
Oblique  and  right  lateral  views  are  often  helpful  to 
differentiate  gallbladder  from  bowel  or  bile  ducts. 
The  higher  doses  of  isotope  are  given  to  jaundiced 
patients.  Imaging  times  are  varied  for  postoperative 
evaluation.  Follow-up  studies  are  obtained  up  to  24 
hours  for  jaundice  evaluation. 

The  advantages  of  this  study  are  that  it  is  a safe 
and  simple  procedure  with  no  known  complications 
or  contraindications.  It  may  be  performed  in  the 
jaundiced  patient.  The  patient’s  habitus  and  the  pres- 
ence of  bowel  gas  and  feces  do  not  pose  technical 
difficulties.  No  special  patient  preparation  is  re- 
quired, although  it  is  preferable  to  have  an  approxi- 
mate two-hour  fasting  state. 

Ultrasonography  and  computed  tomography  are 
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quite  helpful  in  evaluation  of  bile  duct  dilation  and 
may  directly  identify  the  cause  in  obstructive  jaun- 
dice secondary  to  stone  or  tumor.  Cholecystography 
and  IV  cholangiography  are  also  useful  for  evalua- 
tion of  gallbladder  function,  gallstones,  bile  duct 
obstruction,  or  dilation.  However,  all  of  these  stud- 
ies have  definite  limitations  in  the  evaluation  of 
patients  with  acute  right  upper  quadrant  pain  or  jaun- 
dice. 

It  has  been  our  recent  practice  to  use  ultrasonogra- 
phy and  isotope  biliary  imaging  as  the  screening 
procedures  of  choice  in  the  evaluation  of  patients 
suspected  of  having  acute  cholecystitis. 

Visualization  of  the  gallbladder  on  the  isotope 
images  within  one  hour  established  patency  of  the 
cystic  duct.  This  virtually  excludes  the  diagnosis  of 
acute  cholecystitis  since  the  cause  is  obstruction  of 
the  cystic  duct  in  about  98%  of  cases. 3 Nonvisualiza- 
tion of  the  gallbladder  with  demonstration  of  the 
common  bile  duct  and  bowel  is  regarded  a strong 
indication  of  actue  cholecystitis.  However,  some 
cases  of  nonvisualization  may  actually  represent 
chronic  cholecystitis.  The  combined  utilization  of 
other  studies,  especially  ultrasonography,  where 
actue  cholecystitis  is  suspected,  usually  makes  this  a 
moot  point.  Both  the  specificity  and  sensitivity  of 
this  study  are  believed  to  be  greater  than  95%  in  the 
diagnosis  of  acute  cholecystitis. 

Biliary  scanning  with  99M  Tc-IDA  scanning  has 
also  been  shown  to  be  highly  accurate  in  differentiat- 
ing acute  cholecystitis  from  acute  pancreatitis  with 
an  accuracy  of  87%  compared  to  about  50%  accura- 
cy reported  for  IVC  and  oral  cholecystography.4 

Hepatobiliary  surgical  procedures  may  also  be 
evaluated  postoperatively  by  serial  99M  Tc-IDA  im- 
aging to  disclose  many  of  the  related  complications 
such  as  obstruction,  bile  leakage,  abnormal  flow 
patterns,  or  gastric  reflux.3 

Biliary  imaging  in  conjunction  with  ultrasonogra- 
phy and  computer  tomography  is  useful  in  the  dif- 
ferential diagnosis  of  jaundice.5 

Figure  1 consists  of  three  images  taken  from  a 
normal  study. 
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Figure  1 . Serial  images  of  normal  hepatobiliary  study  with  labeled  tine  drawing  of  one-hour  image:  A — gallbladder; 
B — hepatic  ducts;  C — common  bite  duct;  D — small  bowel. 


( 1 ) Note  the  normal  homogenous  distribution  of 
activity  throughout  the  liver  on  the  1-  to  2-minute 
post-injection  anterior  image.  This  is  comparable  to 
a 99M  Tc-sulfur  colloid  image  and  may  actually  be 
used  for  the  sulfur  colloid  study. 

(2)  On  the  15-minute  image  the  biliary  ducts  and 
gallbladder  are  visualized.  Note  the  absence  of 
activity  in  the  right  hepatic  duct  branch.  This  is 
because  of  the  more  posterior  location  of  this  struc- 
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ture  and  thus  poor  visualization  on  this  anterior  im- 
age. 

(3)  The  one-hour  delayed  image  now  reveals 
activity  in  the  bowel  in  addition  to  persistent 
visualization  of  the  bile  ducts.  There  is  a progressive 
accumulation  of  isotope  activity  in  the  gallbladder. 
Note  the  decreasing  amount  of  activity  in  the  liver 
(washout). 

Note:  These  agents  are  currently  used  only  under  a 
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The  President  Speaking 


Highlights  of  Upcoming  Activities 


R.  FASER  TRIPLETT 
Jackson,  Mississippi 


Continuing  a tradition  of  holding  its  summer  meeting  with  one 
of  the  local  component  medical  societies,  the  Board  of  Trustees 
had  a most  productive  meeting  in  late  July  in  Meridian.  This  gives 
the  Board  an  excellent  opportunity  to  make  themselves  available  to 
the  members  for  frank  and  open  discussions  of  issues  that  concern 
the  membership  and  hopefully  makes  the  Board  more  responsive 
to  those  they  represent.  The  Board  most  appreciates  the  warm 
welcome  and  hospitality  afforded  by  the  East  Mississippi  Medical 
Society. 

For  a more  complete  report  of  the  business  addressed  by  the 
Board,  I call  your  attention  to  a summary  elsewhere  in  this  issue  of 
the  Journal.  However,  I would  like  to  highlight  a few  items  of 
major  interest  and  importance. 

Later  this  month  Dr.  Ed  Hill  of  Hollandale,  Dr.  Paul  Moore  of 
Pascagoula  and  I will  meet  with  our  congressional  delegation  in 
Washington  to  discuss  the  Medicare  two  fee  areas  in  Mississippi 
and  seek  solutions  to  the  inequities  created  by  these  separate  areas. 

An  MSMA  leadership  conference  will  be  conducted  in  March 
1982  in  Jackson.  I hope  many  of  you  will  avail  yourself  of  this 
opportunity  to  become  more  knowledgeable  on  current  issues  of 
extreme  importance  to  our  profession.  This  will  also  give  you  an 
opportunity  to  voice  your  views  on  society  affairs.  The  success  of 
this  conference  is  dependent  on  your  participation.  Unfortunately, 
some  well  planned  conferences  on  vital  issues  have  failed  in  the 
past  because  of  indifference  and  lack  of  interest . Our  past  president 
observed  recently  in  this  Journal  that  we  must  become  more 
involved  at  the  local  component  level.  Conferences  such  as  this  go 
a long  way  toward  that  end. 

Finally,  I would  like  to  alert  you  to  look  for  a brochure  later 
presenting  the  MSMA  legislative  program  for  the  1982  session.  It 
is  most  important  for  each  of  you  to  acquaint  yourself  with  the 
MSMA  position  and  to  make  certain  that  your  legislator  knows  of 
your  individual  interest  in  these  positions.  ★★★ 
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On  Spending  Le$$ 

And  Making  Change 

President  Reagan’s  victory  on  July  29,  ie,  the 
passage  of  his  tax  bill,  will  give  supply  side  econom- 
ics, or  Reaganomics,  a chance  to  be  tried.  Reduction 
in  expenditures  must  be  made.  How  the  proposed 
cuts  in  federal  spending  will  affect  the  health  care 
field  remains  to  be  seen,  but  as  with  all  such 
changes,  adjustments  will  have  to  be  made. 

“No  one  who  understands  the  basic  economic 
facts  of  life  which  we  face  as  a nation  can  dispute  the 
magnitude  of  the  problem  before  us.  Our  economy 
simply  cannot  support  a spending  growth  rate  that 
will  ultimately  bankrupt  us  and  undercut  our  ability 
to  provide  any  services  at  all  to  our  people.”  So 
stated  Richard  Schweiker,  secretary  of  Health  and 
Human  Resources. 

Most  of  the  proposed  changes  appear  healthy  and 
are,  in  some  cases,  long  overdue.  Making  more 
block  grants  to  the  states  and  giving  them  more 
leeway  in  their  utilization  is  in  keeping  with  the 
President’s  basic  philosophy  and  his  commitment  in 
seeking  office.  The  phasing  out  of  public  health 
hospitals  seems  only  proper.  Hospital  care  for  mer- 
chant seamen  is  no  responsibility  of  the  federal  gov- 
ernment. 

The  PSRO  program  is  on  the  “hit  list.”  Both 
Schweiker  and  Edward  Brandt,  Jr.,  the  number  one 
M.D.  and  assistant  secretary  to  Schweiker,  agree 
that  it  will  be  phased  out.  Many  PSRO’s  have  been 
ineffective,  accomplishing  little,  while  others  have 
been  very  efficient  and  probably  cost  effective.  It  is 
interesting  to  note  that,  for  the  most  part,  physicians 
resent  PSRO,  but  as  they  become  more  familiar  with 
or  actually  participate  in  the  program  they  become 
much  more  supportive. 

As  the  states  are  given  larger  responsibility  for 
public  health  care,  there  will  be  less  need  for  federal 
monitoring,  and  it  will  become  a concern  at  the  state 
level.  Rest  assured  that  if  public  health  care  dollars 


are  not  reasonably  monitored,  abuses  will  soon  be- 
come intolerable. 

Before  we  condemn  PSRO,  let’s  remember  the 
arbitrary  manner  of  third  party  payors  on  occasion. 
Do  we  want  to  keep  it  with  US,  or  leave  it  to  THEM? 

W.  Moncure  Dabney,  M.D. 

Editor 

P.S.  Since  the  above  was  written,  it  appears  that 
PSRO  has  been  granted,  at  least  in  part,  a reprieve. 
States  may  be  allowed  75%  federal  funding  if  they 
choose  to  apply.  — W.M.D. 

Congress  Clears  Health  Budget 

After  a frantic  burst  of  activity,  Congress  settled 
the  budget  reconciliation  bill,  voted  on  tax  cuts,  and 
departed  for  a vacation  with  much  of  its  legislative 
work  for  the  session  behind  it. 

The  Administration  was  delighted  with  the  overall 
budget  reconciliation  compromise  that  pared  spend- 
ing next  fiscal  year  by  $37  billion.  The  Administra- 
tion was  forced  to  retreat  on  the  two  key  health  items 
— Medicaid  and  block  grants  — that  had  threatened 
to  stall  the  huge  conference  negotiations  on  the 
House  and  Senate  budget  bills. 

The  five  percent  cap  that  the  Administration 
wanted  to  impose  on  increased  federal  outlays  for 
Medicaid  next  year  was  thrown  out.  The  Senate  had 
voted  a nine  percent  cap,  but  the  House  had 
approved  a formula  decreasing  federal  payments 
over  the  next  three  years  by  three  percent,  two  per- 
cent and  one  percent. 

The  conference  compromise  reduced  projected 
costs  by  three  percent,  four  percent  the  following 
fiscal  year,  and  4.5  percent  the  next  year.  Savings 
are  estimated  to  be  about  $1  billion  a year,  about 
what  the  Administration  sought. 

A controversial  Senate  plan  to  drop  the  minimum 
federal  contributions  to  states  to  40  percent  from  the 
present  50  percent  was  a casualty  of  the  conference. 
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A dozen  larger  states  would  have  been  especially 
hard  hit. 

State  fears  about  the  impact  of  the  Administra- 
tion’s Medicaid  cap  were  a major  reason  House 
Republicans  decided  not  to  fight  earlier  on  the  House 
floor  for  a health  budget  package  following  the 
Administration’s  recommendations.  Instead,  more 
liberal  health  provisions  backed  by  the  House 
Democratic  leadership  were  adopted  without  resist- 
ance in  order  to  assure  House  passage  of  the  rest  of 
the  Republican  budget  substitute  that  was  a triumph 
for  the  Administration. 

Sen.  Orrin  Hatch  (R-UT),  Chairman  of  the  Senate 
Labor  and  Human  Resources  Committee,  made  a 
determined  fight  to  hold  the  line  on  the  Administra- 
tion’s plan  to  put  26  categorical  health  programs  into 
block  grants  to  the  states. 

With  his  back  against  the  wall  and  House  con- 
ferees not  budging,  Hatch  finally  took  the  unusual 
step  of  asking  the  White  House  to  endorse  any  con- 
cessions he  might  have  to  make.  The  clearance  was 
granted  and  the  impasse  over  block  grants  was 
broken. 

The  Administration  had  proposed  to  break  the  26 
programs  that  cost  some  $4  billion  a year  into  two 
block  grants,  giving  the  states  a free  latitude  to  spend 
their  allotments  within  the  blocks. 

The  compromise  calls  for  three  block  grants  and 
for  continued  attachment  of  certain  federal  strings  on 
all  programs  involved.  The  three  blocks  cover  pre- 
ventive health,  health  services  and  primary  care. 

The  controversial  family  planning  program  would 
remain  as  a categorical  program  for  three  years  dur- 
ing which  time  Health  and  Human  Services  (HHS) 
Secretary  Richard  Schweiker  would  make  a study  of 
the  program. 

The  preventive  health  block  grant  would  include 
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home  health  programs,  rodent  control,  fluoridation, 
health  education,  hypertension,  emergency  medical 
services,  rape  crisis  centers  and  health  incentive 
programs. 

The  health  services  block  combines  mental  health 
and  alcohol  and  drug  abuse  prevention. 

The  primary  care  block  grant  primarily  covers 
community  health  centers. 

Programs  excluded  from  block  grants  include,  in 
addition  to  family  planning,  venereal  disease  con- 
trol, child  immunization,  tuberculosis  control  and 
migrant  health  programs. 

However,  two  of  the  three  block  grants  that 
emerged  from  conference  were  so  limited  as  to  be 
little  more  than  categorical.  Under  the  Health  Ser- 
vices block  grant,  for  example,  states  next  year  must 
allocate  funds  among  mental  health,  alcohol  and 
drug  abuse  programs  as  they  have  in  the  past.  They 
can  shift  funds  about  by  five  percent  the  following 
year  and  15  percent  the  next. 

Under  the  agreement,  the  health  planning  prog- 
ram grants  were  allowed  to  continue  but  with  cuts. 
States  will  be  allowed  to  reduce  the  number  of 
Health  Systems  Agencies,  and  the  dollar  triggers  for 
certificate-of-need  review  were  increased. 

The  Administration  will  be  allowed  to  eliminate 
as  many  as  30  percent  of  the  187  Professional  Stan- 
dards Review  Organization  (PSRO)  programs.  The 
House  bill  would  have  permitted  the  President  to  kill 
the  program  within  a few  years. 

Authority  was  given  in  the  budget  bill  to  phase  out 
the  Public  Health  Service  Hospitals  starting  next 
fiscal  year. 

Programs  reauthorized  included  Health  Mainte- 
nance Organizations  (HMOs),  Health  Statistics  Cen- 
ter, Health  Services  Research  Center,  Health  Care 
Technology  Center  and  the  National  Library  of 
Medicine.  Federal  funding  under  the  HMO  program 
will  only  be  authorized  to  HMOs  currently  in  the 
funding  pipeline. 

The  budget  bill  cleared  the  way  for  C.  Everett 
Koop,  M.D. , to  become  Surgeon  General  by  remov- 
ing the  age  limit  for  the  job  and  the  requirement  that 
the  nominee  have  experience  within  the  PHS. 

The  existing  adolescent  pregnancy  program  was 
continued  with  a new  program  added  for  research  on 
sexual  chastity  and  for  storefront  and  other  opera- 
tions to  counsel  on  prevention  of  promiscuity,  etc. 

No  major  changes  were  made  in  Medicare,  but  a 
House  provision  was  adopted  to  increase  by  $28  the 
amount  patients  must  pay  hospitals  before  the  pro- 
gram picks  up  the  expense.  Rejected  was  a House 
proposal  to  require  Medicare  patients  to  pay  $ 1 a day 
for  each  of  the  first  60  days  of  hospitalization. 
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Board  of  Trustees  Conducts  Summer  Meeting 


MSMA’s  Board  of  Trustees  held  its  regular  sum- 
mer meeting  in  Meridian  in  July  at  the  invitation  of 
the  East  Mississippi  Medical  Society. 

Primary  business  coming  before  the  Board  in- 
cluded referrals  from  the  recent  meeting  of  MSMA’s 
House  of  Delegates  and  ongoing  activities  of  the 
association. 

Acting  on  reports  from  the  House  of  Delegates, 
the  Board  of  Trustees  scheduled  a MSMA  Lead- 
ership Conference  in  conjunction  with  its  March 
1982  regular  meeting.  The  conference  will  address 
state  health  issues  of  concern  to  the  medical  profes- 
sion. Component  society  officers  and  delegates  will 
be  invited  to  attend.  The  component  societies  will 
also  be  urged  to  send  representatives  to  the  AMA 
National  Leadership  Conference  in  Chicago  in 
February. 

The  Board  further  directed  studies  of  a dues  in- 
crease and  reorganization  of  the  MSMA  Annual 
Session,  both  of  which  were  directed  by  the  House 
of  Delegates  for  presentation  at  the  1982  Annual 
Session. 

Acting  on  other  referrals  from  the  House  of  Dele- 
gates, the  Board  endorsed  a solicitation  letter  for  tax 
deductible,  voluntary  contributions  to  support 
MSMA’s  disabled  physicians’  program  which  will 
be  sent  to  all  MSMA  members  in  August.  In  another 
referral  item  of  business,  plans  for  recognizing 
MSMA’s  125th  Anniversary  Year,  which  begins  on 
December  15,  1981,  were  presented  to  the  Board  by 
a committee  composed  of  the  association’s  past 
presidents. 

Actions  by  the  House  of  Delegates  on  third  party 
health  programs  led  the  Board  to  establish  liaison 
committees  to  meet  with  insurance  carriers  in  the 
state  and  Medicare  officials  in  Washington.  An  early 
meeting  will  also  be  sought  with  the  Governor  to 
discuss  the  future  of  Medicaid  and  other  state  health 
programs . 

Also  acting  on  a report  from  the  House  of  Dele- 
gates, the  Board  adopted  a four-year  Wednesday 
through  Sunday  meeting  schedule  for  annual  ses- 
sions of  the  association  beginning  in  1 983 . The  1 982 
annual  session  will  be  conducted  May  2-6  in  a Sun- 


day through  Thursday  format  as  previously  sched- 
uled. 

The  Board  further  acted  on  a resolution  adopted 
by  the  House  of  Delegates  which  would  have  the 
association  support  a program  to  remove  drunken 
drivers  from  the  roads  and  directed  that  publicity  be 
given  to  the  state’s  new  DUI  law  and  the  risks  and 
consequences  to  the  public  of  driving  under  the  in- 
fluence of  alcohol. 

In  other  activities,  the  Board  endorsed  the  asso- 
ciation’s support  for  the  nomination  and  election  of 
Dr.  W.  Lamar  Weems  as  a member  of  the  AMA 
Council  on  Medical  Education.  Dr.  Weems  present- 
ly serves  as  a delegate  to  the  AMA. 

A special  committee  of  the  Board  gave  a report  on 
the  current  status  and  future  plans  for  a Perinatal 
Center  at  the  University  Medical  Center.  The  Board 
endorsed  the  association's  continued  support  for  the 
center  and  support  for  the  alleviation  of  the  current 
OB  delivery  situation  at  the  UMC. 

The  Board  heard  a report  on  the  assocation's  1982 
legislative  recommendations  which  includes  support 
for  legislation:  (1)  to  establish  standards  for  mul- 
tiphasic  health  screening  programs;  (2)  to  strengthen 
the  confidentiality  of  peer  review  proceedings;  (3)  to 
require  child  passenger  restraint  systems  in  automo- 
biles; (4)  to  reduce  malpractice  claims;  and  (5)  to 
increase  the  state  per  diem  for  charity  patients  in 
public  hospitals. 

The  Board  received  a report  on  the  association’s 
group  sponsored  insurance  programs  conducted  by 
an  independent  consulting  firm  which  found  that  the 
programs  were  competitive  and  properly  adminis- 
tered. The  Board  directed  that  the  report  be  publi- 
cized in  the  Journal  MSMA. 

In  final  action,  the  Board  reviewed  the  current 
status  of  PSRO  and  actions  by  the  AMA  and  MSMA 
House  of  Delegates  opposing  government  directed 
peer  review  but  supporting  peer  review  directed  by 
the  medical  profession  through  physician  sponsored 
organizations.  The  Board  acted  to  join  with  the  Mis- 
sissippi Foundation  for  Medical  Care  in  seeking 
public,  industry  and  third  party  endorsement  in  Mis- 
sissippi for  review  of  the  quality  and  necessity  of 
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medical  services  through  a physician  sponsored  and 
directed  program. 

Attending  the  meeting  were:  R.  Faser  Triplett, 
M.D. , Jackson,  president;  Sidney  O.  Graves,  M.D., 
Natchez,  president-elect;  Paul  H.  Moore,  M.D., 
Pascagoula,  immediate  past  president;  J.  Elmer 
Nix,  M.D.,  Jackson,  secretary-treasurer;  Whitman 
B.  Johnson,  M.D.,  Clarksdale,  chairman;  Ellis  M. 
Moffitt,  M.D.,  Jackson,  vice  chairman;  W.  Boyce 
White,  M.D.,  Laurel,  secretary;  W.  Joseph  Bur- 
nett, M.D.,  Oxford;  William  C.  Gates,  M.D.,  Co- 
lumbus; William  B.  Hunt,  M.D.,  Grenada;  James 
O.  Manning,  M.D.,  Jackson;  George  L.  Arrington, 
M.D.,  Meridian;  David  R.  Steckler,  M.D.,  Natch- 
ez; Roy  D.  Duncan,  M.D.,  Pascagoula;  Carl  G. 
Evers,  M.D. , Jackson,  speaker.  House  of  Delegates; 
James  C.  Waites,  M.D.,  Laurel,  vice  speaker. 
House  of  Delegates;  James  O.  Gilmore,  Oxford, 
delegate  to  AMA;  and  W.  Lamar  Weems,  M.D., 
Jackson,  delegate  to  AMA. 


MSMA  Plans  for 
125th  Anniversary 

A committee  composed  of  past  presidents  of  the 
association  and  MSMA  Auxiliary  representatives  is 
moving  ahead  with  plans  to  recognize  and  com- 
memorate MSMA's  125th  Anniversary  Year  which 
will  begin  on  December  15,  1981. 

Tentative  planning  at  this  time  calls  for  the  De- 
cember Journal  MSMA  to  be  published  as  an  offi- 
cial anniversary  issue  containing  articles  about 
medical  organization  and  activities  in  the  state.  Arti- 
cles have  been  solicited  from  the  association's  com- 
ponent societies,  the  auxiliary,  the  University  of 
Mississippi  School  of  Medicine  and  the  Mississippi 
State  Board  of  Health.  Additionally,  there  will  be 
other  articles  and  pictures  noting  significant  medical 
events  in  the  state. 

The  association’s  Board  of  Trustees  plans  to  con- 
duct its  regular  fall  meeting  on  December  15,  1981 
and  events  are  being  planned  to  recognize  the  asso- 
ciation’s birthday  at  that  time. 

Additionally,  planning  is  in  progress  at  this  time 
to  participate  in  the  development  and  location  of  a 
“country  doctor’s  office”  at  the  Mississippi  Agri- 
cultural and  Industrial  Museum  being  constructed  in 
Jackson. 

Next  year’s  annual  session  is  also  being  con- 
sidered as  a 125th  Anniversary  meeting  with  a his- 
tory of  medicine  exhibit  solicited  from  the  mem- 
bership and  other  planned  events  to  recognize  and 
celebrate  the  occasion. 
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OTCIAPEN-W' (cyclacillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  by  S . pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S pneumoniae  (formerly  D. 
pneumoniae ) and  H influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H influenzae 
SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers 

URINARY  TRACT  INFECTIONS  caused  by  £ coh  and  P mirabihs. 
(This  drug  should  not  be  used  in  any  E.  coh  and  P mirabihs  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing 

Contraindications  Controindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reported  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens  There  are  reports  of  patients 
with  nistory  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  otner  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilic.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  potient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 


Dosage  (Give 

m equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q.i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d 
body  weight  > 20  kg 
(44  lbs)  250  mg  q i d 

Bronchitis  and 
Pneumonia 

Mild  or 

Moderate 

Infections 

250  mg  q.i.d. 

50  mg/kg/day  q i d 

Chronic 

Infections 

500  mg  q.i.d 

100  mg/kg/day  q i.d. 

Otitis  Media 

250  mg  to  500  mg 
q.i  d t 

50  to  100  mg/kg/dayt 

Skin  & Skin 

250  mg  to  500  mg 

50  to  100  mg/kg/dayt 

Structures 

q i d. t 

Urinary  Tract 

500  mg  q.i.d 

100  mg/kg/day 

'Dosage  should  not  result  in  a dose  higher  than  that  for  adults. 
1 depending  on  severity 


Wyeth 
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Laboratories 

Philadelphia.  Pa  19101 


Half  the  dose 
is  absorbed  in  9 minutes! 


compared  to  32  minutes  for  ampicillin  * 


Mean  blood  levels  in  mcg/ml  after  250  mg 
cyclacillin  single  oral  dose 


6- 


12  3 4 5 

Time  (hours  after  administration) 


Fewer  episodes  of  diarrhea  and  rash 
than  with  ampicillin  in  studies  to  date. 

Efficacy  proven  in  the  treatment 
of  bronchitis,  pneumonia,  and  upper 
respiratory  infections^ 

In  117  patients,  73  with  bronchitis/pneumonia 
caused  by  S . pneumoniae  and  44  with  streptococcal 
sore  throat  caused  by  Group  A beta-hemolytic 
streptococcus,  CYCLAPENR-W  achieved  a clinical 
response  rate  of  100%!  Bacterial  eradication  was 
95%  and  86%  respectively. 


• Rapid,  virtually  complete  absorption  from  Gl  tract 

• Exceptionally  high  peak  blood  levels  - 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

• Rapidly  excreted  unchanged  in  urine  - 
V/2  times  faster  than  ampicillin 


tDue  to  susceptible  organisms. 

See  important  information  on  facing  page. 


*Based  on  Ta  V2  values  for  single  oral  doses  of  500  mg  cyclacillin 
tablet  and  500  mg  ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 
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CVCL4PEN  - W 

/ I • 1 1 • \ 250  and  500  mg  Tc 

(cyclacillin)  25omgp€ 

\ / / 5 ml  Suspension 


more  than  just  spectrum 


Five  MSMA  Auxiliary  officers  attended  the  AMA  Aux- 
iliary’s annual  meeting  in  Chicago  in  June.  Seated  from 
left  to  right  are:  Mrs.  James  Martin  of  Ocean  Springs, 
president-elect;  Mrs.  John  Estess  of  Hollandale,  pres- 
ident; and  Mrs.  Curtis  Roberts  of  Brandon,  immediate 
past  president.  Standing  are  Mrs.  Stanley  Hartness  of 
Kosciusko,  second  vice  president,  and  Mrs.  Ed  HM  of 
Hollandale,  director,  MSMA  and  AMA  auxiliaries.  Aux- 
iliary chapters  throughout  the  state  will  place  special 
emphasis  on  health  education  projects  during  the  next 
year. 


MSMA  Supports  New 
DUI  Law 

Mississippi’s  new  “driving  under  the  influence” 
law  went  into  effect  July  1 . Based  on  action  of 
MSMA’s  House  of  Delegates,  the  association  will 
be  closely  watching  the  effects  of  the  law  in  reducing 
fatalities  from  DUI  on  the  state’s  highways. 

The  DUI  statute,  which  the  association  supported 
for  two  years  prior  to  its  passage  by  the  1 98 1 Missis- 
sippi Legislature,  reduced  blood  alcohol  content  for 
DUI  to  .10  percent  and  strengthened  penalties  for 
second  and  third  time  convictions. 

Mississippi  Commissioner  of  Public  Safety  Sid- 
ney Berry  has  called  for  strict  enforcement  of  the 
new  law.  In  Jackson  a special  roving  DUI  police  unit 
has  been  established. 

The  association’s  House  of  Delegates  at  its  recent 
annual  session  adopted  a resolution  from  Singing 
River  Medical  Society  calling  for  removal  of  drunk- 
en drivers  from  the  state’s  highways  as  a priority 
public  health  goal.  A health  needs  study  by  the 
association  in  1979  cited  400  highway  deaths  in 
Mississippi  in  1977  as  alcohol  related. 


Dr.  Conerly  Named  UMCs 
Assistant  Vice  Chancellor 

Dr.  Albert  Wallace  Conerly,  Sr.,  has  been  named 
assistant  vice  chancellor  at  the  University  of  Missis- 
sippi Medical  Center. 

His  July  16  appointment  was  announced  follow- 
ing approval  of  the  Board  of  Trustees,  State  Institu- 
tions of  Higher  Learning.  Dr.  Conerly  is  also  an 
assistant  professor  of  medicine  at  the  Medical  Cen- 
ter, professor  and  medical  director  of  the  Depart- 
ment of  Respiratory  Therapy  in  the  School  of  Health 
Related  Professions,  and,  since  1979,  director  of  the 
UMC  Division  of  Continuing  Health  Professional 
Education. 

Dr.  Conerly  is  an  honor  graduate  of  Millsaps 
College  and  earned  the  M.D.  at  Tulane  University 
School  of  Medicine. 

The  Tylertown  native  has  served  as  commander  of 
the  3575th  United  States  Air  Force  Hospital  at 
Vance  Air  Force  Base  in  Oklahoma  and  director  of 
the  Aerospace  Medicine  Division  of  the  3550th 
U.  S.  Air  Force  Hospital  at  Moody  Air  Force  Base 
in  Georgia.  Recipient  of  the  Flight  Surgeon-of-the- 
Year  Award  and  a Commendation  Medal,  Dr.  Con- 
erly left  the  Air  Force  with  the  rank  of  major  in  1966. 

A general  practitioner  in  the  Jackson  area  for  four 
years,  he  completed  a residency  in  internal  medicine 
at  the  Medical  Center  and  joined  the  faculty  in  1973. 

He  held  a fellowship  in  cardiology  at  the  Alton 
Ochsner  Medical  Foundation  and  Ochsner  Founda- 
tion Hospital  in  New  Orleans  and  was  a Mississippi 
Lung  Association  fellow  in  respiratory  diseases  at 
UMC.  His  professional  affiliations  include  mem- 
bership in  the  American  Thoracic  Society,  the 
American  College  of  Chest  Physicians  and  the 
American  College  of  Physicians. 

Dr.  Conerly  has  served  as  a senior  examiner  on 
the  National  Board  of  Respiratory  Therapy  and  has 
represented  the  American  Thoracic  Society  on  the 
Board  of  Trustees  of  the  National  Board  of  Respira- 
tory Therapy.  He  also  serves  as  medical  advisor  to 
the  Mississippi  Society,  American  Association  of 
Respiratory  Therapy. 


DOCTORS  HELPING  DOCTORS 

Voluntary,  tax  deductible  contributions  to 
MSMA’s  Disabled  Doctors  Program  may  be 
made  to  the  Caduceus  Club  of  Mississippi. 
P.O.  Box  5229,  Jackson,  MS  39216. 
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RECOLLECTIONS 


The  September  1961  issue  of  Journal  MSMA 
carried  news  of  a survey  conducted  by  Good  House- 
keeping magazine.  The  statement  that  “most  people 
view  their  own  family  physician  with  warm  grati- 
tude and  deep  admiration”  summarized  the  opinion 
poll’s  results.  Respondents  to  the  1961  survey  said: 
doctors  charge  reasonable  fees  (81  percent);  know 
their  profession  (86  percent);  and  are  considerate  (89 
percent).  Only  two  percent  said  their  doctor  was  as 
interested  in  money  as  in  patient  health. 

Also  in  that  issue  was  the  announcement  of  the 
appointment  of  Dr.  W.  Moncure  Dabney  as  editor 
of  Journal  MSMA. 

News  from  UMC  included  the  formation  of  the 
Special  Birth  Defects  Treatment  Center,  established 
in  cooperation  with  the  March  of  Dimes  Foundation, 
and  the  receipt  of  bids  for  construction  of  a $3.15 
million,  eight-story  research  wing  at  the  medical 
school . 

In  his  “President’s  Page,”  Dr.  Lawrence  W. 
Long  urged  involvement  by  MSMA  members  in  the 
upcoming  legislative  session  by  pointing  out  doc- 
tors’ responsibilities  to  seek  “just  and  equitable  laws 
with  respect  to  health  and  medical  care.” 

Drs.  George  E.  Twente  of  Jackson  and  H.  H. 
McClanahan,  Jr.,  of  Columbus  had  returned  from 
Washington  where  they  testified  before  the  House 
Committee  on  Ways  and  Means  in  formal  hearings 
on  the  King-Anderson  bills.  The  Journal  carried 
the  full  text  of  their  testimony,  a summary  of  private 
health  care  progress  in  Mississippi. 
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Oct.  6 , 1981 

Mississippi  Thoracic  Society  Meeting,  Scien- 
tific Session  and  Annual  Boswell  Lecture 
University  Medical  Center,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Medicine, 
Pulmonary  Division,  the  Department  of  Radiolo- 
gy, the  Medical  Center  Division  of  Continuing 
Health  Professional  Education  in  cooperation 
with  the  Mississippi  Lung  Association  and  the 
Mississippi  Thoracic  Society. 

Coordinator:  Robert  P.  Henderson,  M.D.,  clinical 
instructor  in  radiology.  University  Medical  Cen- 
ter. 

Dr.  Arl  Van  Moore,  assistant  professor  of 
radiology  at  Duke  University  Medical  Center, 
will  present  the  annual  Boswell  Lecture,  estab- 
lished in  1971  to  honor  the  late  Dr.  Henry  Boswell 
who  served  as  first  superintendent  of  the  Missis- 
sippi State  Sanatorium.  Fee:  $10.  Credit:  5.75 
credit  hours  (.57  CEU),  Category  1 of  the  AMA 
Physician’s  Recognition  Award.  AAFP  credit  ap- 
plied for. 

Oct.  14-17,  1981 

Family  Practice  Update 

Holiday  Inn  Medical  Center,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Family  Medi- 
cine, the  Medical  Center  Division  of  Continuing 
Health  Professional  Education  and  the  Mississip- 
pi Academy  of  Family  Physicians. 

Coordinators:  Robert  C.  Forbes,  M.D.,  and  Robert 
F.  Willis,  M.D.,  assistant  professors  of  family 
medicine,  University  Medical  Center. 

This  annual  review  for  primary  care  physicians 
will  feature  lectures  on  practice-oriented  topics. 
Brief  lectures  followed  by  question  and  answer 
periods  will  provide  an  opportunity  to  explore 
problems  encountered  in  day-to-day  care  of  office 
and  hospital  patients.  Fee:  $125.  Credit:  21.5 
credit  hours  (2.1  CEU),  Category  I of  the  AMA 
Physician’s  Recognition  Award;  AAFP  credit  ap- 
plied for. 

For  more  information,  contact  Continuing  Educa- 
tion, University  of  Mississippi  Medical  Center, 
2500  North  State  Street,  Jackson,  MS  39216. 


Medico-Legal  Brief 

Restrictive  Covenant 
Cannot  Be  Enforced 

A surgeon’s  former  employer  could  not  enforce  a 
restrictive  covenant  against  the  surgeon  when  he 
terminated  his  employment,  a Wisconsin  appellate 
court  ruled. 

The  surgeon  had  signed  an  agreement  restricting 
him  from  practicing  as  a physician  in  the  county  for 
nine  months  after  his  termination  of  employment. 
His  employer  was  a surgical  consultants  group.  A 
trial  court  awarded  damages  to  the  employer  for 
breach  of  the  restrictive  covenant  in  the  employment 
contract. 

On  appeal,  the  physician  contended  that  restrict- 
ing him  from  practicing  as  a physician  was  not 
reasonably  necessary  for  the  protection  of  the  em- 
ployer, whose  practice  was  limited  to  surgery.  The 
appellate  court  agreed,  saying  that  the  employer 
failed  to  offer  any  evidence  to  prove  its  reasonable 
need  to  restrict  him  from  practicing  as  a physician. 

The  court  said  a restrictive  covenant  was  enforce- 
able only  if  the  restraints  imposed  were  reasonably 
necessary  for  the  employer’s  protection.  The  surgic- 
al group  had  the  burden  of  proving  the  reasonably 
necessity  of  a restrictive  covenant,  the  court  said. 
The  surgical  group  acquired  a protectible  right  to 
reasonably  prevent  competition  by  the  physician 
since  it  provided  him  with  referral  contracts  and 
aided  in  developing  his  reputation  among  area  physi- 
cians. 

The  surgical  group  offered  no  evidence  that  the 
physician’s  practice,  other  than  surgery,  should 
compete  with  its  surgical  practice.  There  was  also  no 
evidence  that  there  was  a justifiable  need  to  restrain 
his  noncompetitive  practice  of  medicine,  the  appel- 
late court  ruled.  The  trial  court’s  decision  was  re- 
versed. — Geocaris  v.  Surgical  Consultants,  Ltd., 
302  N.W.2d  76  (Wis.Ct.  of  App.,  Jan.  27,  1981) 


Dohn,  Donald  F.,  Pascagoula.  Born  Buffalo,  NY, 
Aug.  16,  1925;  M.D.,  State  University  of  New  York 
at  Buffalo,  School  of  Medicine,  1952;  interned  Buf- 
falo General  Hospital,  one  year;  general  surgery 
residency,  Cleveland  Clinic  Hospital,  Cleveland, 
OH,  1953-54;  neurosurgery  residency,  same,  1954- 
58;  elected  by  Singing  River  Medical  Society. 
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Hankins,  Melissa,  Greenville.  Bom  Raleigh,  MS, 
Dec.  30,  1949;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1977;  interned  Uni- 
versity of  Texas,  San  Antonio,  one  year;  pediatric 
residency,  same,  1978-81,  anesthesiology  residen- 
cy, same,  1979-81;  elected  by  Delta  Medical  Socie- 
ty- 

Harman,  Francis  Edward,  Jr.,  Meridian.  Bom 
Memphis,  TN,  May  4,  1951;  M.D.,  University  of 
Tennessee  College  of  Medicine,  Memphis,  1977; 
interned  University  of  Tennessee  Memorial  Hospi- 
tal, Knoxville,  one  year;  internal  medicine  residen- 
cy, U.  S.  Navy,  1978-81;  elected  by  East  Mississip- 
pi Medical  Society. 

Jackson,  Gary  Howard,  Greenville.  Bom  Laurel, 
MS,  April  20,  1950;  M.D. , University  of  Mississip- 
pi School  of  Medicine,  Jackson,  1976;  interned  Uni- 
versity of  Texas,  San  Antonio,  one  year;  orthopedic 
surgery  residency,  same,  1977-81;  elected  by  Delta 
Medical  Society. 

McLaurin,  Eugene  Bramlett,  Amory.  Bom  Ox- 
ford, MS,  Dec.  26,  1947;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1973;  in- 
terned UMC,  Jackson,  one  year;  ophthalmology  res- 
idency, Oakland  Naval  Hospital,  Oakland,  CA, 
1977-80;  elected  by  Northeast  Mississippi  Medical 
Society. 

Nievas,  Hugo  Carlos,  Gulfport.  Bom  Argentina, 
Dec.  28,  1940;  M.D.,  Cordoba  University  School  of 
Medicine,  Argentina,  1968;  interned  Englewood 
Hospital,  Englewood,  NJ,  one  year;  medicine  res- 
idency, V.  A.  Hospital,  New  Orleans,  1972-75; 
cardiology  residency,  same,  1975-77;  elected  by 
Coast  Counties  Medical  Society. 

Saterfiel,  James  Louis,  Jr.,  Jackson.  Born  Mon- 
roe, LA,  June  5,  1951;  M.D. , Louisiana  State  Uni- 
versity School  of  Medicine,  Shreveport,  1976;  in- 
terned Confederate  Memorial  Hospital,  Shreveport, 
one  year;  radiology  residency,  Baptist  Memorial 
Hospital,  Memphis,  1977-80;  elected  by  Central 
Medical  Society. 

Simpson,  C.  L.,  Houston.  Bom  Albemarle,  NC, 
July  21,  1941;  M.D.,  Bowman  Gray  School  of 
Medicine,  Durham,  NC,  1966;  interned  North  Caro- 
lina Baptist  Hospital,  Winston-Salem,  one  year; 
general  surgery  residency,  Bexar  County  Hospital, 
San  Antonio,  TX,  1969-73;  elected  by  Northeast 
Mississippi  Medical  Society. 
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•Data  on  file  Parke-Davis  Marketing  Research  Dept. 
••Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 

The  National  Prescription  Audit.  IMS  America  Ltd.. 
September  1980. 
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TUCKS*  Pre-Moistened  Hemontioidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel,  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOL-HC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg;  bismuth  subgallate,  225%;  bismuth  resorcin  compound. 

I. 75%;  benzyl  benzoate.  12%;  Peruvian  balsam.  1.8%;  zinc  oxide. 

II. 0%;  also  contains  the  following  inactive  ingredients;  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate.  5.0 
mg;  bismuth  subgallate.  225  mg;  bismuth  resorcin  compound.  175  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam,  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients;  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil,  glyceryl  stearate  and  water 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  fnembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis,  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS' 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use,  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

Haw  Supplied:  Anusol-HC  Suppositones-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9°-86T  (1S”-30°C). 
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Thomas  K.  Billups  has  associated  with  the  Surgery 
Clinic  of  Tupelo,  607  Garfield  Street,  for  the  prac- 
tice of  general  and  vascular  surgery. 

Charles  N.  Crenshaw,  Jr.  of  Newton  announces 
the  association  of  Charles  N.  Crenshaw,  III,  for 
the  practice  of  family  medicine. 

John  K.  Drake  announces  the  opening  of  his  office 
for  the  practice  of  orthopedic  surgery  at  15  Marks 
Road  in  Ocean  Springs. 

Carl  R.  Hale  of  Hattiesburg  and  Clifton  L.  Hes- 
ter, Jr.  , of  Clinton  have  been  named  fellows  of  the 
American  College  of  Radiology. 

Frank  Harman  has  associated  with  the  Meridian 
Family  Practice  Clinic. 

Stephen  H.  Hindman  of  Jackson  has  associated 
with  Cardiovascular  Associates,  P.A.,  302  Medical 
Plaza,  for  the  practice  of  cardiology. 

Edwin  H.  Holmes  has  associated  with  Meridian 
Medical  Associates,  P.A.,  for  the  practice  of  inter- 
nal medicine  and  pulmonary  medicine. 

Phil  A.  Hooker  announces  the  opening  of  his  office 
for  the  practice  of  dermatology  and  dermatologic 
surgery  at  201  East  Jordan  Avenue  in  West  Point. 

William  C.  Hopper,  Jr.  of  Gulfport  presented  a 
paper  at  the  First  International  Congress  of  the 
Orthopaedic  Nursing  Association  in  Dallas  and  pre- 
sented two  papers  at  the  Hoke-Kite  Pediatric  Ortho- 
paedic Seminar  in  Atlanta. 

Gary  H.  Jackson  has  opened  his  office  for  the 
practice  of  orthopaedic  surgery  and  sports  medicine 
at  1421  East  Union  Street  in  Greenville. 

John  Jackson  of  UMC  spoke  at  a meeting  of  the 
Mississippi  Association  for  Retarded  Citizens  in 
Ellisville  in  July. 

Edward  Thomas  James,  Jr.,  has  opened  his  office 
for  the  practice  of  orthopaedic  surgery  at  Crane 
Ridge  Office  Plaza,  2660  Ridgewood  Road  in  Jack- 
son. 

Alton  B.  James  has  associated  with  Internal  Medi- 
cine Associates  of  Oxford. 
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James  H.  Johnston,  III,  and  James  Q.  Sones,  II,  of 
Jackson  announce  the  formation  of  Gastrointestinal 
Associates,  P.A.,  located  at  500-B  East  Woodrow 
Wilson,  and  the  association  of  Billy  W.  Long  for 
the  practice  of  gastroenterology. 

Ronald  S.  Kent  has  joined  the  staff  of  the  Pediatric 
Clinic,  P.A.,  in  Hattiesburg. 

Thomas  W.  Lehman  has  associated  with  Woman’s 
Clinic,  P.A.,  in  Gulfport  for  the  practice  of  obstet- 
rics and  gynecology. 

John  David  McBrayer  has  associated  with  Inter- 
nal Medical  Associates,  425  Hospital  Drive  in  Co- 
lumbus, for  the  practice  of  internal  medicine. 

R.  Bryant  McCrary  has  associated  with  Gulf 
Coast  Pediatric  Clinic,  0450  Pass  Road  in  Gulfport, 
for  the  practice  of  pediatrics. 

Edward  North  was  guest  speaker  at  a recent  meet- 
ing of  the  Magnolia  Ladies  Civitan  Club  of  Jackson. 
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James  A.  O’Donnell  has  associated  with  the  Laurel 
Pediatric  Clinic,  P.A.,  and  the  Waynesboro  Pediat- 
ric Clinic  for  the  practice  of  pediatric  and  adolescent 
medicine. 

Milton  L.  Roby  has  opened  his  office  for  the  gener- 
al practice  of  medicine  at  140  Jefferson  Davis  Boule- 
vard in  Natchez. 

Douglas  Wesley  Rouse,  Jr.  has  associated  with 
the  Hattiesburg  Clinic,  P.A.,  for  the  practice  of 
orthopaedic  surgery. 

The  Street  Clinic  of  Vicksburg  announces  the  asso- 
ciation of  Debbie  Smith  for  the  practice  of  pediatrics 
and  Wayne  M.  Pitre  for  the  practice  of  dermatolo- 
gy- 

David  L.  Spencer  has  associated  with  the  Robin- 
son-Lane  Surgical  Clinic,  P.A.,  Doctors’  Plaza, 
Suite  206,  in  Pascagoula. 

Clifford  Tillman  of  Natchez  announces  the  asso- 
ciation of  Clifford  Randolph  Tillman  for  the 
practice  of  gastroenterology. 

Richard  M.  Vise  of  Meridian  has  been  certified  by 
the  American  Board  of  Urology. 

William  A.  Whitehead  has  associated  with  the 
Hattiesburg  Clinic  for  the  practice  of  general,  thor- 
acic and  vascular  surgery. 

Chris  E.  Wiggins  of  Pascagoula  announces  the  re- 
location of  his  office  for  the  practice  of  orthopaedic 
surgery  to  Suite  103,  Doctors’  Plaza  Building. 
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DEATHS 


Alexander,  Byron.  Jackson.  Bom  Lake  County, 
TN,  June  28,  1902;  M.D.,  University  of  Tennessee 
College  of  Medicine,  Knoxville,  1926;  interned 
Memphis  General  Hospital,  one  year;  Emeritus 
member  of  MSMA  and  AMA;  died  July  26,  1981, 
age  79. 

Benoist,  Edwin  E.,  Natchez.  Born  Natchez,  MS, 
Dec.  18,  1891;  M.D.,  Tulane  University  School  of 
Medicine,  New  Orleans,  1916;  interned,  one  year. 
New  York  City;  died  July  4,  1981,  age  89. 

Broadus,  Lloyd  Z.,  Purvis.  Born  Purvis,  MS, 
Feb.  6,  1924;  M.D.,  University  of  Utah  College  of 
Medicine,  Salt  Lake  City,  1947;  interned  Salt  Lake 
General  Hospital,  Salt  Lake  City,  6 months;  died 
July  7,  1981,  age  57. 

Kimbrough,  George  T.,  Hattiesburg.  Born  Nov. 
21,  1928;  M.D.,  Emory  University  School  of  Medi- 
cine, Atlanta,  1957;  interned  University  Hospital 
and  Hillman  Clinic,  Birmingham,  AL,  one  year; 
pediatric  residency,  same,  1958-59;  pediatric  res- 
idency, University  Medical  Center,  Jackson,  MS, 
1959-60;  died  July  1,  1981,  age  52. 

UMC  Announces 
Faculty  Appointments 

The  University  of  Mississippi  Medical  Center  has 
added  14  to  the  School  of  Medicine  and  centerwide 
faculties. 

Dr.  Norman  C.  Nelson,  UMC  vice  chancellor  and 
School  of  Medicine  dean,  announced  their  appoint- 
ments following  approval  by  the  Board  of  Trustees, 
State  Institutions  of  Higher  Learning. 

Dr.  Mary  Pat  Hemstreet  joined  the  faculty  as  an 
associate  professor  of  pediatrics.  Named  new  assis- 
tant professors  are  Dr.  Franklyn  David  Dornfest, 
family  medicine;  Dr.  G.  Howard  Freeman,  psychia- 
try and  human  behavior;  Dr.  Michael  H.  LeBlanc, 
pediatrics  (newborn  medicine);  Dr.  James  Nello 
Martin,  obstetrics  and  gynecology;  Dr.  David 
Walsh,  preventive  medicine;  and  Dr.  James  C. 
Lynch,  anatomy. 

Joining  the  faculty  as  instructors  are  Dr.  John 
Philip  Foster  and  Dr.  Robert  Eugene  Smith,  family 
medicine;  Dr.  Julia  Sherwood  and  Brenda  Sumrall, 
pediatrics;  Dr.  Tawfig  Khansur,  medicine;  Dr.  Ryo 
Soda,  medicine  (research);  and  Dr.  Cyrill  D’Cruz, 


pathology. 

Dr.  Hemstreet  had  been  associate  professor  of 
pediatrics,  head  of  the  pediatric  allergy  division  and 
director  of  the  Allergy-Immunology  Fellowship 
Program  at  the  University  of  Alabama.  A B.S. 
graduate  of  Pennsylvania  State  University,  she 
earned  the  M.D.  at  Temple  University  Medical 
School,  interned  at  the  University  of  Oklahoma 
Medical  Center  and  took  residencies  at  Oklahoma 
and  Duke  University  Medical  Center. 

A lecturer  in  the  general  practice  unit  at  the  Uni- 
versity of  Cape  Town  since  1978,  Dr.  Dornfest  is 
former  chairman  of  the  Cape  of  Good  Hope  Region 
of  the  postgraduate  education  subcommittee  at  the 
College  of  Medicine  of  South  Africa.  He  was  in 
private  practice  in  Milnerton,  Cape  Town,  from 
1968-1980. 

Dr.  Freeman  earned  the  B.S.  degree  at  the  Uni- 
versity of  Southern  Mississippi , the  Master  of  Divin- 
ity degree  at  Emory  University  and  the  M.D.  degree 
at  the  University  of  Mississippi  Medical  Center.  He 
completed  residencies  at  Emory  and  at  UMC.  Dr. 
Freeman  had  been  in  private  practice  of  psychiatry  in 
Meridian  and  a psychiatry  consultant  to  the  mental 
retardation  facility  at  Whitfield. 

Dr.  LeBlanc  earned  the  B.S.  at  Auburn  Universi- 
ty and  the  M.D.  at  the  University  of  Alabama  School 
of  Medicine.  He  took  residency  training  at  the  Chil- 
dren’s Hospital  Medical  Center  in  Cincinnati.  He 
held  a fellowship  at  the  University  of  Cincinnati 
College  of  Medicine,  where  he  was  1981  NIH  post- 
doctoral research  fellow. 

Dr.  Martin  comes  to  UMC  from  Woman’s  Hos- 
pital at  the  University  of  Michigan  Medical  Center 
where  he  was  director  of  the  antenatal  diagnostic 
unit  and  the  division  of  maternal  and  fetal  medicine 
and  fellowship  program,  obstetrics  services  chief 
and  director  and  chief  of  the  obstetrics  intensive  care 
and  delivery  unit.  He  earned  the  B.S.  at  Wake 
Forest,  the  M.D.  at  the  University  of  North  Carolina 
School  of  Medicine  and  took  residency  training  at 
North  Carolina  Memorial  Hospital.  He  held  fel- 
lowships at  Karolinska  Hospital  in  Stockholm  and  at 
the  University  of  Texas  Health  Sciences  Center. 

Dr.  Lynch,  a B.A.  graduate  of  the  University  of 
Missouri,  earned  the  M.  A.  in  physiological  psychol- 
ogy and  the  Ph.D.  in  neurological  sciences  at  Stan- 
ford University  and  held  a postdoctoral  fellowship  at 
the  Johns  Hopkins  University  School  of  Medicine. 
He  had  been  assistant  professor  of  physiology  and 
neurology  at  the  Mayo  Medical  School  since  1976. 
Dr.  Walsh,  a B.S.  graduate  of  Providence  College, 
earned  the  Ph.D.  and  Ph.C.  degrees  at  the  Universi- 
ty of  Washington. 
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The  Mississippi  Lung  Association  recently  recognized 
several  Mississippi  pulmonary  specialists  for  dedication 
to  the  cause  of  the  Christmas  Seal  voluntary  health  orga- 
nization. Among  those  honored  were:  Dr.  Joe  R.  Norman 
(center  standing)  for  ten  years  of  serx’ice  as  Christmas 
Seal  Professor  of  Respiratory  Disease , University  Medi- 
cal Center;  four  participants  in  the  1981  MLA  Pulmonary 
Fellowship  Program,  Drs.  Edward  A.  Holmes  and  Ralph 
R.  Carter  ( standing ) and  Drs.  David  Westbrook  and 
David  Chase  (seated);  and  Dr.  James  E.  Griffith  (seated 
at  right),  Chief,  Pulmonary  Section,  VA  Hospital  and 
former  MLA  pulmonary  fellow.  The  MLA  medical  fel- 
lowship! professorship  program  and  special  Mississippi 
pulmonary  research  projects  are  being  continued  and 
expanded  through  concern  of  MLA  contributors  and 
volunteers. 


CLASSIFIED 


CompHealth  — Locum  Tenens  — Physicians 
covering  physicians,  nationwide,  all  specialties.  We 
provide  cost  effective  quality  care.  Call  us  day  or 
night.  T.  C.  Kolff,  MD,  President,  CompHealth, 
175  W.  200  S.,  Salt  Lake  City,  Utah  84101,  (801) 
532-1200. 


200  Milliamps  office  x-ray  unit,  complete  with 
table,  stand  and  new  tube,  and  tank  developing  sys- 
tem, pig-o-stat,  x-ray  file  storage,  mobile  screen, 
chest  plate  rack,  apron  and  accessories.  $8,000. 
Available  now.  Contact  Dr.  Lyle,  Starkville  Chil- 
dren’s Clinic,  P.O.  Box  1507,  Starkville,  MS 
39759;  (601)  323-7510. 


Cfay  Adams  Electronic  cell  counter.  Performs 
HGB,  RBC,  WBC;  List  $6,950.00  — sacrifice 
$3,500.00.  Contact  Robert  T.  Cates,  M.D.,  (601) 
856-6000. 
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MEETINGS 


National  and  Regional 

American  Medical  Association,  Annual  Meeting,  June  13-17, 
1982,  Chicago.  James  H.  Sammons,  Executive  Vice  Presi- 
dent, 535  N.  Dearborn  St.,  Chicago,  IL  60610. 

State  and  Local 

Mississippi  State  Medical  Association,  114th  Annual  Session, 
May  2-6,  1982,  Biloxi.  Charles  L.  Mathews,  Executive 
Secy.,  735  Riverside  Drive,  P.O.  Box  5229,  Jackson  39216. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting, 
June  30-July  3,  1982,  Biloxi.  Mrs.  Alyce  Palmore,  Executive 
Secy.,  P.O.  Box  12330,  Jackson  39211. 

Amite-Wilkinson  Counties  Medical  Society,  3rd  Monday, 
March,  June,  September,  December.  James  S.  Poole,  Secy., 
The  Gloster  Clinic,  Gloster  39638.  Counties:  Amite,  Wilkin- 
son. 

Central  Medical  Society,  1st  Tuesday,  January,  April,  October, 
December,  6:30  p.m.,  Primos  Northgate  Restaurant,  Jack- 
son.  Patsy  Douglas,  Executive  Secy.,  B6  Medical  Arts  Bldg., 
1151  N.  State  St.,  Jackson  39201.  Counties:  Hinds,  Leake, 
Madison,  Rankin,  Scott,  Simpson,  Yazoo. 

Claiborne  County  Medical  Society,  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital,  Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County: 
Claiborne. 

Clarksdale  and  Six  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  p.m.,  Clarks- 
dale. Rodney  Baine,  Secy.,  110  Yazoo  Ave.,  Clarksdale 
38614.  Counties:  Coahoma,  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Society,  1st  Wednesday,  January, 
March,  May,  September  and  November.  H.  S.  Barrett, 
Secy.,  P.O.  Box  1898,  Gulfport  39501.  Counties:  Hancock, 
Harrison,  Stone. 

Delta  Medical  Society,  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751. 
Counties:  Bolivar,  Humphreys,  Leflore,  Sunflower, 
Washington. 

DeSoto  County  Medical  Society,  3rd  Thursday,  February  and 
August,  1:00  p.m.,  Kenny’s  Restaurant,  Hernando.  Malcolm 
D.  Baxter,  Jr.,  Secy. , Baxter  Clinic,  Hernando  38632.  Coun- 
ty: DeSoto. 

East  Mississippi  Medical  Society,  1st  Tuesday,  February,  April, 
June,  October,  December.  J.  Barry  Gilbert,  Secy.,  Mail:  Ms. 
Jenkins,  1415  50th  Ave.,  Meridian  39301 . Counties:  Clarke, 
Kemper,  Lauderdale,  Neshoba,  Newton,  Winston. 

Homochitto  Valley  Medical  Society,  1st  Tuesday,  February, 
June,  September,  December,  Ramada  Inn,  Natchez.  Walter 
T.  Colbert,  Secy. , P.O.  Box  1488,  Natchez  39120.  Counties: 
Adams,  Jefferson. 

North  Central  District  Medical  Society,  3rd  Wednesday, 
March,  June,  September,  December.  Robert  L.  Coggin,  Pres, 
and  Secy.,  965  Avent  Dr.,  Grenada  38901 . Counties:  Attala, 
Carroll,  Choctaw,  Grenada,  Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Society,  1st  Thursday,  March, 
June,  September,  December.  Roger  L.  Lowery,  Secy.,  618 
Pegram  Dr.,  Tupelo  38801.  Counties:  Alcorn,  Calhoun, 
Chickasaw,  Itawamba,  Lee,  Monroe,  Pontotoc,  Prentiss, 
Tishomingo,  Union. 

North  Mississippi  Medical  Society,  1st  Thursday,  March,  Au- 
gust, December.  Cherie  Friedman,  Secy.,  424  South  5th, 
Oxford  38655.  Counties:  Benton,  Lafayette,  Marshall,  Pano- 
la, State,  Tippah,  Yalobusha. 

Pearl  River  County  Medical  Society,  2nd  Monday,  March, 


June,  September,  December.  J.  C.  Griffing,  Secy.,  Crosby 
Memorial  Hospital,  Picayune  39466.  County:  Pearl  River. 

Prairie  Medical  Society,  2nd  Tuesday,  March,  June,  Septem- 
ber, December.  Albert  H.  Laws,  Secy.,  816  Second  Ave. 
North,  Columbus  39701.  Counties:  Clay,  Oktibbeha, 
Lowndes,  Noxubee. 

Singing  River  Medical  Society,  3rd  Monday,  February,  May, 
August,  November.  Robert  D.  Holbert,  Secy.,  P.O.  Box 
1502,  Pascagoula  39567.  County:  Jackson. 

South  Central  Mississippi  Medical  Society',  2nd  Tuesday, 
March,  June,  September,  December.  Julian  T.  Janes,  Secy., 
304  Clark,  McComb  39648.  Counties:  Copiah,  Franklin, 
Lawrence,  Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Society,  2nd  Thursday,  March,  June, 
September,  December.  Douglas  F.  Thomas,  Secy.,  415 
South  28th  Ave.,  Hattiesburg  39401.  Counties:  Covington, 
Forrest,  George,  Greene,  Jasper,  Jefferson  Davis,  Jones, 
Lamar,  Marion,  Perry,  Smith,  Wayne. 

West  Mississippi  Medical  Society',  2nd  Tuesday,  January, 
March,  May,  September,  October,  November,  6:30  p.m.. 
Magnolia  Motor  Motel,  Vicksburg.  Martin  E.  Hinman, 
Secy.,  The  Street  Clinic,  Vicksburg  39180.  Counties:  Issa- 
quena, Sharkey,  Warren. 


Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organiza- 
tions have  been  accredited  in  accordance  with  the  "Essentials 
for  Accreditation  of  Institutions  and  Organizations  Offering 
Continuing  Medical  Education  Programs”  of  the  Liaison  Com- 
mittee on  Continuing  Medical  Education.  Information  concern- 
ing CME  programs  for  physicians  offered  by  these  accredited 
sources  may  be  obtained  by  writing  the  Director,  Continuing 
Medical  Education,  at  the  individual  institution  or  organization. 


Council  on  Scientific  Assembly 

Mississippi  State  Medical  Association 
735  Riverside  Drive 
Jackson,  MS  39216 

North  Mississippi  Medical  Center 
830  Gloster  Avenue 
Tupelo.  MS  38801 

Forrest  General  Hospital 
Box  1897 

Hattiesburg,  MS  39401 

Mississippi  Baptist  Hospital 
1225  N.  Stale  Street 
Jackson,  MS  39201 


Mississippi  Radiological  Society 
316  Medical  Arts  Building 
Jackson,  MS  39201 

Northwest  Mississippi  Regional  Medical  Center 
Box  1218 

Clarksdale.  MS  38614 

Mississippi  Chapter 

American  College  of  Surgeons 
Box  5229 

Jackson,  MS  39216 

Mercy  Regional  Medical  Center 
100  McAuley  Drive 
Vicksburg.  MS  39180 


Gulf  Coast  Community/Gulfport 
Memorial  Hospital  Consortium 
4642  W.  Beach  Boulevard 
Biloxi,  MS  39531 

Jefferson  Davis  Memorial  Hospital 
Box  1488 

Natchez.  MS  39120 

King's  Daughter  Hospital 
Box  948 

Brookhaven,  MS  39601 

Delta  Medical  Center 
Greenville,  MS  38701 


North  Panola  County  Hospital 
Drawer  160 
Sardis.  MS  38666 

Singing  River  Hospital 
2809  Denny  Avenue 
Pascagoula.  MS  39567 

Magnolia  Hospital 
Alcorn  Dnve 
Corinth.  MS  38834 

Greenwood  Leflore  Hospital 
1508  Leflore  Avenue 
Greenwood.  MS  38930 


Riverside  Hospital 
Lakeland  Drive 
Jackson.  MS  39208 


Howard  Memorial  Hospital 
1559  Lafayette  St. 
Biloxi.  MS  39533 


Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


Expanding 


therapy 


Bactrim  is  useful  for 

the  following  infec-  A v y 

sus"epBblee  its  usefulness  in 
cated'organtms  antimicrobial 

(see  indications  section 
in  summary  of  product 
information): 


in  recurrent 
UTI... 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume... on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to 
susceptible  strains  of  the  following  organisms.  Escherichia  coll,  Klebslella-Entero- 
bacler,  Proteus  mlrabllls,  Proteus  vulgaris,  Proteus  morganli.  It  is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  Infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  In  physician's  judgment  It  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  Information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
Is  due  to  ampiclllin-resistant  Haemophilus  influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  is  not  indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician  s 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  In  patients  9 months  to  16  years  of  age  who  were 
immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency:  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A /3-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBCs  are  recommended,  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin;  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy;  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions  Glossitis,  stomatitis 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E  phenomenon  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide.  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN. 

Adults . Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength). 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg /kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/mm  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children  s dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100.  Tel-E-Dose«  packages  of  100,  Prescription  Paks 
of  20  and  28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500.  Tel-E-Dose®  packages  of  100.  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 
Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


in  shigellosis.. 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


/ X ROCHE  LABORATORIES 
< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Bactrim 

succeeds 

in  recurrent  urinary  tract  infection 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae1 2 with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303  426-432,  Aug  21,  1980  2.  Data  on  file, 
Medical  Department,  Hoffmann-La  Roche  Inc. 

maximizes  results  with  B.I 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  TABLETS 

^ % x 

A* 

% 
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* due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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FOR  THE  7 OF  10  NONPSYCHOTIC 


Clear  correlation  belween  anxiety  and  depression3 

The  above  graph  illustrates  a relationship  between  anxiety  and  depression,  indicating  that  patients  seldom 
present  with  anxiety  or  depression  alone,  more  often  they  have  both  in  varying  degrees  Data  based  on  a 
sampling  of  100  outpatients  (64  male;  36  female)  seen  at  a general  psychiatric  clinic. 

Adapted  from  Claghorn,  J.  The  anxiety-depression  syndrome.  Psychosomatics  11  438-441,  Sept-Oct  1970 


DEPRESSED  PATIENTS  WHO  ARE 
_ ALSO  ANXIOUS12 


Most  depressed  patients  are  also  anxious. . . 

Some  authors  estimate  that  70%  of  all  nonpsychotic  patients  with  symptoms  of 
depression  have  concomitant  symptoms  of  anxiety. 12  One  author  found  a distinct 
correlation  between  anxiety  and  depression  scores  in  100  nonpsychotic  outpatients 
administered  the  Minnesota  Multiphasic  Personality  Inventory  in  a general  psychiatric 
clinic.3  As  depression  scores  increased,  so  did  anxiety  scores.  No  attempt  was  made 
to  select  patients  other  than  to  exclude  psychotics. 

but  not  psychotic 

The  logic  of  treating  both  components  of  anxious  depression  is  clear.  Antipsychotics, 
like  the  phenothiazines,  however,  carry  a well-documented  risk  of  tardive  dyskinesia.4 
Because  of  this,  an  AFA  Task  Force  recently  recommended  the  judicious  use  of  pheno- 
thiazines in  cases  other  than  chronic  psychosis  or  the  use  of  alternative  treatments. 

A better  way  to  give  relief 

Limbitrol  combines  the  specific  anxiolytic  action  of  Librium"  (chlordiazepoxide 
HCI/Roche) — a benzodiazepine  with  a long  history  of  safe  use— with  the 
antidepressant  action  of  amitriptyline,  a tricyclic  of  established  clinical  efficacy.  In 
comparison  to  phenothiazines,  Limbitrol  and  its  components  have  rarely  been 
associated  with  tardive  dyskinesia  or  other  extrapyramidal  side  effects.  And  in  terms 
of  rapid  response  and  patient  compliance,  Limbitrol  appears  to  be  superior  to 
amitriptyline  alone.  Controlled  multiclinic  studies  showed  Limbitrol  relieved  more 
symptoms  more  rapidly  than  did  amitriptyline.5  Despite  a higher  incidence  of 
drowsiness,  the  dropout  rate  due  to  side  effects  was  lower  with  Limbitrol.  (See 
adverse  reactions  section  in  summary  of  product  information  on  next  page.  As 
with  any  CNS-acting  agent,  patients  should  be  cautioned  about  driving  or  using 
dangerous  machines  while  on  therapy  with  Limbitrol.) 

References:  1.  Rickels  K:  Drug  treatment  of  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine, 
ed.  Jarvik  ME.  New  York,  Appleton-Century-Crofts,  1977,  p.  316.  2.  Schatzberg  AF,  Cole  JO  Benzodiaze- 
pines in  depressive  disorders.  Arch  Gen  Psychiatry  35  1359-1365,  1978.  3.  Claghorn  J:  The  anxiety- 
depression  syndrome.  Psychosomatics  11  438-441,  1970  4.  The  Task  Force  on  Late  Neurological  Effects 
of  Antipsychotic  Drugs:  Tardive  dyskinesia,  summary  of  a task  force  report  of  the  American  Psychiatric 
Association.  Am  J Psychiatry  137 1163-1 172,  1980  5.  Feighner  JP  et  al  A placebo-controlled  multi- 
center trial  of  Limbitrol  versus  its'components  (amitriptyline  and  chlordiazepoxide)  in  the  symptomatic 
treatment  of  depressive  illness  Psychopharmacology  61  217-225,  1979 


In  moderate  depression  and  anxiety 

Limbitrol  « 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Relief  without  a phenothiazine 

Please  see  summary  of  product  information  on  next  page. 


LIMBITROL " TABLETS  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  ot  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients,  (Arrhythmias,  sinus  tochycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenlfal  malformations  as  suggested  In  several  studies. 
Consider  possibility  of  pregnancy  when  Instituting  therapy;  advise 
patients  to  discuss  therapy  If  they  Intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide). 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients.  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment.  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period.  Not  recommended 
in  children  under  12 

In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely. 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tochycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus. 

Hematologic:  Bone  marrow  depression  including  agranulocytosis, 
eosinophilic,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other:  Headache,  weight  gain  or  loss.  Increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning.  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h.s  dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  In  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol 
5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  ond  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose* 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


1 


The  NME 

"establish 

your 

practice" 

benefits 

package: 


*Over  60  well  equipped  acute 
care  hospitals. 

*Selected  financial  assistance. 

‘Management  consulting. 

*An  array  of  professional 
service  skills  and  talents  to 
assist  you. 

‘Locations  from  coast 
to  coast. 


if  you're  a Primary  Care  Physician,  call 
for  yours  today. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  Wllshlre  Blvd.,  Los  Angeles,  California  90025. 


Call  Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 


nuTionHL  meDicHL  nme 
eniBRPRisGs,  me.  \”MH7 

"The  Total  Health  Care  Company." 

An  Equal  Opportunity  Employer  M/F 


State  Medical  Association 


October  1981,  Volume  XXII,  Number  10 


EDITOR 

W.  Moncure  Dabney,  M.D. 


CONTENTS 


ASSOCIATE  EDITORS 

George  H.  Martin,  M.D. 

Myron  W.  Lockey,  M.D. 

MANAGING  EDITOR 

Patsy  Silver 

PUBLICATIONS  COMMITTEE 

Lawrence  W.  Long,  M.D. 

Chairman 

John  P.  Elliott,  M.D. 

W.  H.  Lotterhos,  M.D. 
and  the  editors 

THE  ASSOCIATION 

R.  Faser  Triplett,  M.D. 

President 

Sidney  O.  Graves,  M.D. 

President-Elect 
J.  Elmer  Nix,  M.D. 

Secretary-Treasurer 
Carl  G.  Evers,  M.D. 

Speaker 

James  C.  Waites,  M.D. 

Vice  Speaker 
Charles  L.  Mathews 
Executive  Secretary 
H.  Cody  Harrell 
Assistant  Executive  Secretary’ 
and  Controller 

Burke  C.  “Bucky”  Murphy 
Assistant  Executive  Secretary 
and  General  Counsel 

The  Journal  of  the  Mississippi  State 
Medical  Association  is  owned  and  pub- 
lished monthly  by  the  Mississippi  State 
Medical  Association,  founded  1856,  at  735 
Riverside  Drive,  Jackson,  Mississippi  39216. 
Subscription  rate,  $20.00  per  annum  (plus 
$2.40  postage  per  year  for  foreign  subscrip- 
tions)^.00  per  copy,  as  available.  Advertis- 
ing rates  furnished  on  request.  Printed  by  The 
Ovid  Bell  Press,  Inc.,  Fulton,  Missouri. 
Second-class  postage  paid  at  Jackson,  Missis- 
sippi, and  at  additional  mailing  offices. 
POSTMASTER:  Send  address  changes  to 
Mississippi  State  Medical  Association  735 
Riverside  Drive,  Jackson,  Mississippi  39216. 


Pulmonary  Arteriovenous 
Fistula:  A Case  Report 

The  Genogram:  A 250 
Structured  Approach  to 
the  Family  History 


Ralph  H.  Didlake,  M.D., 
Bobby  J.  Heath,  M.D.  and 
Henry  P.  Ewing,  M.D. 

H.  T.  Milhorn,  Jr.,  M.D., 
Ph.D. 


ORIGINAL  PAPERS 

247 


SPECIAL  ARTICLE 

Radiologic  Seminar  253  James  V.  Ferguson,  Jr., 
CCXVII:  Computed  M.D.  and  Michael  H. 
Tomography  Diagnosis  of  Carter,  Jr.,  M.D. 
Acoustic  Neuroma 


EDITORIALS 

Guest  Editorial:  What  Is  257  David  R.  Steckler,  M.D. 
Wrong? 

Cancer  Staging  By  the  257  George  H.  Martin,  M.D. 
TNM  System 


THIS  MONTH 


The  President  Speaking 
Medical  Organization 


256  What  Are  You  Doing? 

259  Preliminary  Plans  for  MSMA's 
1 14th  Annual  Session 


Copyright  1981,  Mississippi  State  Medical  Association 
(ISSN  0026-6396) 


6 


THE  JOURNAL  FOR  OCTOBER  1981 


MEDICAL  FACILITY  DEVELOPMENT 


LET  US  SHOW  YOU 
HOW  TO  OWN 
YOUR  OWN  BUILDING 


MFD  will 
locate  land, 
design  a building 
to  suit  your  needs, 
secure  financing  and 
supervise  construction. 


call 


(504)  581-5144 


helping  you  change  things 
for  the  better 


Canton  Exchange  Bank 

A FULL  SERVICE  BANK 

"Your  Account  Handled  in 
Strict  Confidence" 


Each  depositor  insured  to  $40,000 


Branch  Offices 

Canton  East  Branch 
Bank  Of  Madison 
Bank  Of  Ridgeland 


FDIC 


“ Our  101st  Year 
Of  Continuous 
Service” 


Federal  Deposit  Insurance  Corporation 


Leo  N.  Levi  National  Arthritis  Hospital 

Dedicated  to  the  Treatment  of  Arthritis  and  Related  Disease 


Fred  Robertson.  M.D. 
Medical  Director 

Diplomate,  American  Board 
of  Internal  Medicine 
Subspecialty  of  Rheumatology 


For  Information  Call:  (501)  624-128 
Or  Write:  P.O.  Box  850 
Hot  Springs,  Arkansas  71901 


For  Sneezing  and 
Nasal  Congestion 


Each  prolonged  action  tablet  contains: 


Phenylephrine  Hydrochloride 25  mg 

Phenylpropanolamine  Hydrochloride 50  mg 

Chlorpheniramine  Maleate 8 mg 

Hyoscyamine  Sulfate 0.1 9 mg 

Atropine  Sulfate 0.04  mg 

Scopolamine  Hydrobromide 0.01  mg 


Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours. 


• Vasoconstrictor,  antihistaminic  actions 

• Rapid  and  prolonged  relief  of  nasal  and  sinus  congestion 

• Convenient  b.i.d.  dosage 


Boots  Pharmaceuticals,  Inc. 
Pioneers  in  Medicine 


For  Coughing  With 
Nasal  and  Bronchial 
Congestion 


Codeine  Phosphate  65.8  mg 

(WARNING:  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 30  mg 

Phenylpropanolamine  Hydrochloride 20  mg 

Pheniramine  Maleate 20  mg 

Pyrilamine  Maleate  20  mg 

Ammonium  Chloride  200  mg 

Alcohol 5% 


• Vasoconstrictor,  antihistaminic,  expectorant  actions  with 
codeine 

• Rapid  relief  of  upper  respiratory  congestion  and  cough 

• Good  tasting 


Shreveport,  Louisiana  7 1 106. 

For  the  Family 


DESCRIPTION 


Each  prolonged  action  tablet  contains: 
Phenylephrine  Hydrochloride 

25  mg 

Phenylpropanolamine  Hydrochloride 

50  mg 

Chlorpheniramine  Maleate 

8 mg 

Hyoscyamine  Sulfate 

0 19mg 

Atropine  Sulfate 

0 04  mg 

Scopolamine  Hydrobromide 

0 01  mg 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours 

Ru-Tuss  Tablets  are  an  oral  antihlstaminic.  nasal  decongestant  and  antl-secretory 
prepdratlon 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  'action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine.  atropine  and  scopolamine  further  augment  theanti-secretory 
activity  of  Ru-Tuss  Tablets 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant  Concomitant  use  of 
MAO  inhibitors  is  contraindicated 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics, 
sedatives  or  tranquilizers. 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction . Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  car- 
diac or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a 
motor  vehicle  or  operating  dangerous  machinery  (See  Warnings  ) 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long 
as  12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication  In  children 
and  infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia 
agranulocytosis,  and  thrombocytopenia  may  occur  Other  adverse  reactions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes, 
tightness  of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and 
dysuria,  palpitation,  tachycardia,  hypotension/hypertension,  faintness,  dizziness,  tin- 
nitus. headache,  incoordination,  visual  disturbances,  mydriasis,  xerostomia,  blurred 
vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperir- 
ritability. nervousness,  dizziness  and  insomnia  Large  overdoses  may  cause  tachypnea, 
delirium,  fever,  stupor,  coma  and  respiratory  failure 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age,  one  tablet 
morning  and  evening  Not  recommended  for  children  under  12  years  of  age  Tablets 
are  to  be  swallowed  whole 

HOW  SUPPLIED 

Bottles  of  1 00  Tablets  NDC  0524-0058-0 1 

Bottles  of  500  Tablets  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription 


DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains 

Codeine  Phosphate  65  8 mg 

(WARNING  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride  30  mg 

Phenylpropanolamine  Hydrochloride  20  mg 

Pheniramine  Maleate  20  mg 

Pyrilamine  Maleate  20  mg 

Ammonium  Chloride  200  mg 

Alcohol  5% 


Ru-Tuss  Expectorant  is  an  oral  antitussive.  antihistammic.  nasal  decongestant  and 
expectorant  preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatic  relief  of 
upper  respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchitis,  and 
dllergic  rhinitis  Also,  for  the  temporary  relief  of  symptoms  associated  with  hay  fever, 
allergies,  nasal  congestion  and  cough  due  to  the  common  cold 
CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  Concomitant  use  of  an  anti- 
hypertensive or  antidepressant  drug  containing  a monoamine  oxidase  inhibitor  is 
contraindicated 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  asthma 
and  in  women  who  are  pregnant 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphate,  therefore,  the  patient 
should  be  warned  of  the  potential  that  this  drug  may  be  habit  forming  Ru-Tuss  Expec- 
torant may  cause  drowsiness  Patients  should  be  warned  of  the  possible  additive  effect 
Cdused  by  taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tranquilizers 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  dvoid  driving  a motor  vehicle 
or  operating  dangerous  machinery  (See  Warnings)  Caution  should  be  taken  with  pa 
tients  having  hypertension,  diabetes,  hyperthyroidism  and  cdrdiovasculdr  disedse 
Cdution  should  dlso  be  used  in  patients  with  pulmonary,  hepatic  or  renal  insufficiency 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude.  giddiness 
dryness  of  mucous  membranes,  tightness  of  the  chest,  thickening  of  bronchial  secre- 
tions. urinary  frequency  and  dysurid.  pdlpitation.  tachycdrdid  hypotension/hyperten- 
sion.  faintness,  dizziness,  tinnitus,  hedddche.  incoordination,  visual  disturbances, 
mydriasis,  xerostomia,  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipa- 
tion. epigastric  distress,  hyperirritability.  nervousness  ond  insomnia  Overdoses  may 
cause  restlessness,  excitation,  delirium,  tremors,  euphoria,  metabolic  acidosis,  stupor, 
tachycordio  dnd  even  convulsions 

DOSAGE  AND  ADMINISTRATION  Adults  1 or  2 teaspoonfuls  orally  every  4 hours,  not  to 
exceed  10  tedspoonfuls  in  any  24-hour  period 
Children  6 to  1 2 yeors  of  oge  '/i  the  adult  dose,  not  to  exceed  6 tedspoonfuls  in  any 
24-hour  period  Children  2 to  6 years  of  age  V?  teaspoonful  every  4 hours,  not  to  exceed 
3 teaspoonfuls  in  any  24-hour  period  Children  under  2 years  of  age  Use  as  directed  by 
a physician 
HOW  SUPPLIED 

Pint  bottles  ( 1 6 fl  oz  ) NDC  0524- 1010-16 

Federal  law  prohibits  dispensing  without  prescription 

DISTRIBUTED  BY: 

Boots  Pharmaceuticals,  Inc 
Shreveport,  Louisiana  71106 

MANUFACTURED  BY: 

Vitarine  Company,  Inc. 

Springfield  Gardens,  New  York  11413 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  7 1 106 
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Riverside. 


Mississippi’s  Unique  Psychiatric 
Hospital. 


Riverside  Hospital  is  unique  in 
Mississippi. 

As  a privately  owned  56-bed  short 
term  care  facility  for  treating  patients 
with  psychiatric  illness,  emotional 
problems,  or  substance  abuse,  it  is  the 
only  hospital  of  its  kind  in  the  state. 

Architecturally  designed  to  create 
an  attractive  open  environment, 
Riverside’s  “non-institutional” 
atmosphere  helps  prepare  the  patient 
for  specific  therapy,  healthy 
entertainment  and  physical  recreation. 

The  clinical  program  incorporates 
a wide  range  of  modern  psychiatric 
ideas.  Emphasis  is  placed  on 
interpersonal  relationships,  small 
group  functions,  and  professional 
individualized  care. 

The  Medical  Staff  includes  a 
large  number  of  physicians  in  private 
practice  in  the  Jackson  area.  All  are 
qualified  and  limit  their  practice  to 
psychiatry. 

Riverside  is  licensed  by  the 
Mississippi  Commission  on  Hospital 
Care,  and  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of 
Hospitals. 

Physicians  who  have  patients  that 
would  benefit  from  this  type  of 
treatment  approach  may  obtain  referral 
information  by  contacting  the 
Admitting  Office. 

Riverside 

Hospital 

P.O.  Box  4297,  Jackson,  MS  39216 

Telephone:  (601)939-9030 


Special  Banking 
Services  for 
Professional 
People... 


. . .Part  of  the  !New  World  of 
Banking  at  Deposit  Guaranty. 

Deposit  Guaranty  realizes  that  doctors  have 
business  and  personal  banking  needs  that  are 
far  more  complex  and  critical  than  the  average 
person's.  That's  why  we  have  created  a special 
Executive  and  Professional  Department,  staffed 
by  innovative  banking  officers,  to  provide  the 
specialized  banking  services  you  need. 

We  accomplish  this  through  the  establishment  of  a close  personal 
relationship  between  you  and  one  of  our  Executive  and  Professional 
Officers,  who  is  committed  to  serve  you  on  a continuing  basis. 
Through  this  one  person  you  will  have  direct  access  to  all  of 
the  bank's  financial  services. 


We  invite  you  to  arrange  an  appointment  at  your  convenience  to 
discuss  how  this  new,  specialized  service  can  be  of  help  to  you  and 
your  associates.  Please  contact  John  Adams,  Vice  President,  or 
Joel  Varner,  Vice  President;  Executive  and  Professional  Banking 
Department;  Main  Office;  P.O.  Box  1200 ; Jackson,  MS  39205. 
Telephone:  601  / 354-812 4. 


Grow  with  Us 


DEPOSIT  GUARANTY 


NATIONAL  BANK  Member  F D 1C 


Headquarters:  Jackson.  MS  39205  • Branches:  Centreville  • Greenville  • Greenwood  • Hattiesburg 
Inverness  • McComb  • Monticello  • Natchez  • Newhebron  • Yazoo  City  • and 
Offices  serving  Benton,  Clinton,  Louise.  Pearl.  Petal  and  Summit. 


October  1981 


Dear  Doctor: 

The  massive  wave  of  teenage  pregnancies  and  spreading  venereal  disease  should 
be  combatted  by  widely  advertising  contraceptives  on  television  and  in  the 
public  press,  says  an  adolescent  medicine  specialist  in  the  August  issue  of 
American  Journal  of  Diseases  of  Children.  Donald  E.  Greydanus,  M.D. , of  the 
University  of  Rochester  Medical  Center  says  many  young  people  are  not  aware 
of  specific  means  to  prevent  or  reduce  the  risk  of  pregnancy  or  disease. 

In  advocating  increased  education  through  those  powerful  media, 
he  estimated  a reduction  in  teenage  pregnancy  by  more  than  300,000 
annually.  "This  is  not  to  condone  or  encourage  adolescent  sex, 
but  to  acknowledge  its  existence  and  take  a responsible  step  for 
the  solution  of  attendant  problems,"  he  stated. 

Educating  the  public  about  medical  quackery  is  the  purpose  of  a new  brochure 
issued  by  the  Federal  Postal  Inspection  Service.  "Do  You  Believe  in  Magic?" 
urges  patients  to  discuss  medical  problems  with  their  family  physician  and  warns 
of  sophisticated  salespeople  who  use  deceptive  advertising  to  offer  "miracles." 
The  brochure  also  urges  people  to  report  suspected  medical  fraud. 

New  York  Telephone  Company  credits  nine  health  promotion  programs  with  saving 
$2.7  million  in  reduced  absenteeism  and  treatment  costs  for  employees  last 
year,  of  which  $1.5  million  was  related  to  alcohol  related  disabilities.  In 
addition  to  the  alcohol  rehabilitation  program,  the  company  also  offered 
programs  on  fitness  training,  stress  management,  hypertension,  and  others. 

Stress  management  is  the  topic  of  the  MSMA  Auxiliary's  Fall  Workshop,  set  for 
Oct.  20-21  at  the  Downtowner  in  Jackson.  Speakers  will  be  Dr.  Bill  Shafer  and 
Ms.  Joanne  Stevens,  psychology  department  faculty  members  at  the  University  of 
Southern  Mississippi.  Rev.  David  Redding,  author  of  15  books,  and  Dr.  Tom  Elkin, 
head  of  the  Memphis  Christian  Psychological  Center,  will  speak  on  Wednesday. 

Elsewhere  in  this  issue  is  a report  on  plans  for  the  114th  Annual  Session,  May 
2-6,  1981,  in  Biloxi.  Special  events  have  been  planned  to  celebrate  the  125th 
anniversary  of  MSMA,  including  an  exhibit  of  medical  artifacts  and  a party 
honoring  past  presidents.  More  details  will  be  outlined  in  upcoming  issues  of 
Journal  MSMA.  Members  are  urged  to  make  plans  now  to  attend. 


Sincerely, 


Patsy  Silver 
Managing  Editor 


New  from  Janssen  Pharmaceutica: 
Introducing  a promising  new  approach 
to  histoplasmosis  therapy 


TM 

TABLETS 


the  first  and  only  orally  effective. 
broad-spectrum  antifungal  agent. 

NIZORAL  (ketoconazole)  is  clinically  effective  against  the  major  yeast 
and  fungal  pathogens.  For  H.  capsulatum,  the  average  MIC  ranges 
from  0.1 -0.5  ug/ml.  Absorption  of  ketoconazole  is  rapid;  mean  peak 
plasma  levels  of  approximately  3.5  jiig/ml  are  reached  within  1-2  hours 
following  a single  200  mg  tablet.  Development  of  resistance  to 
NIZORAL  has  not  yet  been  reported. 


“ . . ketoconazole  may  prove  to  be 
the  drug  of  choice  for... histoplasmosis”1 

Clinical  trials  employing  200-400  mg  NIZORAL  per  day  have  shown  a 
combined  response  rate"  of  84%  after  10  (median)  weeks  of  therapy.2 
In  a recent  study  in  normal  (not  immunocompromised)  hosts,  6 out  of 
7 patients  with  progressive  cavitary  histoplasmosis  achieved  clinical 
and  radiographic  cures  after  100  days  on  200  mg  ketoconazole  per 
day.2  (Recommended  minimum  treatment  is  180  days.) 


“. . .can  be  safely  administered 
for  prolonged  periods...”3 

Freedom  from  long-term  toxicity  permits  use  of  extended  therapeutic 
courses  of  NIZORAL,  when  indicated,  and  provides  an  extra  margin 
of  safety  in  presumptive  antifungal  therapy.  Long-term  administration 
has  revealed  no  organ  toxicity  and  no  consistent  changes  in 
important  hematological  or  biochemical  values.  Infrequent,  transient 
increases  in  serum  liver  enzymes  have  been  seen.  Adverse  reactions 
were  generally  minor  and  only  rarely  required  withdrawal  of  therapy. 


Top:  Histoplasmosis  in  56  kg  man. 

Bottom:  After  90  days  oral  NIZORAL  therapy. 


once-a-day  oral  regimen 
fosters  compliance... facilitates  use 
both  in  and  out  of  the  hospital. 


' Includes  cases  in  remission  or  markedly  improved  (no  evidence  of  active  disease);  both  mycological  and 
clinical  criteria  were  considered  in  measuring  overall  response. 


For  further  information  on  NIZORAL  write.  Professional  Services, 
Janssen  Pharmaceutica  Inc.,  501  George  St.,  New  Brunswick,  N J.  08903 


See  the  facing  page  for  Complete  Prescribing  Information. 
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JANSSEN 

PHARMACEUTICA 


c Janssen  Pharmaceutica  Inc.  1981 


JPI-210 


NEW  orally  effective 

NIZOR4E 

ketoconazole 


TABLETS 


One  tablet  a day  provides 
broad-spectrum  antimycotic  efficacy 


DESCRIPTION 

NIZORAL"  (ketoconazole)  is  a synthetic  broad-spectrum  antifungal  agent 
available  in  scored  white  tablets,  each  containing  200  mg  ketoconazole 
Ketoconazole  is  c/s-1-acetyl-4-[4-[[2-(2,4-dichlorophenyl)-2-(1  H-  imidazol-1- 
ylmethyl)-1,3-dioxolan-4-yl]methoxy]phenyl]piperazine  and  has  the  following 
structural  formula 


NIZORAL"  is  a white  to  slightly  beige,  odorless  powder,  soluble  in  acids,  with  a 
molecular  weight  of  531.44 

CLINICAL  PHARMACOLOGY 

Mean  peak  plasma  levels  of  approximately  3.5  ug  /ml  are  reached  within  1 to  2 
hours,  following  oral  administration  of  a single  200  mg  dose  taken  with  a meal 
Subsequent  plasma  elimination  is  biphasic  with  a half-life  of  2 hours  during  the 
first  10  hours  and  8 hours  thereafter.  Following  absorption  from  the  gastroin- 
testinal tract,  NIZORAL"  is  converted  into  several  inactive  metabolites.  The 
ma|or  identified  metabolic  pathways  are  oxidation  and  degradation  of  the 
imidazole  and  piperazine  rings,  oxidative  O-dealkylation  and  aromatic 
hydroxylation.  About  13%  of  the  dose  is  excreted  in  the  urine,  of  which  2 to  4% 
is  unchanged  drug.  The  major  route  of  excretion  is  through  the  bile  into  the 
intestinal  tract.  In  vitro,  the  plasma  protein  binding  is  about  99%,  mainly  to  the 
albumin  fraction  Only  a negligible  proportion  of  NIZORAL"  reaches  the 
cerebral  spinal  fluid  NIZORAL"  is  a weak  dibasic  agent  and  thus  requires 
acidity  for  dissolution  and  absorption. 

NIZORAL"  is  active  against  clinical  infections  with  Candida  spp  , Coccid- 
ioides  immitis,  Histoplasma  capsulatum.  Paracoccidioides  brasiliensis,  and 
Phialophora  spp.  Development  of  resistance  to  NIZORAL"  has  not  yet  been 
reported. 

The  following  preclinical  data  are  available;  however,  their  clinical  significance 
is  unknown  NIZORAL"  is  active  in  vitro  against  dermatophytes,  dimorphic 
fungi,  eumycetes,  yeasts,  actinomycetes,  phycomycetes  and  various  other- 
fungi  In  animal  models,  activity  has  been  demonstrated  against  Candida  spp  , 
dermatophytes  (Trichophyton  spp  , Microsporum  spp  , Epidermophyton  floc- 
cosum),  Blastomyces  dermatitidis.  Histoplasma  capsulatum,  Malassezia 
furfur,  Coccidioides  immitis,  and  Cryptococcus  neoformans 
Mode  of  Action:  In  vitro  studies  suggest  that  NIZORAL"  impairs  the  synthesis 
of  ergosterol,  which  is  a vital  component  of  fungal  cell  membranes  Tests  in 
animals  suggest  this  mechanism  is  not  important  in  mammalian  cells. 
INDICATIONS  AND  USAGE 

NIZORAL"  is  indicated  for  the  treatment  of  the  following  fungal  infections 
candidiasis,  chronic  mucocutaneous  candidiasis,  oral  thrush,  candiduria. 
coccidioidomycosis,  histoplasmosis,  chromomycosis,  and  paracoccidioido- 
mycosis NIZORAL"  should  not  be  used  for  fungal  meningitis  because  it 
penetrates  poorly  into  the  cerebral-spinal  fluid. 

For  the  initial  diagnosis,  the  infective  organism  should  be  identified,  however, 
therapy  may  be  initiated  prior  to  obtaining  laboratory  results 

CONTRAINDICATIONS 

NIZORAL"  is  contraindicated  in  patients  who  have  shown  hypersensitivity  to 
the  drug. 

WARNINGS 

In  female  rats  treated  three  to  six  months  with  ketoconazole  at  dose  levels  of 
80  mg  /kg  and  higher,  increased  fragility  of  long  bones,  in  some  cases  leading 
to  fracture,  was  seen  The  maximum  "no-effect"  dose  level  in  these  studies 
was  20  mg/kg  (2.5  times  the  maximum  recommended  human  dose).  The 
mechanism  responsible  for  this  phenomenon  is  obscure.  Limited  studies  in 
dogs  failed  to  demonstrate  such  an  effect  on  the  metacarpals  and  ribs 
PRECAUTIONS 

General:  In  four  subjects  with  drug-induced  achlorhydria,  a marked  reduction 
in  NIZORAL"  absorption  was  observed  NIZORAL"  requires  acidity  for 
dissolution.  If  concomitant  antacids,  anticholinergics,  and  FL-blockers  are 
needed,  they  should  be  given  at  least  two  hours  after  NIZORAL"  administra- 
tion In  cases  of  achlorhydria,  the  patients  should  be  instructed  to  dissolve 
each  tablet  in  4 ml  aqueous  solution  of  0.2  N HCI  For  ingesting  the  resulting 
mixture,  they  should  use  a glass  or  plastic  straw  so  as  to  avoid  contact  with  the 
teeth.  This  administration  should  be  followed  with  a cup  of  tap  water 
Drug  Interactions:  There  is  no  evidence  for  clinically  significant  interaction 
with  oral  anticoagulant  or  oral  hypoglycemic  agents 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  The  dominant 
lethal  mutation  test  in  male  and  female  mice  revealed  that  single  oral  doses  of 
NIZORAL"  as  high  as  80  mg  /kg  produced  no  mutation  in  any  stage  of  germ 
cell  development  The  Ames'  Salmonella  microsomal  activator  assay  was  also 
negative. 


Pregnancy:  Teratogenic  effects  Pregnancy  Category  C NIZORAL"  has 
been  shown  to  be  teratogenic  (syndactylia  and  oligodactylia)  in  the  rat  when 
given  in  the  diet  at  80  mg  kg  day,  (10  times  the  maximum  recommended 
human  dose).  However,  these  effects  may  be  related  to  maternal  toxicity, 
evidence  of  which  also  was  seen  at  this  and  higher  dose  levels 
Nonteratogemc  effects  NIZORAL"  has  also  been  found  to  be  embryotoxic  in 
the  rat  when  given  in  the  diet  at  doses  higher  than  80  mg  /kg  during  the  first 
trimester  of  gestation 

In  addition,  dystocia  (difficult  labor)  was  noted  in  rats  administered  NIZORAL" 
during  the  third  trimester  of  gestation  This  occurred  when  NIZORAL"  was 
administered  at  doses  higher  than  10  mg  kg  (higher  than  1.25  times  the 
maximum  human  dose) 

It  is  likely  that  both  the  malformations  and  the  embryotoxicity  resulting  from 
the  administration  of  NIZORAL"  during  gestation  are  a reflection  of  the 
particular  sensitivity  of  the  female  rat  to  this  drug  For  example,  the  oral  LD^of 
NIZORAL"  given  by  gavage  to  the  female  rat  is  166  mg  kg.  whereas  in  the 
male  rat  the  oral  LD^,  is  287  mg  /kg. 

Nursing  Mothers:  Since  NIZORAL"  is  probably  excreted  in  the  milk,  mothers 
who  are  under  NIZORAL"  treatment  should  not  breast-feed  the  child 
Pediatric  Use:  Safety  in  children  under  two  years  of  age  has  been  docu- 
mented in  a limited  number  of  cases. 

ADVERSE  REACTIONS 

NIZORAL"  is  usually  well  tolerated  Most  adverse  reactions  reported  have 
been  mild  and  transient  and  have  only  rarely  required  withdrawal  of  therapy. 
The  most  frequent  adverse  reactions  were  nausea  and  or  vomiting,  which 
occurred  in  approximately  3%  of  patients.  Abdominal  pain  was  reported  in 
approximately  1.2%  of  patients;  pruritus  in  approximately  15%  of  patients. 
The  following  have  been  reported  in  less  than  1%  of  patients  headache, 
dizziness,  somnolence,  fever  and  chills,  photophobia,  and  diarrhea  Infre- 
quent, transient  increases  in  serum  liver  enzymes  have  been  seen 
OVERDOSAGE 

In  the  event  of  accidental  overdosage,  supportive  measures,  including  gastric 
lavage  with  sodium  bicarbonate,  should  be  employed 

DOSAGE  AND  ADMINISTRATION 

Adults:  The  recommended  starting  dose  of  NIZORAL"  is  a single  daily 
administration  of  200  mg  (one  tablet).  In  very  serious  infections  or  if  clinical 
responsiveness  is  insufficient  within  the  expected  time,  the  dose  of  NIZORAL" 
may  be  increased  to  400  mg  (two  tablets)  once  daily 

Children: 

Children  weighing  20  kg  or  less  50  mg  (’A  tablet)  once  daily 

Children  weighing  20-40  kg:  1 00  mg  (Vi  tablet)  once  daily 

Children  weighing  over  40  kg  200  mg  (1  tablet)  once  daily 

Generally,  treatment  should  be  continued  until  all  clinical  and  laboratory  tests 
indicate  that  active  fungal  infection  has  subsided  Inadequate  periods  of 
treatment  may  yield  poor  response  and  lead  to  early  recurrence  of  clinical 
symptoms  Minimum  treatment  for  candidiasis  is  one  or  two  weeks.  Patients 
with  chronic  mucocutaneous  candidiasis  usually  require  maintenance  ther- 
apy. Minimum  treatment  for  the  other  indicated  systemic  mycoses  is  six 
months. 

HOW  SUPPLIED 

NIZORAL"  is  available  as  white,  scored  tablets  containing  200  mg  of 
ketoconazole  debossed  "JANSSEN  " They  are  supplied  in  bottles  of  60 
tablets 

U.S.  Patent  Pending  May  1981 

NDC  50458-220-06  (60  tablets) 


Manufactured  by  For: 

Janssen  Pharmaceutics  n v Janssen  Pharmaceutics  Inc. 

B-2340  Beerse,  Belgium  New  Brunswick,  New  Jersey  08903  USA 


References: 

1.  Negroni  R,  Robles  AM,  Arechavala  A,  et  al:  Ketoconazole  in  the  treatment  of 
paracoccidioidomycosis  and  histoplasmosis.  Reviews  of  Infectious  Diseases 
2 (4):  643-648,  1980.  2.  Data  on  file,  Janssen  Pharmaceutics  3.  Graybill  JR, 
Lundberg  D,  Donovan  W,  et  al  Treatment  of  coccidioidomycosis  with 
ketoconazole:  Clinical  and  laboratory  studies  of  18  patients  Reviews  of 
Infectious  Diseases  2 (4)  661-673, 1980. 
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Think  of  jt  as 
a light  switch. 
Or  a thermostat. 


Now  your  telephone  system  can  do  much  more  than  speed  up  your  hospital’s  informa- 
tion flow.  It  can  cut  energy  costs  as  well.  By  as  much  as  20%  a year. 

The  nerve  center  of  Bell’s  Hospital  Communications  Management 
System,  a Dimension®  PBX  with  Energy  Communications  Service  (ECS)  can  be  pro- 
grammed to  manage  and  control  your  energy  usage  more  effectively.  To  start  up,  shut 
down,  or  cycle  all  energy  systems  to  minimize  unnecessary  costs.  And  because  ECS 
basically  uses  existing  telephone  lines,  you  save  considerably  on  the  cost  of  installation. 
Right  from  the  start. 

The  same  system  makes  all  your  communications  more  efficient,  less 
labor-intensive.  And  it  helps  streamline  crucial  hospital  administrative  functions. 

Controlling  energy  with  your  telephone  is  as  easy  as  flipping  a switch. 
It  begins  with  a Bell  System  Energy  Study  at  your  hospital.  Start  the  process  with  a call 
to  your  Bell  System  Account  Executive.  South  Central  Bell. 


The  knowledge  business 


New  Hypertension  Jackson,  MS  - The  High  Blood  Pressure  Advisory  Committee 

Target  Population  of  the  Mississippi  Affiliate  of  the  American  Heart  Asso- 

ciation has  recommended  that  the  cutoff  for  referral  to 
a physician  be  lowered  from  160/95  to  150/90.  This  action  means  that  the  MHA  high 
blood  pressure  and  referral  program  has  a new  target  population.  The  committee’s 
decision  was  based  on  yet-to-be  published  data  from  the  Hypertension  Detection  and 
Follow-up  Program  sponsored  by  the  National  Heart,  Lung  and  Blood  Institute. 


AMA  Adds  To  Video  Chicago,  IL  - Two  new  programs,  "Primary  Care  of  Common 

Clinic  Library  Sexual  Problems"  and  "Chronic  Obstrictive  Pulmonary  Dis- 

ease," have  been  added  to  the  AMA  Video  Clinic  library. 

A total  of  17  videocassete  programs  are  now  available  for  rental  or  sale.  The 
Video  Clinics  are  comprehensive  two  to  six  hour  study  courses  that  analyze  the 
physiology,  etiology,  diagnosis,  treatment  and  prognosis  of  the  topics.  All  are 
available  from  the  AMA's  Division  of  Marketing  and  Meeting  Services. 


Alcohol  and  Drug  Jackson,  MS  - Elise  Winter,  wife  of  Governor  William 

Center  Opens  Winter,  and  Jackson  Mayor  Dale  Danks  were  among  those 

making  remarks  at  the  opening  of  the  Alcohol  and  Drug 
Center  at  Doctor’s  Hospital  in  Jackson  last  month.  The  program,  the  second  of  its 
kind  in  the  nation,  is  the  first  part  of  a four-phase  treatment  program  for  addic- 
tion. Dr.  D.  P.  Smith,  head  of  MSMA’s  Disabled  Doctor's  Program,  is  director  of 
the  Center,  which  emphasizes  treatment  for  impaired  professionals. 


GI  Disease  Is  Gulfport,  MS  - A symposium  on  gastrointestinal  disease 

Symposium  Topic  is  scheduled  for  Nov.  14  at  the  Broadwater  Beach  Hotel 

in  Biloxi.  Designed  for  practicing  internists,  family 
physicians,  pediatricians  and  general  surgeons  with  a special  interest  in  GI  dis- 
orders, the  course  will  discuss  irritable  bowel  syndrome,  hepatitis,  GI  bleeding, 
pancreatitis,  cirrhosis  and  peptic  ulcer.  For  more  information,  write  CME,  Gulf 
Coast  Community  Hospital,  P.  0.  Box  4518,  Biloxi,  MS  39531. 


Medical  Exhibit  Jackson,  MS  - MSMA  is  seeking  contributions  to  fund  a 

At  State  Museum  proposed  "country  doctor's  office"  in  the  new  Mississippi 

Agricultural  and  Forestry  Museum  being  constructed  in 
Jackson.  This  project  is  being  sponsored  as  one  of  several  events  to  recognize  the 
association's  125th  anniversary  year.  The  museum's  prupose  is  to  preserve  the  rural 
heritage  of  Mississippi,  and  the  facility  is  expected  to  entertain  and  educate 
thousands  of  visitors  each  year. 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor,  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae),  Haemophilus  influenzae,  andS 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 

Warnings:  in  penicillin-sensitive  patients. 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  ANO  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS,  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor,  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions:  II  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor.  a false- 
positive reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict's  and  Fehling's 
solutions  and  also  with  Clinitest*  tablets  but  not  with 
Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 

Usage  m Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  12  times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy— Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia/arthritis.  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain— Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic— Slight  elevations  in  SGOT,  SGPT.  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  [iososor] 


•Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either  S 
pneumoniae  or  H influenzae  ' 

Note  Ceclor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company, 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc. 

Carolina  Puerto  Rico  00630 


Cefaclor 


Pulvules- , 250  and  500  mg 


Some  ampicillln-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor. v6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor* 1 2 3 4 5 6 7 8 


Each  capsule 
contains  50  mg.  of 
Dyrenium®  (brand  of  triamterene} 
and  25  mg.  of  hydrochlorothiazide. 


fStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adiustment  and/or 
addition  of  a K+ supplement  or  K+-sparing  agent),  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent). 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co.  literature  or  PDR  The  following  is  a brief 
summary. 


* WARNING 

This  drug  is  no!  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  con- 
venient in  patient  management  Treatment  of  hyperten 
sion  and  edema  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia  Pre-existing  elevated 
serum  potassium  Hypersensitivity  to  either  component  or 
other  sulfonamide-derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
of  potassium  is  markedly  impaired.  If  supplementary  potas- 
sium is  needed,  potassium  tablets  should  not  be  used  Hyper- 
kalemia can  occur,  and  has  been  associated  with  cardiac 
irregularities  It  is  more  likely  in  the  severely  ill.  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency  Periodically, 
serum  K+  levels  should  be  determined  If  hyperkalemia 
develops,  substitute  a thiazide  alone,  restrict  K+  intake  Asso- 
ciated widened  GRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  haz- 
ards, including  fetal  or  neonatal  jaundice,  thrombocytopenia, 
other  adverse  reactions  seen  in  adults  Thiazides  appear  and 


triamterene  may  appear  in  breast  milk  If  their  use  is  essential 
the  patient  should  stop  nursing  Adequate  information  on  use 
in  children  is  not  available  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or  bronchial 
asthma  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids)  Periodic  BUN  and  serum  cre- 
atinine determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Watch  for  signs  of  impending  coma  in  severe 
liver  disease  If  spironolactone  is  used  concomitantly  deter- 
mine serum  K+  frequently,  both  can  cause  K+  retention  and 
elevated  serum  K+  Two  deaths  have  been  reported  with 
such  concomitant  therapy  (in  one.  recommended  dosage 
was  exceeded,  in  the  other,  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions  Blood 
dyscrasias  have  been  reported  in  patients  receiving  tri- 
amterene, and  leukopenia,  thrombocytopenia,  agranulocy- 
tosis and  aplastic  anemia  have  been  reported  with  thiazides 
Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Antihyperten 
sive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  The  following 
may  occur  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with  pos- 
sible metabolic  acidosis  Dyazide  interferes  with  fluorescent 
measurement  of  quimdine  Hypokalemia  is  uncommon  with 
Dyazide  , but  should  it  develop,  corrective  measures  should 
be  taken  such  as  potassium  supplementation  or  increased 


dietary  intake  of  potassium-rich  foods  Corrective  measures 
should  be  instituted  cautiously  and  serum  potassium  levels 
determined  Discontinue  corrective  measures  and  Dyazide 
should  laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide  should  be  withdrawn  before  conducting  tests  for 
parathyroid  function 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the 
risk  of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps  weakness  dizziness 
headache,  dry  mouth,  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions,  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone  Triamterene  has  been 
found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  and 
of  impotence  have  been  reported  with  the  use  of  Dyazide 
although  a causal  relationship  has  not  been  established 
Supplied:  Bottles  of  1000  capsules:  Single  Unit  Packages 
(unit-dose)  of  100  (intended  for  institutional  use  only);  in 
Pafient-Pak  ' unit-of-use  bottles  of  100. 
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No  one  wakes  up 
thinking,  "Today 
I'm  going  to 
abuse  my  child!’ 

Abuse  is  not  some- 
thing we  think  about.  It’s 
something  we  do. 

Last  year  in  America, 
an  estimated  one  million 
children  suffered  from 
abuse  and  neglect,  and  at 
least  2,000  of  them  died 
needless,  painful  deaths. 

The  fact  is,  child 
abuse  is  a major  epi- 
demic in  this  country. 

The  solution?  Part  of 
it  lies  in  your  hands.  With 
enough  volunteers,  local 
child  abuse  prevention 
programs  could  be 
formed  to  aid  parents  and 
children  in  their  own 
communities.  With  your 
help,  most  abusers  could 
be  helped.  Please  write 
for  more  information  on 
child  abuse  and  what  you 
can  do. 

What  will  you  do 
today  that’s  more  impor- 
tant? 


Abused  children  are 
helpless. 
Unless  you  help. 


Write:  National  Committee  for 
Prevention  of  Child  Abuse, 

Box  2866,  Chicago,  III  60690 
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Librax 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows 
"Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
liCI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CM5  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium  * (chlordiazepoxide  MCI/Roche)  to  known  addiction -prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazines  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions.-  hlo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
MCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances  Also  encountered 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
Increased  and  decreased  libido — all  infrequent  generally  controlled 
with  dosage  reduction,  changes  in  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide  MCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  i e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 

Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


BOWEL  5Y 


A visible  difference  in 
myoelectric  rhythms  of 
the  colon 

Studies  reveal  an  increased  fre- 
quency of  3-cycles-per-minute  slow 
wave  basic  electrical  activity  in  the 
colons  of  patients  with  IBS — a sig- 
nificant difference  in  basic  colonic 
rhythm  patterns  from  normal  sub- 
jects.12 These  findings  suggest  a 
physiological  basis  for  the  spasm 
and  hypermotility  characteristic  of 
IBS.  The  role  of  severe  anxiety  in 
triggering  or  aggravating  such 
symptoms  has  long  been  recog- 
nized. Consequently,  treatment 
should  focus  on  both  aspects 
of  the  problem. 

Librax:  A logical  choice  for 
patients  with  IBS 

Logical,  because  the  antimotility- 
antispasmodic  actions  of  the 
Quarzan®(clidinium  bromide/Roche) 
component  of  Librax  can  help 
to  relieve  the  distressing  abdominal 
symptoms  associated  with  IBS* 
Logical,  because  the  antianxiety 
actions  of  the  Librium®  (chlordiaz- 
epoxide  MCl/Roche)  component 
can  help  to  reduce  the  excessive 
anxiety  that  can  contribute  to  IBS 
flare-ups. 

References:  1.  Sullivan  MA,  Cohen  5,  5nape  WJ 
H Engl  J Med  298: 878-883,  Apr  20,  1978 
2.  Snape  WJ  et  a/.  Gastroenterology  72 
383-387,  Mar  1977. 


Artist's  concept  of  myoelectrlcal  slow  waves 
of  the  colon  which  seem  to  determine  the 
frequency  of  colonic  motor  activity 


Lfljrax 

Each  capsule  contains  5 mg  chlordiazepoxlde  MCI  and  2.5  mg  clldlnlum  Br. 


Adjunctive 


Antianxiety /Antisecretory/fatispasmodic 

* Librax  has  been  evaluated  as  possibly  effective 
for  this  indication.  Please  see  summary  of 
prescribing  information  on  facing  page. 
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Although  weight  loss  achieved  in  a weight 
control  program  varies  from  patient  to  patient, 
this  simulated  sequence  of  a professional  model 
illustrates  dramatically  the  benefits  of  a 
successful  weight  loss  program. 





. . .takes  dietary  restriction,  regular  exercise, 
behavior  modification,  and  sometimes 
the  addition  of  an  effective  anorectic. 


prescribe 


Tenuate  Dospan 

(diethylpropion 
hydrochloride  USP) 


75  mg  controlled-release  tablets 


Tenuate  ® 

(diethylpropion  hydrochloride  USP) 

Tenuate  Dospan  ® 

(diethylpropion  hydrochloride  USP) 
controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 


the#1  prescribed  anorectic 

An  effective  short-term  adjunct 
in  an  indicated  weight  loss 
program 

Overweight  patients  in  certain  diagnostic  categories 
often  require  strict  obesity  control.  Diethylpropion 
hydrochloride  has  been  reported  useful  in  obese 
patients  with  certain  complications.  While  it  is  not  sug- 
gested that  Tenuate  in  an v wav  reduces  these  com pli - 
cations  in  the  overweight,  it  may  have  a useful  place 
as  a short-term  adi unct  in  a prescribed  dietary  req i - 
men.  Tenuate  should  not  be  administered  to  patients 
with  severe  hypertension;  see  additional  Precautions 
and  Adverse  Reactions  on  this  page. 

In  uncomplicated  obesity 

Many  patients,  on  the  other  hand,  present  with  excess 
fat  but  no  disease.  While  this  condition  is  often  termed 
uncomplicated  obesity,  complications  of  both  a social 
and  a psychologic  nature  may  be  distressingly  real  for 
the  patients.  In  these  cases,  a short-term  regimen  of 
Tenuate  can  help  reinforce  your  dietary  counsel  dur- 
ing the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness 

The  anorectic  effectiveness  of  diethylpropion  hydro- 
chloride is  well  documented.  No  less  than  1 8 separate 
double-blind,  placebo-controlled  studies  attest  to  its 
usefulness  in  daily  practice.1  And  the  unique  chemistry 
of  Tenuate  provides  . . anorectic  potency  with  mini- 
mal overt  central  nervous  system  or  cardiovascular 
stimulation.” 2 Compared  with  the  amphetamines, 
diethylpropion  has  minimal  potential  for  abuse. 


Tenuate- it  makes  sense. 

And  it’s  responsible  medicine. 


Merrell  Dow 


Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the  management  of  exogenous  obesity 
as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restric- 
tion The  limited  usefulness  of  agents  of  this  class  should  be  measured  against  possible  risk  fac- 
tors inherent  in  their  use  such  as  those  described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism,  known  hypersensitivity,  or 
idiosyncrasy  to  the  sympathomimetic  amines,  glaucoma  Agitated  states.  Patients  with  a history 
ol  drug  abuse  During  or  within  1 4 days  following  the  administration  of  monoamine  oxidase  in- 
hibitors. (hypertensive  crises  may  result) 

WARNINGS:  If  tolerance  develops,  the  recommended  dose  should  not  be  exceeded  in  an  attempt 
to  increase  the  effect:  rather,  the  drug  should  be  discontinued.  Tenuate  may  impair  the  ability  of 
the  patient  to  engage  in  potentially  hazardous  activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned  accordingly.  When  central  nervous  sys- 
tem active  agents  are  used,  consideration  must  always  be  given  to  the  possibility  of  adverse  in- 
teractions with  alcohol  Drug  Dependence  Tenuate  has  some  chemical  and  pharmacologic 
similarities  to  the  amphetamines  and  other  related  stimulant  drugs  that  have  been  extensively 
abused.  There  have  been  reports  of  subjects  becoming  psychologically  dependent  on  diethyl- 
propion. The  possibility  of  abuse  should  be  kept  in  mind  when  evaluating  the  desirability  of  in- 
cluding a drug  as  part  of  a weight  reduction  program  Abuse  of  amphetamines  and  related  drugs 
may  be  associated  with  varying  degrees  of  psychologic  dependence  and  social  dysfunction 
which,  in  the  case  of  certain  drugs,  may  be  severe.  There  are  reports  of  patients  who  have  in- 
creased the  dosage  to  many  times  that  recommended  Abrupt  cessation  following  prolonged 
high  dosage  administration  results  in  extreme  fatigue  and  mental  depression;  changes  are  also 
noted  on  the  sleep  EEG  Manifestations  of  chronic  intoxication  with  anorectic  drugs  include  se- 
vere dermatoses,  marked  insomnia,  irritability,  hyperactivity,  and  personalty  changes  The  most 
severe  manifestation  of  chronic  intoxications  is  psychosis,  often  clinically  indistinguishable  from 
schizophrenia.  Use  in  Pregnancy:  Although  rat  and  human  reproductive  studies  have  not  indi- 
cated adverse  effects,  the  use  of  Tenuate  by  women  who  are  pregnant  or  may  become  pregnant 
requires  that  the  potential  benefits  be  weighed  against  the  potential  risks.  Use  in  Children 
Tenuate  Is  not  recommended  for  use  in  children  under  1 2 years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate  for  patients  with  hypertension 
or  with  symptomatic  cardiovascular  disease,  including  arrhythmias  Tenuate  should  not  be  ad- 
ministered to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  Tenuate  and  the  concomitant  dietary  regimen  Tenuate  may 
decrease  the  hypotensive  effect  of  guanethidine  The  least  amount  feasible  should  be  prescribed 
or  dispensed  at  one  time  in  order  to  minimize  the  possibility  of  overdosage  Reports  suggest  that 
Tenuate  may  increase  convulsions  in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of  Tenuate  may  be  necessary 
ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia,  elevation  of  blood  pressure, 
precordial  pain,  arrhythmia  One  published  report  described  T-wave  changes  in  the  ECG  of  a 
healthy  young  male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous  System 
Overstimulation,  nervousness,  restlessness,  dizziness,  jitteriness,  insomnia,  anxiety,  euphoria 
depression,  dysphoria,  tremor,  dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely 
psychotic  episodes  at  recommended  doses  In  a few  epileptics  an  increase  in  convulsive  epi- 
sodes has  been  reported  Gastrointestinal  Dryness  of  the  mouth,  unpleasant  taste,  nausea, 
vomiting,  abdominal  discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturbances 
Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine  Impotence,  changes  in  libido, 
gynecomastia,  menstrual  upset.  Hematopoietic  System  Bone  marrow  depression,  agranulo- 
cytosis. leukopenia  Miscellaneous  A variety  of  miscellaneous  adverse  reactions  has  been 
reported  by  physicians  These  include  complaints  such  as  dyspnea,  hair  loss,  muscle  pain, 
dysuria.  increased  sweating,  and  polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydrochloride)  One  25  mg  tablet 
three  times  daily,  one  hour  before  meals,  and  in  midevening  if  desired  to  overcome  night  hunger 
Tenuate  Dospan  (diethylpropion  hydrochloride)  controlled-release  One  75  mg  tablet  daily,  swal- 
lowed whole,  in  midmorning  Tenuate  is  not  recommended  for  use  in  children  under  12  years 
of  age. 

0VER00SAGE:  Manifestations  of  acute  overdosage  include  restlessness,  tremor,  hyperreflexia 
rapid  respiration,  confusion,  assaultiveness,  hallucinations,  panic  states  Fatigue  and  depression 
usually  follow  the  central  stimulation  Cardiovascular  effects  include  arrhythmias,  hypertension 
or  hypotension  and  circulatory  collapse  Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps  Overdose  of  pharmacologically  similar  compounds  has  re- 
sulted in  fatal  poisoning,  usually  terminating  in  convulsions  and  coma  Management  of  acute 
Tenuate  intoxication  is  largely  symptomatic  and  includes  lavage  and  sedation  with  a barbiturate 
Experience  with  hemodialysis  or  peritoneal  dialysis  is  inadequate  to  permit  recommendation  in 
this  regard  Intravenous  phentolamme  (Regitine ' ) has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates  Tenuate  overdosage 

Product  Information  as  of  June,  1980 
Licensee  of  Merrell* 

MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey,  Puerto  Rico  00633 
Direct  Medical  Inquiries  to 


•Registered  Trademarks  of  MERRELL-NATIONAL  LABORATORIES  Inc., 

Cayey,  Puerto  Rico  00633 

References:  1 . Citations  available  on  request  from  Merrell  Dow  Pharmaceuticals  Inc  , Cincinnati, 
Ohio  45215.  2.  Hoekenga  MT  gt  al  A comprehensive  review  of  diethylpropion  hydrochloride 
In  Central  Mechanisms  of  Anorectic  Drugs.  S Garattini  and  R Samamn,  Ed  . New  York 
Raven  Press.  1978,  pp  391-404 
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Two  convenient  dosage  forms: 

100  mg  (white)  and  300  mg  (peach) 
Scored  Tablets 

Tablets  imprinted  with  brand  name  to 
assist  in  tablet  identification. 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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Thomas 
Yates  & Co. 

Insurance  with  Innovation 


The  basic  idea  of  Thomas  Yates  & Co.  hasn’t  changed.  It’s  just 
grown.  Good  ideas  usually  do. 

As  we  begin  our  fourth  decade  of  service  to  the  Mississippi  State 
Medical  Association,  Thomas  Yates  & Co.  has  continued  to  upgrade 
coverages  and  to  design  well  planned  group  insurance  programs 
responsive  to  some  very  special  needs  of  its 
members.  Our  aim  is  to  steadily  strengthen 
membership  benefit  programs  through  the 
introduction  of  new  and  improved  coverages;  to 
give  members  more  protection  for  their  money; 
to  make  insurance  more  adaptable  and  to  back 
up  the  plans  we  offer  with  imagination  and 
thorough  service  . . . That’s  the  Thomas  Yates 
idea  — the  simple  but  profound  idea  to  offer  its 
members  the  best  possible  group  insurance 
plan. 

Yes,  the  basic  idea  . . . Insurance  With 
Innovation  . . . it  hasn’t  changed  . . . it’s  just 


grown.  Thomas  Yates 


Thomas  Yates  & Co. 

GROUP  INSURANCE  ADMINISTRATORS 

735  Riverside  Drive  • RO.  Box  5048  • Jackson,  Mississippi  39216 


More 

physicians 

are  coming  to 
MMFES 


because  MMFES  does 
more  for  physicians. 


The  active  and  involved  physician  has  to 
rely  on  comprehensive  insurance  pro- 
grams tailored  to  fit  the  day-to-day  special 
needs  of  his  profession. 

One  of  these  special  needs  is  mal- 
practice insurance.  MMFES  is  a non-profit 
Mississippi  Corporation  sponsored  by  the 
Mississippi  State  Medical  Association  and 


directed  by  Mississippi  physicians. 
MMFES  offers  comprehensive  coverage  on 
three  types  of  malpractice  insurance 
policies  and  it’ll  probably  cost  you  less 
than  other  plans. 

Mike  Floupt  is  aware  of  your  special 
need.  Give  him  a call  toll  free  at  1- 
800-682-6415  or  944-0072. 


"The  people  to  see  for  Malpractice  Insurance 
MISSISSIPPI  MEDICAL  FRATERNAL  AND  EDUCATIONAL  SOCIETY' 

735  Riverside  Dr.  • Box  4625  • Jackson,  Ms.  39216  • 944-0072 


PAIN  AND  TENSIO 

Double  fault  for 
weekend  warriors  Mr 


ACE  THE  ACHE 


Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


Twofold  analgesic  action  teamed  with  time-proven  efficacy  against 
concurrent  anxiety  and  tension  in  patients  with  musculoskeletal  disease* 


EQUAGESIC— Abbreviated  Summary 

‘INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research 
Council  and  or  other  information  FDA  has  classified 
the  indications  as  follows 

Possibly"  effective  for  the  treatment  ot  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

The  effectiveness  of  Equagesic  in  long-term  use.  i e 
more  than  four  months,  has  not  been  assessed  by  sys- 
tematic clinical  studies  The  physician  should  periodi- 
cally reassess  usefulness  of  the  drug  for  the  individual 
patient 


CONTRAINDICATIONS  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantifies  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g 
afcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics.  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a crutch 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  result- 
ant slowing  of  reaction  time  and  impairment  of  |udgment  and 
coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  increased 
risk  of  congenital  malformations  associated  with  the  use 


of  minor  tranquilizers  (meprobamate,  chlordiazepoxide. 
and  diazepam)  during  the  first  trimester  of  pregnancy 
has  been  suggested  in  several  studies  Because  use  of 
these  drugs  is  rarely  a matter  of  urgency,  their  use  dur- 
ing this  period  should  almost  always  be  avoided  The 
possibility  that  a woman  of  child-bearing  potential  may 
be  pregnant  at  the  time  of  institution  of  therapy  should 
be  considered.  Patients  should  be  advised  that  if  they 
become  pregnant  during  therapy  or  intend  to  become 
pregnant  they  should  communicate  with  their  physi- 
cians about  the  desirability  of  discontinuing  the  drug. 
Meprobamate  passes  the  placental  barrier  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentration  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness  ataxia,  or  visual  distur 
bance  occur  the  dose  should  be  reduced  If  symptoms  con- 
tinue patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken  sleep  ensues  rapidly  and  blood  pressure 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow  and 
slow  CNS  stimulants,  e g caffeine  Metrazol  or  ampheta- 


mine may  be  cautiously  administered  If  severe  hypotension 
develops  pressor  amines  should  be  used  parenterally  to  re- 
store blood  pressure  to  normal  levels 
ADVERSE  REACTIONS  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose  but 
occasionally  it  may  be  desirable  to  administer  central  stimu- 
lants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule  in  patients  who 
have  had  only  1 -4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery 
thematous.  maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae  ecchymoses  peripheral  edema 
and  fever  have  also  been  reported 

More  severe  cases  observed  only  very  rarely  may  also  have 
other  allergic  responses,  including  fever  fainting  spells  an- 
gioneurotic edema,  bronchial  spasms  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving  me- 
probamate suffered  from  aplastic  anemia  (1  fatal  case) 
thrombocytopenic  purpura  agranulocytosis  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported  mosl 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE  Two  instances  of  accidental  or  intentional  sig 
mficant  overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression  including  drowsiness  and  light 
headedness  with  uneventful  recovery  However  on  the  basis 
of  pharmacological  data  it  may  be  anticipated  that  CNS  stim- 
ulation could  occur  Other  anticipated  symptoms  would  in- 
clude nausea  and  vomiting  Appropnate  therapy  of  signs  and 
symptoms  as  they  appear  is  the  only  recommendation  pos- 
sible at  this  time  Overdosage  with  ethoheptazine  combined 
with  aspirin  would  probably  produce  the  usual  sympioms  and 
signs  of  salicylate  intoxication  Observation  and  treatment 
should  include  induced  vomiting  or  gastric  lavage  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydra- 
tion watching  for  evidence  of  hemorrhagic  manifestations 
due  to  hypoprothrombinemia  which  if  it  occurs  usually  re- 
quires whole-blood  transfusions 

DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  c 1981  Wyeth  Laboratories 
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'This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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for  mild  to  moderate  pain 

Wygesic® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


More  than  twice  as  much  acetaminophen  as  the  leading  combination  plus  a full 
therapeutic  dose  of  propoxyphene... all  in  a convenient,  economical  single  tablet. 


WYGESIC — Abbreviated  Summary 
INDICATION  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histones  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
see  Management  of  Overdosage 
DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy 
phene  may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless  in  the 


ludgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness  sedation  nausea  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pam,  skin  rashes,  light-headedness  head- 
ache weakness  euphoria  dysphoria  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS  Propoxyphene  in  comb 
nation  with  alcohol  tranquilizers  sedative-hypnot- 
ics. and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  ol  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings i 
Confusion,  anxiety  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
m respiratory  rate  and  or  tidal  volume  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects. 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  eariy  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms  the  patient  may 
feel  less  ill.  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity  jaundice  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy.  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetammoohen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex 
change  through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists  naloxone  nalorphine  and  lev- 
allorphan  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered  preferably  I v .simultaneously  with  ef- 
forts at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient  s 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen  IV  fluids  vasopressors  and  other  suppor 
tive  measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone.  Acetaminophen  is  rapidly  absorbed 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective m removing  acetaminophen  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (Cys- 
teamine)  or  other  thiol  compounds  may  protect  agamst 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  ween  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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Pulmonary  Arteriovenous  Fistula: 
A Case  Report 
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Anomalous  connections  between  the  pulmonary 
artery  and  pulmonary  vein  have  been  variously 
termed  pulmonary  arteriovenous  (PAV)  aneurysms, 
PAV  malformations,  PAV  varices,  PAV  angiomato- 
sis and  cavernous  hemangiomas  of  the  lung.  These 
lesions  represent,  both  anatomically  and  physiologi- 
cally, PAV  fistulae  (PAVF)  and  should  be  referred 
to  as  such. 

The  first  published  description  of  PAVF  is  cred- 
ited to  T.  Churton,  a London  pathologist,  in  1897. 
He  found  multiple  “pulmonary  artery  aneurysms” 
at  autopsy  in  a patient  known  to  have  a systolic 
thoracic  bruit  in  life.1 

Smith  and  Horton  of  the  Mayo  Clinic  provided  the 
initial  report  of  an  antimortum  diagnosis  of  PAVF.2 
In  1939,  they  presented  a 40-year-old  male  with 
clubbing,  cyanosis,  dyspnea  and  polycythemia.  A 
“continuous  blowing”  bruit  was  present  over  the 
right  lower  lobe  where  a chest  x-ray,  following 
peripheral  venous  injection  of  contrast  material, 
demonstrated  dilated  vessels  arising  in  the  right 
hilum  and  communicating  with  the  parenchyma  of 
the  lung.  The  diagnosis  of  PAVF  was  based  on  these 
findings  and  the  patient  was  treated  with  “venesec- 
tion at  frequent  intervals”  with  unreported  final  re- 
sult. 

The  clinical  diagnosis  of  PAVF  was  again  re- 
ported in  1942  by  Hepburn  and  Dauphinee  in  a 
clubbed,  cyanotic,  dyspneic  and  polycythemic  23- 
year-old.3  Following  an  inadequate  response  to 

From  the  Department  of  Surgery  University  of  Mississippi 
Medical  Center,  Jackson,  MS 


artificial  pneumothorax,  Shenstone  and  Jones  per- 
formed a pneumonectomy  on  this  patient,  achieving 
complete  resolution  of  her  symptoms.4  This  case 
represented  the  first  successful  surgical  management 
of  PAVF. 

Etiology 

Pulmonary  arteriovenous  fistulae  are  usually  con- 
genital but  can  be  acquired.  Congenital  PAVF  are 
the  result  of  abnormal  development  of  the  pulmo- 
nary capillaries  and  are  associated  with  Rendu- 
Osler-Weber  syndrome  in  50%-60%  of  cases.5 
These  patients,  in  addition  to  the  pulmonary  lesions, 
have  multiple  arteriovenous  fistulae  on  the  skin  and 
mucous  membranes.  Epistaxis  is  also  a commonly 
associated  finding. 

Acquired  PAVF  are  rare,  and  most  often  are  the 
result  of  chest  trauma,  either  blunt  or  penetrating, 
but  may  occur  secondary  to  chronic  hepatic  cir- 
rhosis, pulmonary  schistosomiasis  and  carci- 
nomas.6-8 

Pathology 

Arteriovenous  connections  of  the  pulmonary  cir- 
culation are  frequently  multiple  and  most  often  lo- 
cated in  the  lower  lobe.5  These  lesions  appear  gross- 
ly as  thin-walled  saccular  dilatations  lined  with 
endothelium  which  lie  just  beneath  the  visceral  pleu- 
ral surface.  The  afferent  pulmonary  arteries  as  well 
as  the  draining  pulmonary  veins  are  dilated  and 
irregular  secondary  to  increased  blood  flow. 

Microscopic  examination  demonstrates  tortuous 
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arteriovenous  channels  with  areas  of  thickened  en- 
dothelium and  variable  amounts  of  connective  tissue 
and  fibrosis. 

Pathophysiology 

The  presence  of  an  AV  fistula  in  the  pulmonary 
circulation  represents  a right  to  left  shunt  with  at- 
tendant arterial  oxygen  desaturation.  The  resulting 
chronic  hypoxia  stimulates  erythropoiesis  producing 
secondary  polycythemia.  The  increased  cellular 
volume  of  the  blood  is  not  accompanied  by  increased 
plasma  volume,  therefore  cardiomegaly  and  circula- 
tory overload  are  not  present  as  in  systemic  AV 
fistulae. 

Hemodynamic  measurements  in  patients  with 
pulmonary  arteriovenous  fistulae  have  revealed  nor- 
mal pulmonary  artery  pressures  and  normal  pulmo- 


Figure  1.  Selective  pulmonary  arteriogram  demon- 
strating two  large  PAVF. 


Figure  2.  Operative  exposure  of  subserosal,  thin- 
walled  PAVF. 


nary  vascular  resistance  even  when  shunts  of  50%  or 
more  of  the  cardiac  output  are  present.9"11 

Complications 

The  presence  of  a large  right  to  left  intrapulmo- 
nary  shunt  places  these  patients  at  risk  for  significant 
complications.  Emboli,  both  paradoxical  and  arising 
within  the  fistula  itself,  may  result  in  cerebrovascu- 
lar accidents.  These  emboli  may  be  septic  with  brain 
abscess  formation  as  the  ultimate  result.  Neurologic 
complications  may  also  result  from  sludging  in  the 
cerebral  microcirculation  due  to  polycythemia.  Rup- 
ture of  fistulae  into  the  pleural  space  or  into  a bron- 
chus is  also  a recognized  complication,  often  with 
fatal  outcome. 

Hemoptysis  and  epistaxis  are  frequently  de- 
scribed as  complications  of  PAVF  but  more  prob- 
ably represent  either  unappreciated  forme  fruste  or 
undiagnosed  Rendu-Osler-Weber  syndrome.  A 
positive  family  history  may  be  present  in  as  many  as 
15%  of  cases. 

Case  Report 

This  44-year-old  college  instructor  was  in  good 
general  health  except  for  fatigue  with  moderate  exer- 
cise. On  May  10,  1980,  he  suffered  a cerebrovascu- 
lar accident  manifested  as  right  hemiparesis  and  ex- 
pressive aphasia.  During  his  subsequent  hospitaliza- 
tion, he  was  found  to  have  a markedly  low  Pa02  and 
an  unexplained  density  in  the  left  hemithorax  on 
chest  x-ray.  He  was  presumptively  diagnosed  as 
having  a pulmonary  embolus,  and  Heparin  was  be- 
gun. 

He  was  referred  for  further  evaluation  and  treat- 
ment and  again  a low  Pa02  and  a persistent 
radiodensity  was  noted  on  chest  x-ray.  Examination 
at  this  time  also  demonstrated  mild  cyanosis  of  the 
mucous  membranes  and  nail  beds  as  well  as  digital 
clubbing.  A pulmonary  arteriogram  revealed  two 
large  PAVF  in  the  left  lung  (see  Figure  1). 

Hemodynamics  obtained  during  arteriography 
were  normal  with  a right  atrial  pressure  of  4 mm  Hg, 
right  ventricle  16/4  mm  Hg,  pulmonary  artery  14/2 
mm  Hg,  pulmonary  artery  mean  7 mm  Hg,  and  a 
pulmonary  capillary  wedge  pressure  of  5 mm  Hg. 
Pulmonary  artery  saturation  by  oxymeter  was 
60.0%. 

A left  thoracotomy  was  performed  on  June  20, 
1980,  and  two  large  subpleural  vascular  masses 
were  found,  one  in  the  lingula,  and  one  in  the  left 
lower  lobe  (see  Figure  2).  These  lesions  were  wedge 
resected  in  a nonanatomic  fashion  using  a GIA  sta- 
pling device.  A minimum  of  lung  tissue  was  sacri- 
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Figure  3.  Dissection  of  lingular  PAVF  demonstrating 
thin  wall,  smooth  endothelial  lining  and  cavernous  arter- 
iovenous communication. 


ficed  with  this  method.  Arterial  blood  gases 
obtained  intraoperatively  on  mechanical  ventilation 
and  an  F^  of  0.50  were  81/37/7.38.  Following 
resection  of  one  fistula,  these  values  were  163/33/ 
7.41  and  ultimately  became  245/29/7.40  following 
resection  of  the  second  fistula.  All  blood  gas  values 
were  obtained  on  identical  ventilation  settings. 

This  patient’s  post-operative  course  was  uncom- 
plicated, and  he  was  able  to  return  to  rehabilitation 
from  his  neurologic  deficits  with  a markedly  in- 
creased exercise  tolerance  and  resolution  of  his 
cyanosis. 

Discussion 

The  presentation,  complications  and  management 
of  PAVF  are  illustrated  in  the  above  case.  The  clas- 
sic clinical  findings  of  dyspnea,  cyanosis,  clubbing 
and  an  abnormal  chest  x-ray  are  also  demonstrated, 
as  well  as  cerebrovascular  accident  as  a complica- 
tion of  PAVF. 

Previous  studies  of  intra-pulmonary  shunts  have 
revealed  essentially  normal  hemodynamics  with  the 


exception  of  the  shunt  itself.  This  also  is  illustrated 
in  this  case. 

The  presence  of  a lung  lesion  associated  with 
clubbing,  cyanosis  or  polycythemia  should  suggest 
the  diagnosis  of  PAVF.  A careful  examination  for 
telangiectasia  and  a careful  history  for  epistaxis,  as 
well  as  arterial  blood  gases,  should  be  part  of  the 
initial  examination.  The  diagnosis  is  confirmed  by 
pulmonary  arteriography. 

Management  of  this  lesion  is  surgical  except  in  the 
case  of  multiple  bilateral  fistulas  which  make  resec- 
tion impractical.  When  resection  is  performed,  it 
should  be  as  conservative  as  possible  with  the  sacri- 
fice of  a minimal  amount  of  lung  tissue. 
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The  Genogram:  A Structured 
Approach  to  the  Family  History 

H.  T.  MILHORN,  JR.,  M.D.,  Ph.D. 

Jackson,  Mississippi 


The  family  physician  sees  many,  if  not  all,  mem- 
bers of  a household.  These  family  members,  as  well 
as  many  of  those  outside  of  the  household,  may  have 
a direct  bearing  on  the  management  of  the  patient. 
Family  interactions,  because  of  numbers  alone,  can 
be  complex.  The  genogram,  which  is  a structured 
outline  of  the  family  history,  is  an  approach  to  sim- 
plification of  the  recording  of  these  interactions.  It 
contains  genetic,  medical  and  psychosocial  informa- 
tion about  the  family. 

Cormack  in  1 975 1 and  Hartman  in  19782  advo- 
cated the  use  of  a structured  approach  to  the  family 
history.  Jolly,  et  al.,  in  19803  studied  the  genogram 
as  a reasonable  method  for  recording  a family  his- 
tory. Family  practice  residents  were  given  brief  but 
specific  instructions  on  the  method  of  recording  a 
genogram.  The  average  time  required  in  this  study 
was  found  to  be  16  minutes.  They  concluded  that, 
time- wise,  the  genogram  is  an  acceptable  approach 
to  the  family  history. 

The  Department  of  Family  Medicine  at  the  Uni- 
versity of  Mississippi  School  of  Medicine  is  current- 
ly using  the  genogram  as  a method  for  improving 
family  history  taking  skills  of  senior  medical  stu- 
dents. 

The  purpose  of  this  article  is  to  present  the  proce- 
dure for  recording  a family  history  using  the  geno- 
gram. For  the  most  part,  symbols  used  in  construct- 
ing a family  genogram  are  the  same  as  for  construct- 
ing a family  tree.  Genogram  symbols  are  given  in 
Figure  1 . 

A Sample  Genogram 

The  following  family  history  of  a patient,  Eloise, 
is  arranged  in  genogram  format  in  Figure  2.  By 
following  the  genogram  along  with  the  text,  the 
procedure  for  constructing  the  genogram  will  be- 
come apparent. 

The  patient  and  her  household.  Eloise  is  a 41- 
year-old  white  female  who  was  born  in  1940.  Her 


From  the  Department  of  Family  Medicine,  University  Medical 
Center,  Jackson,  MS. 
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Figure  1 . Genogram  symbols. 
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immediate  household  consists  of  herself  and  a son 
and  daughter  born  in  1962  and  1965,  respectively. 
Her  son  has  diabetes  mellitus.  She  had  a spon- 
taneous abortion  of  a male  fetus  in  1961.  She 
attended  college  for  two  years  prior  to  getting  mar- 
ried in  1960.  She  was  divorced  in  1967  following  an 
affair  by  her  husband  with  his  secretary.  She  has  not 
yet  forgiven  him  for  this  and  continues  to  have  hos- 
tile feelings  towards  him.  Her  ex-husband  (bom  in 
1940)  remarried  a younger  woman  (bom  in  1955)  in 
1975.  Eloise  has  does  not  get  along  with  her  daugh- 
ter, who  blames  her  for  the  divorce.  Eloise  has  been 
going  with  a business  executive  since  1979.  She  is 
extremely  dependent  on  him  emotionally.  Eloise’s 
daughter  does  not  get  along  with  this  gentleman 
because  she  feels  that  he  is  trying  to  take  her  father’s 
place. 

Critical  events  in  Eloise’s  life  include  (1)  divorce 


in  1967,  (2)  attempted  suicide  after  her  divorce 
(1967),  (3)  an  affair  with  a married  man  in  1969 
which  ended  with  his  returning  to  his  wife  and  (4) 
her  father’s  death  in  1971. 

Dynamic  changes  (changes  for  the  better)  include 
(1)  psychotherapy  in  1967,  (2)  return  to  college  in 
1968,  (3)  graduation  in  1970,  and  (4)  her  first  job  in 
1970. 

The  patient’s  family.  Eloise’s  maternal  grand- 
parents are  both  deceased.  Her  grandfather,  who 
was  bom  in  1898,  died  of  a myocardial  infarction  in 
1954.  Her  grandmother,  who  was  bom  in  1901 , died 
from  cancer  of  the  breast  in  1946.  She  also  had 
diabetes  mellitus.  Her  maternal  grandparents  were 
married  in  1920.  Eloise’s  paternal  grandparents  are 
also  both  deceased.  Her  grandfather,  who  was  bom 
in  1900,  died  of  a myocardial  infarction  in  1969.  Her 
grandmother,  bom  in  1901 , died  of  a stroke  in  1973. 


DYNAMIC  CHANGES 

1 Psychotherapy,  1967 
2.  Return  to  college,  1968 

3 Graduation,  1970 

4 First  job,  1970 


CRITICAL  EVENTS 

1 Divorce,  1967 

2 Attempted  suicide,  1967 

3.  Affair  with  married  man,  1969 

4.  Father's  death,  1971 


Figure  2.  Eloise' s genogram.  GEN  /,  II.  Ill  and  IV  refer  to  family  generations. 
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They  were  married  in  1917.  Eloise’s  mother  was 
bom  in  1922  and  has  diabetes  mellitus.  Her  mother 
has  one  brother,  bom  in  1921,  who  is  in  good  health . 
Eloise’s  father,  who  was  bom  in  1920,  died  of  a 
myocardial  infarction  in  1971.  He  has  one  sister, 
bom  in  1918,  in  good  health.  Her  mother  and  father 
were  married  in  1938.  Eloise  has  a sister,  born  in 
1942,  who  has  diabetes  mellitus  and  has  had  a radi- 
cal mastectomy  for  breast  cancer.  Her  brother,  bom 
in  1939,  is  a homosexual.  Her  mother  had  spon- 
taneous abortions  in  1940  and  1941,  sex  unspeci- 
fied. 

The  ex-husband’ s family.  Eloise’s  ex-husband’s 
maternal  grandfather,  bom  in  1902,  died  of  an  un- 
known cause  in  1937.  His  maternal  grandmother, 
bom  in  1903,  is  still  alive  and  suffers  from  conges- 
tive heart  failure.  They  were  married  in  1919.  His 
paternal  grandparents  are  both  deceased.  His  grand- 
father, born  in  1 898 , died  of  pneumonia  in  1 947 , and 
his  grandmother,  bom  in  1900,  died  of  cancer  of  the 
uterus  in  1955.  She  also  had  hypertension.  They 
were  married  in  1918.  Eloise’s  ex-husband's 
mother,  bom  in  1921 , and  father,  bom  in  1920,  were 
married  in  1939.  His  father  has  two  siblings  (both 


girls)  bom  in  1917  and  1922.  Her  ex-husband  has 
one  brother,  bom  in  1942.  The  ex-husband,  his 
brother,  and  his  father  all  suffer  from  hypertension. 

Summary 

The  genogram,  as  a structured  approach  to  the 
family  history,  has  been  gaining  popularity  over  the 
past  few  years.  A number  of  family  medicine  res- 
idency programs  have  officially  adopted  it  as  their 
method  of  recording  the  family  histories  of  all  clinic 
patients.  Although  the  Department  of  Family  Medi- 
cine at  the  University  of  Mississippi  School  of  Medi- 
cine has  not  gone  this  far,  it  does  find  the  approach 
useful , especially  when  interviewing  a patient  whose 
problem  has  a large  component  of  family  interac- 
tion. In  addition,  we  have  found  it  to  be  a very  useful 
method  for  teaching  senior  medical  students  to  take 
and  record  better  family  histories. 
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Radiologic  Seminar  CCXVII: 
Computed  Tomography  Diagnosis  of 
Acoustic  Neuroma 

JAMES  V.  FERGUSON,  JR.,  M.D.,  and  MICHAEL  H.  CARTER,  JR.,  M.D. 

Greenwood,  Mississippi 


Vertigo  and  hearing  loss  are  not  uncommon 
complaints.  It  is  prudent  to  maintain  a high  index  of 
suspicion  in  any  patient  with  a unilateral  neuro- 
sensory-type  hearing  loss,  for  this  frequently  is  the 
first,  and  may  be  the  only,  symptom  or  sign  of  an 
acoustic  neuroma. 

Plain  films  and/or  tomography  are  fairly  accurate 
screening  procedures  for  this  type  of  tumor.  If  posi- 
tive, bony  erosion  or  at  least  a difference  in  the 
vertical  diameter  of  the  internal  canal  is  detected. 
The  vertical  diameter  of  the  internal  auditory  canal 
ranges  from  2.0  mm  to  9.0  mm.  Discrepancies  of 
1 .0  mm  to  2.0  mm  are-suspicious  and  differences  of 
greater  than  2.0  mm  are  definitely  abnormal.  There 
is  very  little  correlation  between  the  size  of  the  lesion 
and  the  degree  of  bony  erosion.  Small  intracanalicu- 
lar  lesions  may  produce  considerable  erosion  while 
large  extracanalicular  lesions  may  produce  minimal 
erosion. 

If  plain  film  examination  or  routine  tomography  is 
positive,  or  if  acoustic  neuroma  is  strongly  sus- 
pected because  of  clinical  or  audiometric  findings, 
then  computed  tomography  is  the  diagnostic  proce- 
dure of  choice. 

Computed  tomography  detection  of  acoustic 
neuroma  can  approach  100%  if  the  scanner  has  a 
spatial  resolution  of  under  1 .0  mm  and  can  collimate 
the  x-ray  beam  to  2.0  mm  or  less.  Both  unenhanced 
and  enhanced  scans  should  be  obtained  and  the  en- 
hanced scan  should  have  a high  intravascular  level  of 
iodinated  contrast  medium. 

The  value  of  CT  lies  in  the  fact  that  both  the  tumor 
and  the  bony  erosion  can  be  visualized.  Also,  extrin- 
sic pressure  on  the  brainstem  or  hydrocephalus  may 
be  appreciated. 


Sponsored  by  the  Mississippi  Radiological  Society. 

From  the  Departments  of  Radiology  and  Surgery,  Greenwood 
Leflore  Hospital,  Greenwood,  MS. 


Case  Report 

This  47-year-old  woman  presented  to  the  clinic  in 
November  1980,  complaining  of  a four  year  history 
of  intermittent  subjective  hearing  loss  in  the  left  ear 
and  a two  week  history  of  intermittent  dizziness  and 
unsteadiness.  Occasionally  she  had  experienced  a 
sharp  discomfort  in  the  left  ear.  There  had  been  no 
accompanying  nausea  or  vomiting,  and  she  denied  a 


Figure  1 . The  unenhanced  CT  scan  demonstrates  wide- 
ning of  the  left  internal  auditory  canal  and  erosion  of  the 
temporal  bone. 
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history  of  tinnitus.  Another  symptom  which  she 
mentioned  was  a sensation  of  burning  all  the  way 
across  her  upper  lip.  This  had  been  a pesky,  persist- 
ent problem  for  her,  and  she  had  consulted  a number 
of  other  doctors,  some  of  whom  had  suggested  that 
the  burning  sensation  was  symptomatic  of  an  aller- 
gy- 

For  a few  months,  she  had  complained  of  subjec- 
tive visual  impairment,  but  repeated  ophthalmologic 
examinations  demonstrated  good  to  excellent  visual 
acuity.  Pseudopapilledema  had  been  noted  in  May 
1980,  and  this  finding  was  unchanged  in  August 
1980. 

The  patient  was  an  alert,  cooperative  47-year-old 
woman  who  did  not  appear  to  be  ill.  The  eardrums 
were  normal,  and  the  remainder  of  the  head  and  neck 
examination  was  normal.  Cranial  neurologic  ex- 
amination was  normal  except  for  the  left  eighth 
nerve.  Gait  was  normal.  Caloric  testing  was  not 
done. 


Figure  2 . The  post  contrast  scan  demonstrates  a 4 cm 
enhancing  lesion  in  the  left  cerebellopontine  angle  with 
erosion  of  the  temporal  bone. 


Figure  3.  This  post  contrast  scan  demonstrates  dis- 
placement of  the  fourth  ventricle  and  the  brain  stem  to  the 
right  by  the  enhancing  mass. 


Audiometric  testing  demonstrated  a profound 
neurosensory  hearing  loss  in  the  left  ear  with  essen- 
tially normal  hearing  in  the  right  ear. 

Plain  films  were  suspicious  of  widening  of  the  left 
internal  auditory  canal.  Cranial  CT  was  performed. 
The  unenhanced  scan  demonstrated  widening  of  the 
left  internal  auditory  canal  and  erosion  of  the  tem- 
poral bone  (see  Figure  1).  After  intravenous  admin- 
istration of  an  iodide  compound,  the  scan  demon- 
strated a 4 cm  enhancing  lesion  in  the  left  cerebello- 
pontine angle  with  erosion  of  the  temporal  bone  (see 
Figure  2).  Figure  3 demonstrates  displacement  of  the 
fourth  ventricle  and  the  brainstem  to  the  right. 

She  underwent  surgical  resection  of  the  tumor  by 
a combined  translabyrinthine  and  suboccipital 
approach.  An  acoustic  neuroma  was  found. 

Summary 

Computed  tomography  is  an  accurate  and  rel- 
atively noninvasive  method  of  diagnosing  acoustic 
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neuroma.  Although  expensive,  CT  is  much  cheaper 
than  other  definitive  procedures  and  carries  no  more 
morbidity  than  an  intravenous  pyelogram.  It  can  be 
performed  on  an  outpatient  basis.  ★★★ 

1605  Strong  Street  (38930) 
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The  President  Speaking 


What  Are  You  Doing? 


R.  FASER  TRIPLETT 

Jackson,  Mississippi 


The  MSMA  recently  surveyed  the  entire  membership  for  an 
opinion  on  its  performance.  Some  of  the  results  are  most  interest- 
ing. The  survey  was  designed  to  identify  where  the  association 
needs  to  improve  its  performance  and  where  there  is  a lack  of 
knowledge  about  the  association’s  performance. 

My  initial  reaction  to  the  results  was  one  of  satisfaction  in  that 
80%  of  the  respondents  were  either  satisfied  or  very  satisfied  with 
MSMA’s  overall  performance  or  effectiveness.  However,  a fur- 
ther analysis  revealed  that  16%  responded  “neutral/I  don't  know” 
and  20%  were  dissatisfied  with  “opportunity  for  input  from  indi- 
vidual members.”  Yet  when  given  this  opportunity  for  input,  only 
19%  of  the  members  bothered  to  respond  to  the  survey. 

In  the  final  analysis  we  must  recognize  that  the  MSMA  can  only 
be  as  effective  and  strong  as  its  local  county  societies,  which  will 
only  be  as  effective  as  you  want  them  to  be  as  individuals  through 
your  participation  and  effort.  Do  you  have  an  active  local  society 
that  meets  regularly?  Do  you  attend  and  give  your  wholehearted 
support?  Does  your  society  have  ongoing  programs  to  communi- 
cate with  the  public;  to  maintain  contact  with  your  legislative 
representatives;  to  keep  open  lines  of  communication  with  your 
local  industries  to  deal  with  the  cost  and  quality  of  medical  care;  to 
monitor  and  play  an  active  role  in  health  planning  issues;  and  to 
deal  with  any  and  all  other  needs  that  so  initially  affect  our 
profession  today? 

If  you  can't  answer  yes  to  all  of  these  questions,  you  should  stop 
and  reflect  on  why  not  and  then  examine  yourself  to  find  out  what 
you  are  doing  to  advance  the  cause  of  the  profession  in  your 
community. 

The  MSMA  can  and  will  be  only  as  strong  and  effective  as  you 
want  it  to  be  as  evidenced  by  your  active  participation.  ★★★ 
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Guest  Editorial 


What  Is  Wrong? 

There  was  a time  when  the  physician  was  highly 
respected  in  his  community.  He  was  admired  for  his 
willingness  to  work  long  hours,  praised  for  his  bed- 
side manner,  and  appreciated  for  his  dedication. 
While  there  are  some  physicians  who  still  wear  the 
halo,  more  and  more  are  being  depicted  wearing 
horns.  What  is  wrong? 

In  a recent  survey  of  MSMA  members,  the  re- 
spondents indicated  that  they  felt  the  two  major 
issues  facing  the  profession  during  the  coming  years 
were  cost  and  quality  of  care  and  the  public’s  image 
of  the  profession. 

The  quality  of  care  rendered  today  is  better  than  it 
has  ever  been,  but  what  about  the  cost?  When  was 
the  last  time  you  reviewed  the  bills  you  sent  to  your 
patients?  Do  you  know  how  much  those  tests  you 
order  are  costing?  If  you  were  treating  yourself, 
would  you  order  a risky  test  unless  it  were  absolutely 
necessary?  Certainly,  the  entire  cost  of  care  does  not 
go  into  your  pocket.  But  try  explaining  that  to  a 
middle  class  worker  who  sees  you  driving  a Mer- 
cedes up  your  driveway  to  the  biggest  house  in  town . 

After  careful  screening  by  the  claims  committee, 
recent  evaluations  of  malpractice  claims  against 
physicians  insured  with  the  Mississippi  Medical 
Fraternal  and  Educational  Society  indicate  that  only 
15%  of  the  claims  have  merit  from  a medical  stand- 
point. Why  do  the  patients  involved  in  the  other  85% 
of  the  claims  go  to  a lawyer?  What  is  wrong? 

Perhaps  that  second  issue  indicated  by  the  survey 
comes  into  play.  Maybe  it  has  something  to  do  with 
the  public’s  image  of  the  profession.  Do  your  pa- 
tients know  you  work  a 60  hour  week?  Or  do  they 
just  know  about  Holy  Wednesday?  You  know,  Holy 
Wednesday.  That’s  the  day  you  rush  through  your 
last  half  dozen  patients  and  break  out  the  door  to 
make  a 12:30  tee  time.  They  might  even  think  that 
your  “continuing  education  seminars’’  don’t  neces- 
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sarily  need  to  be  in  Hawaii,  Las  Vegas,  or  on  the 
good  ship  lollipop  in  the  Caribbean.  You  might  have 
learned  a lot,  but  do  your  patients  know  you  learned 
a lot?  Remember,  it’s  their  perception  we  are  talking 
about. 

It  has  been  said  that  the  practice  of  medicine  is 
both  an  art  and  a science.  Everyone  agrees  that 
medical  science  is  better  than  it  has  ever  been  and 
improving  daily.  But  what  about  the  art  of  practicing 
medicine;  the  ability  to  communicate  effectively  to 
the  patient  that  you  too  are  concerned  about  what  it 
all  costs;  the  oldtime  bedside  manner  that  lets  the 
patient  know  you  are  genuinely  interested  in  his 
health?  Is  the  art  of  practicing  medicine  improving 
as  fast  as  the  science?  Or  could  it  be  that  the  loss  of 
the  art  just  might  be  what  is  wrong? 

David  R.  Steckler,  M.D. 

103  Mansfield  Dr. 

Natchez,  MS  39120 


Cancer  Staging 
By  the  TNM  System 

The  American  Joint  Committee  for  Cancer  Stag- 
ing and  End-Result  Reporting  was  organized  on 
January  9,  1959,  for  the  purpose  of  developing  a 
system  of  clinical  staging  of  cancer  by  site  accept- 
able to  the  American  medical  profession.  The  spon- 
soring organizations  are,  the  American  College  of 
Surgeons,  the  American  College  of  Radiology,  the 
College  of  American  Pathologists,  the  American 
College  of  Physicians,  the  American  Cancer  Socie- 
ty, and  the  American  Cancer  Institute.  The  Amer- 
ican College  of  Surgeons  serves  as  administrative 
sponsor. 

The  TNM  System  provides  a basis  for  categoriz- 
ing the  extent  of  the  disease.  When  the  TNM  System 
is  used,  the  letter  “T”  represents  the  primary  tumor, 
the  letter  “N”  represents  the  regional  lymph  node 
involvement,  and  the  letter  “M”  represents  distant 
metastasis.  Appropriate  suffixes  are  used  to  describe 
the  absence  or  increasing  degrees  of  dissemination. 
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(EDITORIAL/Continued) 

To  illustrate,  a cancer  of  the  lung  less  than  3 
centimeters  in  size  with  metastasis  to  peribronchial 
lymph  nodes  but  without  distant  metastasis  would  be 
classified  as  T-l,  N-l,  M-0.  Various  combinations 
are  used  to  clearly  describe  the  extent  of  the  disease 
so  that  communication  between  physicians  becomes 
precise  and  universally  understood. 

A manual  for  staging  of  cancers  is  available  from 
the  American  Joint  Committee,  55  E.  Erie  Street, 
Chicago,  IL.  All  physicians  interested  in  the  diagno- 
sis and  treatment  of  cancer  will  find  the  manual  an 
invaluable  aid  in  the  concise  classification  of  malig- 
nancy. 

George  H.  Martin,  M.D. 

Associate  Editor 


Incentives  Needed 
For  Preventive  Coverage 

Health  insurers  lack  financial  incentives  to  pro- 
vide benefits  for  preventive  care,  a federally- 
sponsored  cost-benefit  analysis  has  shown. 

The  upfront  cost  of  paying  for  hypertension 
screening  or  PAP  smears  is  greater  than  the  long- 
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term  savings  the  health  insurer  can  expect  to  reap, 
the  Congressional  Office  of  Technology  Assessment 
(OTA)  concluded. 

Though  the  costs  of  screening  accrue  only  to  the 
insurer,  the  benefits  are  widely  distributed.  They 
accrue  — in  the  form  of  better  health  and  productiv- 
ity — to  the  people  screened,  their  life  insurers, 
employers,  government,  and  society.  The  health  in- 
surer’s benefits  are  reduced  further  because  some  of 
the  people  screened  eventually  leave  the  plan. 

The  OTA  report  suggested  that  the  government 
could  provide  incentives  such  as  tax  breaks  and 
financial  assistance  to  establish  preventive  health 
programs  in  the  private  sector.  Public-private  part- 
nership is  needed,  the  report  said,  because  preven- 
tion programs  “are  often  too  expensive  for  either  the 
public  or  private  sector  to  undertake  independent- 
ly-” 

Charles  L.  Matthews 
Executive  Secretary 


Medico-Legal  Brief 

No  Holds  Barred 
In  OR  Assault 

An  orthopedist  has  been  cleared  of  responsibility 
for  a bizarre  assault  by  a technician  on  a patient  in  the 
operating  room. 

The  surgery  itself  — on  the  patient’s  knee  — was 
apparently  uneventful.  During  the  operation, 
however,  a male  technician  suddenly  attacked  the 
patient’s  genitals,  inflicting  injuries  that  were  at 
least  temporarily  incapacitating. 

The  patient’s  wife  sued,  charging  that  the  hospi- 
tal’s negligence  in  hiring  the  sexually  volatile  tech- 
nician and  the  orthopedist’s  failure  to  guard  against 
the  assault  had  led  to  her  loss  of  “consortium.” 

The  jury  in  a Georgia  court  held  that  the  plaintiff 
had  indeed  suffered  through  the  negligence  of  the 
orthopedist  and  the  hospital  but  estimated  the  dam- 
ages from  loss  of  consortium  at  no  more  than 
$1,000.  However,  the  trial  judge,  finding  the  evi- 
dence insufficient  to  support  such  a verdict,  over- 
ruled the  decision  and  handed  down  a judgment 
clearing  the  defendants. 

A Georgia  Court  of  Appeals  has  now  affirmed  that 
ruling  by  the  lower  court.  — Ga.  App. , 274  S.E.2d 
72. 
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Council  Makes  Plans 
For  1 14th  Annual  Session 

The  Council  on  Scientific  Assembly  met  at  the 
MSMA  headquarters  office  on  September  10  to  plan 
activities  for  the  association’s  114th  Annual  Ses- 
sion, set  for  May  2-6,  1982,  at  the  Biloxi  Hilton. 

In  addition  to  meetings  of  the  14  scientific  sec- 
tions and  the  House  of  Delegates,  next  year’s  annual 
session  will  feature  special  events  to  recognize  the 
association’s  125th  anniversary  year.  Included  in  the 
preliminary  plans  are  a special  anniversary  party 
honoring  the  past  presidents  of  the  association  which 
will  be  held  on  Wednesday  evening,  and  an  exhibit 
of  medical  artifacts  which  will  be  on  display  during 
the  five-day  meeting. 

The  annual  membership  and  spouse  banquet  is 
scheduled  for  Tuesday  evening,  with  syndicated  col- 
umnist Abigail  Van  Buren  (Dear  Abby)  as  guest 
speaker.  The  annual  president’s  reception  will  be 
held  Sunday  evening.  Medical  alumni  groups  will 
host  reunions  on  Monday  night. 

Tennis  and  golf  tournaments  are  again  on  the 
annual  session  schedule,  along  with  the  popular 
fishing  rodeo.  This  year,  ajogging  event  will  also  be 
included  in  the  special  activities. 

The  program  calls  for  scientific  sections  to  meet 
according  to  the  following  schedule:  Sunday,  May  2 
— sections  on  orthopedic  surgery,  anesthesiology, 
pathology,  psychiatry,  EENT,  radiology,  and  der- 
matology; Tuesday,  May  4 — sections  on  medicine, 
preventive  medicine,  and  surgery;  Wednesday,  May 
5 — sections  on  family  practice,  ob-gyn,  pediatrics, 
and  urology.  The  annual  James  Grant  Thompson 
Memorial  Lecture  will  be  presented  during  the  meet- 
ing of  the  Section  on  Surgery. 

Scientific  exhibits  will  be  on  display  throughout 
the  week,  with  winners  receiving  the  Aesculapius 
Award. 

The  House  of  Delegates  will  again  meet  on  Mon- 
day and  Thursday,  with  reference  committee  meet- 
ings on  Monday  afternoon.  Also  on  the  Monday 
afternoon  schedule  is  the  annual  meeting  of  the  Mis- 
sissippi Foundation  for  Medical  Care.  The  annual 
meeting  of  the  Mississippi  Medical  Fraternal  and 
Educational  Society  is  slated  for  Sunday  afternoon. 
A number  of  medical  specialty  societies  are  ex- 
pected to  schedule  meetings  throughout  the  week. 

The  MSMA  Auxiliary  will  hold  its  59th  Annual 


Session  concurrently  with  the  MSMA  session. 

Future  issues  of  the  Journal  MSMA  will  include 
more  details  about  the  program  for  the  upcoming 
meeting.  Members  are  urged  to  make  plans  now  to 
attend. 

Mild  Hypertension 
Now  A Target 

The  High  Blood  Pressure  Advisory  Committee  of 
the  Mississippi  Affiliate  of  the  American  Heart 
Association,  chaired  by  Richard  G.  Hutchinson, 
M.D.,  has  recommended  that  the  cutoff  for  referral 
to  a physician  be  lowered  from  160/95  to  150/90. 
This  action  means  that  Mississippi  Heart  Associa- 
tion high  blood  pressure  and  referral  program  has  a 
new  target  population.  The  committee’s  decision 
was  based  on  yet-to-be  published  data  from  the 
Hypertension  Detection  and  Follow-up  Program, 
sponsored  by  the  National  Heart,  Lung  and  Blood 
Institute. 

Lions  Sponsor 
UMC  Program 


The  Jackson  Central  Lions  Club  sponsored  the  third 
annual  ophthalmology  program  at  the  University  of  Mis- 
sissippi Medical  Center.  Dr.  David  L.  Guyton  (center), 
son  of  Dr.  and  Mrs.  Arthur  Guyton  of  Jackson,  presented 
the  seminar.  Dr.  Guyton  is  assistant  professor  of  ophthal- 
mology at  the  Johns  Hopkins  University  School  of  Medi- 
cine in  Baltimore.  With  him  are  (from  left)  Dr.  Samuel 
Johnson,  UMC  professor  of  surgery'  and  chief  of  the 
division  of  ophthalmology,  and  Dr.  Raul  Valenzuela, 
professor  of  surgery’  ( ophthalmology ).  Cosponsors  were 
the  UMC  Division  of  Ophthalmology  and  the  Medical 
Center  Division  of  Continuing  Health  Professional 
Education. 
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MAFP  Conducts 

Annual  Scientific  Assembly 

Dr.  Ben  Earl  Kitchens  of  Iuka  was  installed  as 
president  of  the  Mississippi  Academy  of  Family 
Physicians  at  its  33rd  annual  Scientific  Assembly. 
Dr.  Robert  L.  Blake  of  Maysville,  KY.  president  of 
the  American  Board  of  Family  Practice,  installed  the 
officers  and  directors  at  the  Biloxi  meeting,  held 
July  29-August  1. 

New  officers  of  the  MAFP  are  Dr.  Louis  Ruben- 
stein  of  Ocean  Springs,  president-elect;  Dr.  Hardy 
Woodbridge,  Jr.,  of  Jackson,  vice  president;  Dr. 
James  Waites  of  Laurel,  secretary-treasurer;  Dr.  Ed- 
ward Hill  of  Hollandale,  delegate  to  AAFP;  and  Dr. 
Walter  H.  Rose  of  Indianola,  alternate  delegate. 

New  directors  are  Dr.  Dayton  Whites  of  Luce- 
dale,  Dr.  Elmo  Gabbert  of  Meadville,  Dr.  William 
Gillespie  of  Meridian,  Dr.  Jerome  B.  Hirsch  of 
Greenville,  and  Dr.  Tom  Glasgow  of  Oxford. 

Dr.  Hardy  Woodbridge  received  the  John  B. 
Howell  Memorial  Award  for  outstanding  service  to 
family  medicine  in  Mississippi.  Other  awards  went 
to  Dr.  Jack  Hudson,  outstanding  senior  student  in 
medicine,  and  Mary  Ann  Frank,  outstanding  junior 
student. 

Theme  of  the  program  was  “Life  Style  Changes 
for  Better  Health.”  Featured  speaker  was  Dr.  Ken- 
neth Cooper  of  Dallas,  TX.  Saturday's  “Heart 
Day”  program  featured  presentations  by  Drs.  Ken- 
neth Bennett,  Quinton  H.  Dickerson,  William 
Arthur  Jones  and  McKamy  Smith  of  Jackson,  and 
Dr.  Benjamin  Carmichael  of  Hattiesburg. 


Dr.  Hardy  Woodbridge  of  Jackson,  left,  received  the 
John  B.  Howell  Memorial  Award  of  the  MAFP  at  the 
academy's  annual  meeting  in  July.  Dr.  Joseph  Johnston 
of  Mount  Olive,  right,  made  the  presentation. 
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Dr.  Ken  Cronin  of  Jackson,  left,  and  Dr.  John  Hassell 
of  Laurel  display  the  first  place  trophies  won  during  the 
MAFP’s  tennis  tournament . 


Medicaid  Budget 
Hit  Hardest 

Experts  representing  butchers,  bakers,  candle- 
stick makers  and  just  about  every  other  human  enter- 
prise under  the  American  sun  continue  to  tramp  and 
tread  through  the  maze  of  details  contained  in  the 
historic  Reagan  budget  reconciliation  and  tax  cut 
legislation  searching  to  better  understand  what’s  in 
store  for  whom. 

Future  federal  spending  for  health  care  is  pretty 
clear,  however.  The  budget  reconciliation  measure 
cuts  $2  billion  in  health  spending  over  previously 
projected  levels  with  most  of  the  reductions  coming 
to  roost  on  the  Medicaid  program. 

Federal  matching  payments  will  be  reduced  by 
three  percent  in  the  fiscal  year  starting  October  1 
under  the  budget  reconciliation  law.  The  reduction 
will  climb  to  four  percent  in  fiscal  1983  and  4.5 
percent  in  fiscal  1984.  More  than  $1  billion  in  feder- 
al payments  to  the  states  will  be  missing. 

The  budget  law  provides  relief  for  states  if  they 
meet  certain  criteria.  The  federal  cut  could  be  offset 
by  one  percent  each  for  operating  a qualified  hospital 
cost  review  program,  having  an  area  unemployment 
rate  exceeding  150  percent  of  the  national  average, 
and  sufficient  recoveries  from  fraud  and  abuse  activ- 
ities. State-effected  savings  over  a certain  percent- 
age also  would  qualify  for  upping  federal  payments. 

A controversial  Senate  amendment  that  would 
have  repealed  Medicaid  beneficiaries’  freedom  of 
choice  of  providers  was  tossed  out  in  conference. 
Instead,  the  bill  allows  states  to  apply  for  waivers 
from  the  Health  and  Human  Services  (HHS)  Secre- 


tary to  eliminate  freedom  of  choice,  allowing  states 
to  direct  beneficiaries  to  hospitals  or  physicians. 

The  law  permits  states  to  require  individuals  who 
over-utilize  services  to  use  selected  providers,  and 
allows  states  to  limit  the  participation  of  providers 
found  to  have  abused  the  program. 

States  are  authorized  to  buy  laboratory  services 
and  medical  devices  through  competitive  bidding. 
The  HHS  Department  could  allow  states  to  establish 
cost-effective  arrangements  for  services  and  drugs. 

States  are  given  the  okay  to  enter  into  Medicaid 
prepaid  risk  arrangements  with  federally  qualified 
health  maintenance  organizations  (HMOs).  The 
limitation  on  Medicare  and  Medicaid  enrollment  in 
HMOs  with  state  Medicaid  contracts  is  raised  from 
50  percent  to  75  percent  of  the  total  membership. 


Block  Grants 
Will  Be  Back 

The  Reagan  Administration  has  told  the  nation’s 
governors  it  it  committed  to  achieving  the  type  of 
block  grants  favored  by  the  governors. 

HHS  Secretary  Schweiker,  in  a meeting  with  the 
governors  recently,  commended  the  governors  for 
their  support  in  the  Administration’s  tangle  with 
Congress  on  the  block  grant  issue.  He  conceded  that 
the  result  was  a long  way  from  the  original  goal  of 
turning  the  responsibility  over  to  the  states,  but 
promised  an  effort  will  be  made  next  year  to  put 
more  federal  programs  into  block  grants. 

In  acting  on  the  Administration’s  proposal  to 
place  a wide  range  of  programs  into  block  grants, 
including  26  health  programs.  Congress  gave  the 
Administration,  at  best,  half-a-loaf.  About  20  health 
programs  were  placed  in  block  grants  in  the  budget 
reconciliation  measure,  and  most  of  these  were 
wrapped  in  restrictions  as  to  how  the  states  could 
spend  the  money. 

The  block  grant  concept  is  to  place  a group  of 
federal  programs  into  a single  lump  sum  allotment  to 
the  states  with  the  states  then  free  to  spend  the  money 
among  the  various  programs  as  they  choose. 

Schweiker  said  the  Administration  is  now  work- 
ing to  design  the  block  grants  approved  by  Congress 
with  a minimum  of  federal  regulations  so  that  the 
states  will  have  maximum  flexibility. 

White  House  and  HHS  officials  are  beginning  a 
series  of  regional  conferences  at  all  levels  of  govern- 
ment to  coordinate  and  speed  the  implementation  of 
the  block  grants,  he  said.  The  emphasis  throughout 
will  be  on  deregulation,  Schweiker  told  the  gov- 
ernors. 
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THE  TRADITION  OF  ELEGANCE 
IN  THE  HEART  OF  OXFORD 


Next  time  you  stay  in  Oxford,  surround  yourself 
with  the  quiet  elegance  of  a truly  fine  hotel. 

The  Mississippi  Ramada  Inn  is  under  new  owner- 
ship and  management.  All  rooms  have  been  com- 
pletely remodeled,  and  we  offer  over  120  beautiful  ap- 
pointed rooms  and  suites.  The  big,  comfortable  bed- 
rooms are  handsomely  furnished,  each  featuring  free 
direct  dial  telephone,  Magnavox  color  television  with 
AM/FM  stereo  and  free  HBO  in  your  room. 

We  have  the  right  size  meeting 
room  for  your  business  conference, 
sales  meeting,  presentation  or 
group  meeting.  Think  about  the 
convenience  of  holding  it  at  the 
finest  hotel  in  north  Mississippi 
....  in  Oxford  . . . the  home  of  the 
University  of  Mississippi. 

It  makes  sense!  The  Mississippi 


Ramada  Inn  has  complete  facilities  to  get  you  right 
down  to  business.  Our  Conference  Center  accommo- 
dates groups  from  3 to  300  in  complete  comfort. 

Then  there’s  the  beautiful  Annabelle  Lee’s  Lounge 
with  live  entertainment  nightly  and  Annabelle  Lee’s 
Supper  Club  for  imaginative  dining. 

A Special! 

Now  through  December  31,  1981,  the  Mississippi 
Ramada  Inn  offers  a special  Fall/Winter  rate  for  any 
Friday,  Saturday,  Sunday  or  Mon- 
day (except  during  football  games 
and  special  events).  The  rate  is 
$20.00  per  room,  maximum  four  to 
a room. 

Ramada  Inn,  where  your  travel 
dollar  has  more  value  than  ever. 
For  reservations  call  toll  free 
1-800-228-2828 


MISSISSIPPI 


HIGHWAY  6 WEST 
OXFORD,  MISSISSIPPI 
601-234-9112 


Bramm,  David  Leroy,  Centreville.  Bom  Mem- 
phis, TN,  Aug.  4,  1952;  M.D.,  University  of  South 
Alabama  School  of  Medicine,  Mobile,  1980;  in- 
terned one  year.  University  of  South  Alabama  Hos- 
pitals, Mobile;  elected  by  Amite-Wilkinson  Medical 
Society. 

Chetta,  Marc  Anthony,  Poplarville.  Bom  Baton 
Rouge,  LA,  Dec.  30,  1953;  M.D.,  Louisiana  State 
University  School  of  Medicine,  New  Orleans,  1978; 
interned  and  family  practice  residency,  Tallahassee, 
FL,  1 978-8 1 ; elected  by  Pearl  River  County  Medical 
Society. 

Davidson,  Edwin  Marionneaux,  Gulfport.  Bom 
Plaquemine,  LA,  June  26,  1946;  M.D.,  Louisiana 
State  University  School  of  Medicine,  New  Orleans, 
1972;  interned  University  of  Texas  Hospitals,  San 
Antonio,  one  year;  medicine  residency,  LSU  and 
Charity  Hospital,  New  Orleans,  1973-75;  medical 
oncology  residency,  University  of  Missouri  Medical 
Center,  Columbia,  1975-77;  elected  by  Coast  Coun- 
ties Medical  Society. 

Duckworth,  Michael  Ralph,  Columbus.  Born 
Brookhaven,  MS,  Mar.  13,  1950;  M.D.,  University 
of  Mississippi  School  of  Medicine,  Jackson,  1975; 
interned  and  internal  medicine  residency,  UMC, 
Jackson,  1975-78;  elected  by  Prairie  Medical  Socie- 
ty. 

Gerald,  Carolyn,  Wiggins.  Bom  Hattiesburg, 
MS,  Oct.  26,  1943;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1980;  interned  UMC, 
Jackson,  one  year;  elected  by  Coast  Counties  Medi- 
cal Society. 

Green,  Richard  T.,  Picayune.  Bom  Cape  Girar- 
deau, MO,  April  24,  1933;  M.D. , Tulane  University 
School  of  Medicine,  New  Orleans,  1958;  interned 
UMC,  Jackson,  one  year;  medicine  residency, 
Ochsner  Foundation,  New  Orleans,  1966-68;  occu- 
pational medicine  residency,  University  of  Cincin- 
nati, OH,  1963;  elected  by  Pearl  River  Medical 
Society. 

Holmes,  Edward  Harris,  Meridian.  Born  Wino- 
na, MS,  Mar.  23,  1950;  M.D. , University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1976;  interned, 
medicine  residency  and  fellowship  in  pulmonary 
medicine,  UMC,  Jackson,  1976-81;  elected  by  East 
Mississippi  Medical  Society. 


Jeter,  Marvin  H.,  Jr.,  Jackson.  Bom  West  Point, 
MS,  Nov.  7,  1935;  M.D.,  Tulane  University  School 
of  Medicine,  New  Orleans,  1962;  interned  and 
medicine  residency,  UMC,  Jackson,  1962-66;  rein- 
stated by  Central  Medical  Society. 

Strong,  William  B.,  Jr.,  Hattiesburg.  Born 
Vicksburg,  MS,  Aug.  3,  1950;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1976;  in- 
terned UMC,  Jackson,  one  year;  pathology  residen- 
cy, University  of  Tennessee,  Memphis,  1977-78; 
anesthesiology  residency.  University  of  Texas,  Gal- 
veston, 1978-80;  elected  by  South  Mississippi 
Medical  Society. 


PERSONALS 


James  L.  Achord  of  UMC  spoke  to  staff  members 
at  Jackson-Madison  County  General  Hospital  in 
Jackson,  Tennessee,  August  10-11. 

W.  Joseph  Burnett  of  Oxford  announces  the  asso- 
ciation of  R.  Alan  Davis  for  the  practice  of 
otolaryngology,  maxillofacial  surgery  and  facial 
plastic  surgery. 

Marc  A.  Chetta  has  opened  his  office  for  family 
practice  at  207  West  Pearl  Street  in  Poplarville. 

James  E.  Clarkson  has  opened  his  office  for  the 
practice  of  hematology  and  medical  oncology  at  1 27 
Lameuse  Street  in  Biloxi. 

Lala  Mathers  Dunbar  announces  the  opening  of 
her  office  for  the  practice  of  internal  medicine  at  950 
East  Wayne  Street  in  Waynesboro. 

Lewis  E.  Hatten  was  guest  speaker  at  the  July 
meeting  of  the  Hattiesburg  unit  of  the  American 
Diabetes  Association. 

William  H.  Hill  announces  the  opening  of  his 
office  in  the  Coastal  Medical  Center,  Biloxi,  for  the 
practice  of  cardiology. 

Sam  Johnson  of  UMC  was  a featured  speaker  at  a 
recent  meeting  of  the  American  Association  of 
Workers  for  the  Blind  in  Toronto,  Canada. 

Francis  S.  Morrison  of  UMC  lectured  during  the 
August  meeting  of  the  Mississippi  Association  of 
Surgical  Technologists  in  Biloxi. 


OCTOBER  1981 
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PERSONALS  / Continued 


Walter  C.  Moses,  Jr.  announces  the  opening  of 
his  office  for  the  practice  of  internal  medicine  at  405 
River  Road  in  Greenwood. 

Matthew  John  Page  of  Greenville  recently  re- 
ceived an  award  for  25  years  of  service  to  mankind 
from  Meharry  Medical  College. 

Philip  G.  Rhodes  of  UMC  made  a presentation 
during  the  August  meeting  of  the  Mississippi  Asso- 
ciation of  Surgical  Technologists  in  Biloxi. 

James  A.  Shefeield  and  Ronald  T.  Bruni  of  Gulf- 
port announce  the  association  of  R.  Bryant 
McCrary  in  the  Gulf  Coast  Pediatric  Clinic,  0450 
Pass  Road. 

Beverly  Ann  Smith  of  Jackson  announces  the 
association  of  William  K.  Sutherland  in  the  prac- 
tice of  obstetrics  and  gynecology  at  608  Medical 
Arts  Building. 

Bobby  D.  Smith  has  associated  with  John  A. 
McLeod,  III,  Katherine  Aldridge,  Joseph  B. 
McMillon  and  James  R.  House,  Jr.  of  Hattiesburg 
for  the  practice  of  anesthesiology. 


DEATHS 


Hagaman,  A.  Van  Dyke,  Jackson.  Born  Centre  - 
ville,  MS,  Jan.  10,  1905;  M.D.,  Vanderbilt  Uni- 
versity School  of  Medicine,  Nashville,  1928;  in- 
terned Touro  Infirmary,  New  Orleans,  one  year; 
EENT  residency,  Cleveland  Clinic,  Cleveland,  OH, 
1929-30;  died  Aug.  6,  1981,  age  76. 

Rader,  Benjamin  B.,  Jr.,  Clarksdale.  Born  Pitts- 
burgh, PA,  June  3,  1937;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1969;  in- 
terned Mississippi  Baptist  Hospital,  Jackson,  one 
year;  died  July  9,  1981,  age  44. 

Spell,  Frederick  Kervin,  Columbia.  Bom  Mor- 
gantown, MS,  Oct.  27,  1925;  M.D.,  Tulane  Uni- 
versity School  of  Medicine,  New  Orleans,  1953; 
interned  Confederate  Memorial  Medical  Center, 
Shreveport,  1953-1954;  general  practice  residency, 
Natchez  Charity  Hospital,  Natchez,  MS,  1954-55; 
ob-gyn  residency,  Ochsner  Hospital,  New  Orleans, 
1959-1962;  died  Aug.  13,  1981,  age  55. 
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CyCUPEN-MCcycbcillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ompicillin 
class  and  its  use  should  be  confined  to  these  indications  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  by  S pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae ) and  H influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H influenzae 
SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers 

URINARY  TRACT  INFECTIONS  caused  by  E . coli  and  P mirobilis 
(This  drug  should  not  be  used  in  any  E . coli  and  P mirobilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reported  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens  There  are  reports  of  patients 
with  nistory  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  otner  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine  Oxygen,  I V steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed 
NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthmo.  hay  fever,  or 
urticaria  Adverse  reactions  reported  witn  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(m  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60)  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilic.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bocte- 
rial  eradication  is  evidenced  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after.  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert) 


Dosage  (Give 

in  equally  spaced  doses) 

INFECTION 

Respiratory 

ADULTS 

CHILDREN' 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q i.d 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d. 
body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

Bronchitis  and 
Pneumonia 

Mild  or 

Moderate 

Infections 

250  mg  q.i.d. 

50  mg/kg/day  q.i.d. 

Chronic 

Infections 

500  mg  q i d. 

100  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 

q.i.d.t 

50  to  100  mg/kg/dayt 

Skin  & Skin 

250  mg  to  500  mg 

50  to  100  mg/kg/day' 

Structures 

q.i.d.  t 

Urinary  Tract 

500  mg  q i.d 

100  mg/kg/day 

'Dosage  should  not  result  in  a dose  higher  than  that  for  odults 
t depending  on  severity 


Wyeth 
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Laboratories 

Philadelphia  Pa  1 9 1 0 1 


less  rash,  less  diarrhea  than  with  ampjcillin  in  studies  to  date 

Mean  blood  levels  in  mcg/ml  after  250  mg 
cyclaciilin  single  oral  dose 


Efficacy  proven  in  the  treatment  of  bronchitis, 
pneumonia,  and  upper  respiratory  infections. t 


/ 1 

V 

/ >.  / -4  A] 

' V 

• Rapid,  virtually  complete  absorption  from  Gl  tract 

• Exceptionally  high  peak  blood  levels  — 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

• Rapidly  excreted  unchanged  in  urine  — 

IV2  times  faster  than  ampicillin 


High  Cure  Rates  with  CYCLAPENS-W  (cyclaciilin) 

Causative 

Organism 

Bronchitis/Pneumonia1 

No.  of 
Patients 

S.  pneumoniae 

100% 

70 

95% 

/ J 

Chronic  Bronchitis+  (acute  exacerbation) 

H.  influenzae 

92% 

Though  clinical  improvement  has  been  shown,  bacterio- 
logic  cures  cannot  be  expected  in  all  patients  with 
chronic  respiratory  disease  due  to  H influenzae 

1 2 

Streptococcal  Sore  Throat1 

Group  A beta- 

hemolytic 

Streptococcus 

100% 

86% 

1 i*eS  % Clinical  Response 
1 1 % Bacterial  Eradication 

+ Due  to  susceptible  organisms. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 


*Based  on  single  oral  doses  of  500  mg  cyclaciilin  tablet  and  500  mg 
ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

See  important  information  on  facing  page. 

Wyeth  Laboratories  • Philadelphia.  Pa  19101 
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POSTGRADUATE 

CALENDAR 


Oct.  14-17,  1981 

Family  Practice  Update 

Holiday  Inn  Medical  Center,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Family  Medi- 
cine, the  Medical  Center  Division  of  Continuing 
Health  Professional  Education  and  the  Mississip- 
pi Academy  of  Family  Physicians. 

Coordinators:  Robert  C.  Forbes,  M.D.,  and  Robert 
F.  Willis,  M.D.,  assistant  professors  of  family 
medicine,  University  Medical  Center. 

This  annual  review  for  primary  care  physicians 
will  feature  lectures  on  practice-oriented  topics. 
Brief  lectures  followed  by  question  and  answer 
periods  will  provide  an  opportunity  to  explore 
problems  encountered  in  day-to-day  care  of  office 
and  hospital  patients.  Partial  support  is  from  the 
General  Continuing  Medical  Education  Fund  of 
the  Guardian  Society  of  the  University  of  Missis- 
sippi Alumni  Association,  the  House  Staff  Con- 
tinuing Medical  Education  Fund  of  the  Medical 


PRINTING-OFFICE  SUPPLIES 
EQUIPMENT  — FURNITURE 


Premier  Printing  Company 

2485  West  Capitol  Jackson,  Mississippi 

Phone  352-4091 


Alumni  Chapter,  The  University  of  Mississippi 
Alumni  Association  and  Ross  Labs.  Fee:  $125. 
Credit:  21.5  credit  hours  (2. 1 CEU),  Category  I of 
the  AMA  Physician's  Recognition  Award;  AAFP 
credit  applied  for. 

Dec.  3,  1981 

Hematology  in  the  Neonate 

University  Medical  Center,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Pediatrics  Di- 
vision of  Newborn  Medicine,  the  Department  of 
Obstetrics  and  Gynecology  and  the  Medical  Cen- 
ter Division  of  Continuing  Health  Professional 
Education. 

Coordinators:  Philip  G.  Rhodes,  M.D.,  associate 
professor  of  pediatrics  and  newborn  medicine  di- 
vision chief,  and  Gwen  Bussa,  R.N.,  M.N., 
C.N.M.,  assistant  professor  of  nursing  and  in- 
structor in  obstetrics  and  gynecology  (nurse- 
midwifery),  University  Medical  Center. 

This  program  will  focus  on  the  normal  hemato- 
logical finds  and  their  variations  in  the  newborn. 
The  program  is  limited  to  ten  registrants.  Support 
is  acknowledged  from  the  General  Continuing 
Medical  Education  Fund  of  the  Guardian  Society 
of  the  University  of  Mississippi  Alumni  Associa- 
tion. Fee:  $35.  Credit:  5.5  credit  hours  (.55  CEU), 
Category  I of  the  AMA  Physician’s  Recognition 
Award;  AAFP  credit  applied  for. 

Dec.  10-11,  1981 

Third  Annual  Mississippi  Perinatal 

Postgraduate  Course 

Holiday  Inn  Downtown,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Obstetrics  and 
Gynecology  Division  of  Maternal-Fetal  Medi- 
cine, the  Department  of  Pediatrics  Division  of 
Newborn  Medicine,  the  School  of  Nursing  and 
the  Medical  Center  Division  of  Continuing  Health 
Professional  Education. 

Coordinators:  John  C.  Morrison.  M.D.,  professor  of 
obstetrics  and  gynecology  and  director  of  the  divi- 
sion of  maternal-fetal  medicine,  and  Philip  G. 
Rhodes,  M.D.,  associate  professor  of  pediatrics 
and  chief  of  the  division  of  newborn  medicine. 
University  Medical  Center. 

This  third  annual  program  will  look  at  new 
developments  in  perinatal  medicine.  Sessions  in- 
clude the  management  of  pregnancy  induced 
hypertension,  intrauterine  growth  retardation,  and 
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diagnosis  and  management  of  perinatal  infec- 
tions. The  program,  also  open  to  nurses,  social 
workers,  dietitians,  and  technicians,  will  focus  on 
the  multidisciplinary  approach  to  solving  perina- 
tal health  care  problems.  Partial  support  for  the 
program  is  from  the  Obstetrics  and  Gynecology 
Continuing  Medical  Education  Fund  of  the  Uni- 
versity of  Mississippi  Alumni  Association  and  a 
grant  from  Mead-Johnson  and  Ross  Laboratories. 
Fee:  $200  for  physicians.  Credit:  12.5  credit  hours 
(1.25  CEU),  Category  I of  the  AMA  Physician’s 
Recognition  Award  and  the  American  Academy 
of  Family  Physicians. 

Dec.  17,  1981 

Newborn  Metabolism  — Fluids  and 
Electrolytes 

University  Medical  Center,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Pediatrics  Di- 
vision of  Newborn  Medicine,  the  Department  of 
Obstetrics  and  Gynecology  and  the  Medical  Cen- 
ter Division  of  Continuing  Health  Professional 
Education. 

Coordinators:  Philip  G.  Rhodes,  M.D.,  associate 
professor  of  pediatrics  and  newborn  medicine  di- 
vision chief,  and  Gwen  Bussa,  R.N.,  M.N., 
C.N.M.,  assistant  professor  of  nursing  and  in- 
structor in  obstetrics  and  gynecology  (nurse- 
midwifery). 

This  program  will  define  the  normal  fluid  and 
electrolyte  status  and  medications  in  newborns. 
Abnormalities  and  their  treatment  are  also  to  be 
covered.  The  program  is  limited  to  10  partici- 
pants. Support  is  acknowledged  from  the  General 
Continuing  Medical  Education  Fund  of  the 
Guardian  Society  of  the  University  of  Mississippi 
Alumni  Association. 

For  more  information,  contact  Continuing  Educa- 
tion, University  of  Mississippi  Medical  Center, 
2500  North  State  Street,  Jackson,  MS  39216. 
Phone:  (601)  987-4914. 

Pulmonary  Disease  Seminar 
Scheduled 

A seminar  on  pulmonary  disease  will  be  held 
Nov.  12  at  Forrest  General  Hospital.  Lectures  in- 
clude: advances  in  asthma,  non-ventilator  manage- 
ment of  COPD,  advances  in  granulomatous  disease, 
and  evaluation  of  pneumonia.  For  information,  write 
to  Hattiesburg  Clinic,  415  S.  28th  Ave.,  Hatties- 
burg, MS  39401. 


UMC  Names 

New  Faculty  Members 

Five  new  faculty  members  have  joined  the  School 
of  Medicine  and  centerwide  faculties  at  the  Uni- 
versity of  Mississippi  Medical  Center. 

Dr.  Norman  C.  Nelson,  UMC  vice  chancellor  and 
School  of  Medicine  dean,  announced  their  appoint- 
ments following  approval  by  the  Board  of  Trustees, 
State  Institutions  of  Higher  Learning. 

Dr.  Matityahu  Shaklai  was  named  visiting  associ- 
ate professor  of  medicine.  Joining  the  faculty  as 
associate  professor  of  radiology  are  Dr.  Bharti  Patel 
and  Dr.  Rameshkumar  B.  Patel.  Lucy  Hathorn  Les- 
lie was  named  an  instructor  in  pediatrics  (psycholo- 
gy), and  Dr.  Robert  G.  Carroll  was  named  an  in- 
structor in  physiology  and  biophysics. 

Dr.  Shaklai  earned  the  M.D.  degree  at  the  Hebrew 
University  School  of  Medicine,  interned  at  Hashar- 
on  Hospital  and  took  residency  training  at  Beilinson 
Medical  Center.  He  held  a fellowship  at  Scripps 
Clinic  and  Research  Foundation.  Dr.  Shaklai  had 
been  director  of  the  division  of  hematology  at  Beilin- 
son Medical  Center  and  senior  lecturer  in  hematolo- 
gy at  Tel-Aviv  University  School  of  Medicine  since 
1978. 

Dr.  Bharti  Patel  had  been  assistant  professor  of 
internal  medicine  in  the  division  of  nuclear  medicine 
at  St.  Louis  University  School  of  Medicine  since 
1980.  Dr.  Patel  earned  the  M.D.,  took  residency 
training  at  Baroda’s  University  Hospitals  and  held  a 
fellowship  in  nuclear  medicine  at  Washington  Uni- 
versity. 

Dr.  Rameshkumar  Patel  earned  the  M.D.  at  the 
University  of  Baroda,  interned  at  Baroda's  Universi- 
ty Hospitals  and  at  South  Baltimore  General  Hospi- 
tal and  took  residency  training  at  Case  Western  Re- 
serve University  Hospital  and  the  University  of  Vir- 
ginia Medical  Center.  Dr.  Patel  held  a fellowship  at 
Washington  University,  and  had  been  assistant  pro- 
fessor of  radiology  at  St.  Louis  University  since 
1978. 

Ms.  Leslie  earned  the  B.A.  at  Millsaps,  and  the 
M.A.  and  Ph.D.  degrees  at  the  University  of  Missis- 
sippi. She  had  been  director  of  team  coordination 
and  programs  at  North  Mississippi  Retardation  Cen- 
ter in  Oxford  since  1 980  and  was  director  of  diagnos- 
tic services  there  from  1978-1980. 

Dr.  Carroll,  a B.S.  graduate  of  the  University  of 
Notre  Dame,  earned  the  Ph.D.  at  the  College  of 
Medicine  and  Dentistry  of  New  Jersey.  He  had  been 
a graduate  assistant  there  since  1978. 
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PLACEMENT  SERVICE 


Physicians  Wanted 

Anesthesiologist  to  join  large  community  hospi- 
tal. Contact  Tom  Askew,  Administrator,  Green- 
wood-Leflore  County  Hospital,  Greenwood,  MS 
38930. 

Associate  or  Physicians  interested  in  independent 
practice  in  family  medicine,  internal  medicine, 
pediatrics,  surgery  or  ob-gyn.  Suite  ready  for  lease 
or  will  build  to  suit  tenant.  Located  in  rapidly  grow- 
ing Northeast  Jackson  suburban  area.  Contact 
Robert  Cates,  M.D. , Cates  Plaza  Clinic,  Ridgeland, 
MS  or  call  (601)  856-6000. 

Surgeon  to  associate  in  active  practice  in  town  of 
15,000  in  Southwest  Mississippi.  Drawing  area 
75,000.  Contact  Marvin  Harvey,  M.D.,  Box  728, 
McComb,  MS  39648. 


Situations  Wanted 

Board  Eligible  Anesthesiologist  seeks  practice 
location.  M.D.  from  M.  P.  Shah  Medical  College, 
Jamnagar,  India,  1971.  Anesthesiology  residency  at 
University  of  Tennessee,  1980.  Married.  Contact 
Mohanlal  L.  Patel,  M.D.,  5289  Queen  Anne  Dr., 
Memphis,  TN  38134. 

Pediatrician  completing  military  obligation  in 
November  seeks  practice  opportunity  in  single  spe- 
cialty, multi-specialty  or  partnership  position  in 
community  of  20,000-80,000  population.  Contact 
David  W.  Drennen,  M.D.,  9998A  Saint  Onge  Ave- 
nue, Ellsworth  AFB,  SD  57706. 

Pediatrician  seeks  practice  location  upon  comple- 
tion of  residency  in  July  1981.  Contact  J.  K. 
Angrish,  M.D.,  1222  Vincent  Ct.,  #4,  Flint,  Ml 
48503. 


JOIN  MPAC  TODAY 


Pathologist — Board  Eligible.  University  trained. 
Completing  residency.  Available  July  1981.  Contact 
Ashraf  Mohammad,  M.D.,  University  Medical  Cen- 
ter, 2500  North  State  St.,  Jackson,  MS  39216. 


Cardiologist  seeks  solo  or  group  practice  opportu- 
nity in  hospital-based  consultative  practice.  Com- 
pleting fellowship  in  June  1981 . Contact  Amar  De- 
Sai,  M.D.,  1003  Fenley  Ave.,  Louisville,  KY 
40222. 


Pediatrician  and  Pathologist  (husband  and  wife) 
seek  practice  opportunity.  Available  July  1981. 
Contact  Michael  M.  Lessner,  M.D.  and  Evelyn  J. 
Diehl,  M.D.,  1920  Cheremoya  Ave.,  Los  Angeles, 
CA  90068. 


Pathologist  especially  interested  in  coagulation  and 
blood  banking  seeks  hospital-based  position.  Con- 
tact Daniel  Williams,  Jr.,  M.D.,  77  Rippowam  Rd., 
Apt.  A,  Stamford,  CT  06902. 


General  Practitioner  seeks  practice  location  in 
small  community.  Contact  Keith  Hummed,  M.D., 
405  Mesaba  Ave.,  Apt.  5C,  Duluth.  MN  55806. 

Ophthalmologist  seeks  practice  location  upon 
completion  of  military  service  in  January  1982. 
Contact  John  R.  Wood,  M.D.,  8430  Rocky  Path, 
San  Antonio,  TX  78250. 


Board  Eligible  Internist  seeks  practice  location; 
M.D.  from  University  of  Texas  at  Southwestern. 
Contact  Stephen  R.  Cherry,  M.D.,  7061  B Creek- 
view  Trail,  St.  Louis,  MO  63123. 

Board  Eligible  Pathologist  seeks  practice 
opportunity.  Graduate  of  University  of  Mississippi 
School  of  Medicine;  residencies,  UMC.  Contact 
Marianna  G.  Pardue,  M.D..  315  Cedarwood,  Jack- 
son,  MS,  39212. 

Board  certified  family  practitioner  seeks  prac- 
tice location.  Currently  completing  military  obliga- 
tion and  available  7/82.  Contact  John  E.  Baites,  Jr., 
M.D.,  5405  Hackney  Circle,  Bossier  City,  LA 
71111. 
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General  practice  opportunity  in  group  practice  in 
small  rural  community.  East  Central  Mississippi. 
Excellent  hospital  and  office  facilities.  Contact:  Art 
Nester,  Administrator  (601)  743-5851,  Prentiss  F. 
Keys,  M.D.,  and  J.  L.  Smith,  M.D.  (601)  743- 
2642. 

CompHealth  — Locum  Tenens  — Physicians 
covering  physicians,  nationwide,  all  specialties.  We 
provide  cost  effective  quality  care.  Call  us  day  or 
night.  T.  C.  Kolff,  MD,  President,  CompHealth, 
175  W.  200  S.,  Salt  Lake  City,  Utah  84101,  (801) 
532-1200. 

200  Milliamps  office  x-ray  unit,  complete  with 
table,  stand  and  new  tube,  and  tank  developing  sys- 
tem, pig-o-stat,  x-ray  file  storage,  mobile  screen, 
chest  plate  rack,  apron  and  accessories.  $8,000. 
Available  now.  Contact  Dr.  Lyle,  Starkville  Chil- 
dren’s Clinic,  P.O.  Box  1507,  Starkville,  MS 
39759;  (601)  323-7510. 


Clay  Adams  Electronic  cell  counter.  Performs 
HGB,  RBC,  WBC;  List  $6,950.00  — sacrifice 
$3,500.00.  Contact  Robert  T.  Cates,  M.D.,  (601) 
856-6000. 

Equipment  for  sale.  Like  new.  Flame  photometer, 
chloride  unit,  coagulation  unit,  centrifuge,  cell 
counter.  Also  GE  DXS-650-11  x-ray  generating  unit 
plus  chest  changer.  Call  (601)  981-1003. 


114th  Annual  Session 


May  2-6,  1982 


Mark  Your  Calendars  Now 
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Thus  far  in  1981  seven  states  have  either  enacted  a "child  passenger  protection 
law"  for  the  first  time  or  amended  an  existing  law,  according  to  data  collected 
by  the  AMA’s  Department  of  State  Legislation.  Generally,  the  laws  require  that 
children  below  a specified  age  be  properly  protected,  through  the  use  of  child 
passenger  restraint  systems  meeting  certain  standards,  when  being  transported  in 
motor  vehicles.  Penalties  for  failure  to  comply  with  the  laws  vary  from  verbal 
warnings  to  fines. 


Updated  information  for  physicians  and  the  lay  public  on  the  subject  of  DES  and 
cancer  of  the  female  reproductive  organs  is  provided  in  three  free  pamphlets  dis- 
tributed by  the  National  Cancer  Institute.  "Information  for  Physicians"  includes 
explanations  of  the  population  at  risk  and  conditions  found,  procedures  for  examina- 
tion and  referral  of  daughters  and  mothers,  an  atlas  of  DES-type  drugs,  and  other 
information.  The  pamphlets  are  available  from  the  Office  of  Cancer  Communications, 
NCI,  Building  31,  Room  10A19,  Bethesda,  MD  20205. 


The  number  of  jobs  in  the  health  care  industry  increased  5%  in  1980,  although 
employment  in  the  industry  as  a whole  increased  only  0.7%,  according  to  Health  Care 
Financing  Trends,  published  by  the  Health  Care  Financing  Administration  of  HHS . 

The  hourly  wage  rate  went  up  10%,  compared  to  a rise  of  8%  for  all  industry.  Healtl 
care  workers,  however,  make  almost  $1  an  hour  less  ($5.69)  than  their  counterparts 
elsewhere  ($6.66).  In  1980  the  health  care  industry  employed  4.8  million  people, 
or  5%  of  all  industrial  workers,  reported  HCFA. 


More  new  dietary  foods  and  beverages  may  be  on  the  market  as  a result  of  legislative 
and  regulatory  decisions  which  have  increased  the  availability  of  alternative  sweet- 
eners. That  prediction  was  made  in  a publication  of  an  association  of  manufacturers 
and  suppliers  of  the  products.  Congress  voted  to  extend  the  moratorium  on  the  ban 
on  saccharin;  the  FDA  approved  aspartame  for  sale  as  a tabletop  sweetener  and  as  an 
ingredient  in  foods  and  dry  beverages;  and  the  FDA  also  approved  the  use  of  poly- 
dextrose, a reduced-calorie  bulking  agent. 


A new  text  presenting  the  latest  clinical  research  on  drug  abuse  is  available  from 
the  AMA.  Drug  Abuse:  A Guide  for  the  Primary  Care  Physician  includes  chapters  on 
causes  and  prevalence  of  drug  abuse,  pharmacology,  diagnosis  and  management  of  acute 
drug  reactions,  medical  and  psychological  complications;  confronting  and  counseling 
drug  abusers  and  their  families,  deciding  when  to  treat  and  when  to  refer,  establish 
ing  treatment  plans,  etc.  To  order,  send  $17.00  to  Order  Dept.  OP-323,  American 
Medical  Association,  P.0.  Box  821,  Monroe,  WI  53566. 


Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short-term  relief  of 
symptoms  of  anxiety  Anxiety  or  tension  associated  with  the  stress  of 
everyday  life  usually  does  not  require  treatment  with  an  anxiolytic.  Symp- 
tomatic relief  of  acute  agitation,  tremor,  impending  or  acute  delirium  tremens 
and  hallucinosis  due  to  acute  alcohol  withdrawal,  adjunctively  in  relief  of 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders;  athetosis;  stiff-man  syndrome 
Oral  form  may  be  used  adjunctively  in  convulsive  disorders,  but  not  as  sole 
therapy  Injectable  form  may  also  be  used  adjunctively  in  status  epilepticus, 
severe  recurrent  seizures;  tetanus,  anxiety,  tension  or  acute  stress  reactions 
prior  to  endoscopic/surgical  procedures,  cardioversion 
The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use,  that  is,  more 
than  4 months,  has  not  been  assessed  by  systematic  clinical  studies  The 
physician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
individual  patient. 

Contraindications:  Tablets  in  children  under  6 months  of  age,  known 
hypersensitivity,  acute  narrow  angle  glaucoma,  may  be  used  in  patients  with 
open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous 
occupations  requiring  complete  mental  alertness  (e  g . operating  machinery, 
driving).  Withdrawal  symptoms  similar  to  those  with  barbiturates  and  alcohol 
have  been  observed  with  abrupt  discontinuation,  usually  limited  to  extended 
use  and  excessive  doses  Infrequently,  milder  withdrawal  symptoms  have 
been  reported  following  abrupt  discontinuation  of  benzodiazepines  after 
continuous  use.  generally  at  higher  therapeutic  levels,  for  at  least  several 
months.  After  extended  therapy,  gradually  taper  dosage  Keep  addiction- 
prone  individuals  (drug  addicts  or  alcoholics)  under  careful  surveillance 
because  of  predisposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations,  as  suggested  in  several 
studies.  Consider  possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

oral  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
CNS  depressants 

Not  of  value  in  treatment  of  psychotic  patients,  should  not  be  employed  in 
lieu  of  appropriate  treatment  When  using  oral  form  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal 
seizures  may  require  increase  in  dosage  of  standard  anticonvulsant  medica- 
tion, abrupt  withdrawal  in  such  cases  may  be  associated  with  temporary 
increase  in  frequency  and/or  severity  of  seizures 

injectable;  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local 
irritation,  swelling,  and,  rarely,  vascular  impairment  when  used  I.  V inject 
slowly,  taking  at  least  one  minute  for  each  5 mg  (1  ml)  given,  do  not  use  small 
veins,  i.e.,  dorsum  of  hand  or  wrist , use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix  or  dilute  Valium  with  other  solu- 
tions or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible  to  administer  Valium 
directly  I.V , it  may  be  injected  slowly  through  the  infusion  tubing  as  close  as 
possible  to  the  vein  insertion. 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonary 
reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest,  concomitant 
use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases  depression 
with  increased  risk  of  apnea,  have  resuscitative  facilities  available  When 
used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least  ’/3, 
administer  in  small  increments.  Should  not  be  administered  to  patients  in 
shock,  coma,  acute  alcoholic  intoxication  with  depression  of  vital  signs 
Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
status  or  petit  mal  variant  status  Not  recommended  for  OB  use 
Efficacy/safety  not  established  in  neonates  (age  30  days  or  less),  prolonged 
CNS  depression  observed  In  children,  give  slowly  (up  to  0 25  mg/kg  over 
3 minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be  repeated  after 
15  to  30  minutes  If  no  relief  after  third  administration,  appropriate  ad|unctive 
therapy  is  recommended 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
carefully  consider  individual  pharmacologic  effects — particularly  with  known 
compounds  which  may  potentiate  action  of  Valium  (diazepam/Roche),  i.e  . 
phenothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepressants 
Protective  measures  indicated  in  highly  anxious  patients  with  accompanying 
depression  who  may  have  suicidal  tendencies  Observe  usual  precautions  in 
impaired  hepatic  function,  avoid  accumulation  in  patients  with  compromised 
kidney  function  Limit  oral  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation  (initially  2 to  2’/2  mg  once  or 
twice  daily,  increasing  gradually  as  needed  or  tolerated) 

The  clearance  of  Valium  and  certain  other  benzodiazepines  can  be  delayed 
in  association  with  Tagamet  (cimetidine)  administration  The  clinical  signifi- 
cance of  this  is  unclear. 

injectable;  Although  promptly  controlled,  seizures  may  return,  re-administer 
if  necessary,  not  recommended  for  long-term  maintenance  therapy  Laryn- 
gospasm/increased  cough  reflex  are  possible  during  peroral  endoscopic 


procedures,  use  topical  anesthetic,  have  necessary  countermeasures 
available  Hypotension  or  muscular  weakness  possible,  particularly  when 
used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses  (2  to  5 mg)  for 
elderly/debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness, fatigue,  ataxia.  Infrequently  encountered  were  confusion,  constipation, 
depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash,  slurred 
speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical  reac- 
tions such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimulation  have 
been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been 
observed  in  patients  during  and  after  Valium  (diazepam/Roche)  therapy  and 
are  of  no  known  significance 

injectable  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity 
syncope,  bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria, 
hiccups,  neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea, 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported 
Dosage:  Individualized  for  maximum  beneficial  effect 
oral — Adults  Anxiety  disorders,  relief  of  symptoms  of  anxiety,  2 to  10  mg 
b i d to  q i d , acute  alcohol  withdrawal,  10  mg  t.i  d or  q ./  d in  first  24  hours, 
then  5 mg  t.i.d  or  q i d.  as  needed,  adjunctively  in  skeletal  muscle  spasm. 

2 to  10  mg  t.i.d.  or  q.i.d.,  adjunctively  in  convulsive  disorders,  2 to  10  mg 

b i d.  to  q i d.  Geriatric  or  debilitated  patients:  2 to  2’/2  mg  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated  (See  Precautions.)  Children  1 to 
2'/2  mg  t.i.d.  or  q i d.  initially,  increasing  as  needed  and  tolerated  (not  for  use 
under  6 months) 

injectable;  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I M 
or  I V,  depending  on  indication  and  severity  Larger  doses  may  be  required 
in  some  conditions  (tetanus).  In  acute  conditions  injection  may  be  repeated 
within  1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfactory  Lower 
doses  (usually  2 to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated 
patients  and  when  sedative  drugs  are  added  (See  Warnings  and  Adverse 
Reactions ) 

For  dosages  in  infants  and  children  see  below,  have  resuscitative  facilities 
available 

I M use  by  deep  injection  into  the  muscle. 

I.  V.  use  inject  slowly,  take  at  least  one  minute  for  each  5 mg  (1  ml)  given  Do 
not  use  small  veins,  i.e  , dorsum  of  hand  or  wrist.  Use  extreme  care  to  avoid 
intra-arterial  administration  or  extravasation.  Do  not  mix  or  dilute  Valium  with 
other  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to 
administer  Valium  directly  I.V.,  it  may  be  injected  slowly  through  the  infusion 
tubing  as  close  as  possible  to  the  vein  insertion 

Moderate  anxiety  disorders  and  symptoms  of  anxiety,  2 to  5 mg  I M or  I V 
and  severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  I M or  I V . 
repeat  in  3 to  4 hours  if  necessary,  acute  alcoholic  withdrawal,  10  mg  I.M  or  I V 
initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary  Muscle  spasm,  in  adults, 

5 to  10  mg  I M or  I V initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary 
(tetanus  may  require  larger  doses);  in  children,  administer  I.V  slowly,  for 
tetanus  in  infants  over  30  days  of  age,  1 to  2 mg  I M or  I V repeat  every 

3 to  4 hours  if  necessary,  in  children  5 years  or  older,  5 to  10  mg  repeated 
every  3 to  4 hours  as  needed  Respiratory  assistance  should  be  available 
Status  epilepticus.  severe  recurrent  convulsive  seizures  (I.V  route  preferred), 

5 to  10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-minute 
intervals  up  to  30  mg  maximum  Repeat  in  2 to  4 hours  if  necessary  keeping 
in  mind  possibility  of  residual  active  metabolites  Use  caution  in  presence  of 
chronic  lung  disease  or  unstable  cardiovascular  status  Infants  (over  30 
days)  and  children  (under  5 years).  0 2 to  0 5 mg  slowly  every  2 to  5 min 

up  to  5 mg  (I  V preferred)  Children  5 years  plus  1 mg  every  2 to  5 min  , up 
to  10  mg  (slow  I V preferred),  repeat  in  2 to  4 hours  if  needed  EEG 
monitoring  may  be  helpful 

In  endoscopic  procedures,  titrate  I V dosage  to  desired  sedative  response 
generally  10  mg  or  less  but  up  to  20  mg  (if  narcotics  are  omitted)  immedi- 
ately prior  to  procedure,  if  I V cannot  be  used,  5 to  10  mg  I M approximately 
30  minutes  prior  to  procedure  As  preoperative  medication,  10  mg  I M , in 
cardioversion,  5 to  15  mg  I V within  5 to  10  minutes  prior  to  procedure  Once 
acute  symptomatology  has  been  properly  controlled  with  injectable  form, 
patient  may  be  placed  on  oral  form  if  further  treatment  is  required 
Management  of  Overdosage:  Manifestations  include  somnolence, 
confusion,  coma,  diminished  reflexes  Monitor  respiration,  pulse,  blood 
pressure,  employ  general  supportive  measures,  I V fluids,  adequate  airway 
Use  levarterenol  or  metaraminol  for  hypotension  Dialysis  is  of  limited  value 
Supplied:  Tablets,  2 mg,  5 mg  and  10  mg,  bottles  of  100  and  500,  Tel-E-Dose® 

(unit  dose)  packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes 
of  25,  and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50,  avail- 
able in  trays  of  10  Ampuls,  2 ml,  boxes  of  10,  Vials.  10  ml,  boxes  of  1,  Tel-E-Ject® 
(disposable  syringes),  2 ml,  boxes  of  10  Each  ml  contains  5 mg  diazepam, 
compounded  with  40%  propylene  glycol,  10%  ethyl  alcohol.  5%  sodium  ben- 
zoate and  benzoic  acid  as  buffers,  and  15%  benzyl  alcohol  as  preservative 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


2 K) 

m m 

£ i> 
(A 

-C  H 

Examine  Me.  ' 

I98| 

During  the  past  several  years,  I have  heard  my  name  mentio 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspap< 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  t 
phrases  “overmedicated  society,”  “overuse,”  “misuse”  and  “abuse,” 
my  name  is  one  of  the  reference  points.  Sometimes  even  the 
reference  point. 

These  current  issues,  involving  patient  compliance  or  dependen- 
cy-proneness,  should  be  given  careful  scrutiny,  for  they  may  impede 
my  overall  therapeutic  usefulness.  As  you  know,  a problem  almost 
always  involves  improper  usage.  When  I am  prescribed  and  taken 
correctly,  I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for 
me.  Consider  your  patients  with  heart  problems,  G.I.  problems  and 
interpersonal  problems  who,  when  their  anxiety  was  severe,  have 
been  able  to  benefit  from  the  medication  choice  youve  made.  Recall 
how  often  you’ve  heard,  as  a result,  “Doctor,  I don’t  know  what  I 
would  have  done  without  your  help.” 

You  and  I can  feel  proud  of  what  we’ve  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

If  you  examine  and  evaluate  me  in  the  light  of  your  own 
experience,  you’ll  come  away  with  a confirmation  of  your  knowledge 
that  lams,  safe  and  effective  drug  when  prescribed  judiciously  and 
used  wisely. 


For  a brief  summary  of  product  information  on  Valium"' (diazepam/Roche)  (£,  please  see  the  preceding  page. 
Valium  is  available  as  2-mg,  5-mg  and  10-mg  scored  tablets. 
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THE  PATIENT  THINKS 
HE  HAS  HEART  TROUBLE 


. 


KNOW  IT  S REALLY 
X1ETY  SYMPTOMS 


: presenting  symptoms:  palpitations,  chest  pain, 
ronic  exhaustion  and  occasional  difficulties  in  breathing, 
reason  for  concern.  A complete  workup  uncovers  no 
ic  dysfunction,  but  it  does  reveal  excessively  high 
of  anxiety  and  apprehension. 

For  rapid  relief  you  prescribe 
Valium  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 


M® 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU'RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


VALIUM  (diazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad- 
tunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adiunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and  or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines,  nar- 
cotics. barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz 
epines  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion. changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria.  |aundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  |aundice.  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b i d to  q i d , alcoholism,  10  mg  t i d or  q i d.  in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adiunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q i d . adiunctively  in  convulsive  disorders,  2 to  10  mg 
b i d to  q.i  d Geriatric  or  debilitated  patients  2 to  2V2 
mg.  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions  ) Children  1 to  2'/2  mg  t i d. 
or  q i d initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg,  white;  5 mg,  yellow,  10  mg,  blue — 
bottles  of  100*  and  500,*  Prescription  Paks  of  50. 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  10  v 
*Supplied  by  Roche  Products  Inc  , Manati,  Puerto 
Rico  00701 

iSupplied  by  Roche  Laboratories.  Division  of 
Hoffmann-La  Roche  Inc..  Nutley,  New  Jersey  07110 
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works  well  in  your  office... 

NEOSPORIN  Ointment 

(polymyxin  B-bacitmcin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base):  special  white  petrolatum  qs:  in  tubes  of  1 oz  and  1/2  ozand  1/32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It's  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treats  thosethat 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN”  Ointment— -for  the  office,  for  the  home. 

(polymyxin  B-bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Re  commendable 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3 5 mg  neomycin  base):  special  white 
petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti 
biotics  concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching:  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long-term  use  of  neomycin 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin  containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara 
tions.  prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 

Burroughs  Wellcome  Co. 

Trj  / Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


For  Sneezing  and 
Nasal  Congestion 


Each  prolonged  action  tablet  contains: 


Phenylephrine  Hydrochloride 25  mg 

Phenylpropanolamine  Hydrochloride 50  mg 

Chlorpheniramine  Maleate 8 mg 

Hyoscyamine  Sulfate 0.19  mg 

Atropine  Sulfate 0.04  mg 

Scopolamine  Hydrobromide 0.01  mg 


Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours. 

• Vasoconstrictor,  antihistaminic  actions 

• Rapid  and  prolonged  relief  of  nasal  and  sinus  congestion 

• Convenient  b.i.d.  dosage 


Boots  Pharmaceuticals,  Inc., 
Pioneers  in  Medicine 


For  Coughing  With 
Nasal  and  Bronchial 
Congestion 


Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains: 


Codeine  Phosphate  65.8  mg 

(WARNING:  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 30  mg 

Phenylpropanolamine  Hydrochloride 20  mg 

Pheniramine  Maleate 20  mg 

Pyrilamine  Maleate  20  mg 

Ammonium  Chloride  200  mg 

Alcohol 5% 


• Vasoconstrictor,  antihistaminic,  expectorant  actions  with 
codeine 

• Rapid  relief  of  upper  respiratory  congestion  and  cough 

• Good  tasting 


Shreveport,  Louisiana  71106. 


DESCRIPTION 

Each  prolonged  action  tablet  contains: 


Phenylephrine  Hydrochloride 

25  mg 

Phenylpropanolamine  Hydrochloride 

50  mg 

Chlorpheniramine  Maleate 

8 mg 

Hyoscyamine  Sulfate 

0. 19mg 

Atropine  Sulfate 

0 04  mg 

Scopolamine  Hydrobromide 

0 01  mg 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours 

Ru-Tuss  Tablets  are  an  oral  antihistaminic.  nasal  decongestant  and  anti-secretory 
preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine,  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets. 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant  Concomitant  use  of 
MAO  inhibitors  is  contraindicated 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics, 
sedatives  or  tranquilizers 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  car- 
diac or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a 
motor  vehicle  or  operating  dangerous  machinery  (See  Warnings  ) 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long 
as  12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication  In  children 
and  infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
agranulocytosis,  and  thrombocytopenia  may  occur  Other  adverse  reactions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes, 
tightness  of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and 
dysuria.  palpitation,  tachycardia,  hypotension/hypertension,  faintness,  dizziness,  tin- 
nitus. headache,  incoordination,  visual  disturbances,  mydriasis,  xerostomia,  blurred 
vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperir- 
ritability. nervousness,  dizziness  and  insomnia  Large  overdoses  may  cause  tachypnea , 
delirium,  fever,  stupor,  coma  and  respiratory  failure 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age.  one  tablet 
morning  and  evening.  Not  recommended  for  children  under  12  years  of  age  Tablets 
are  to  be  swallowed  whole 

HOW  SUPPLIED 

Bottles  of  1 00  Tablets  NDC  0524-0058-01 

Bottles  of  500  tablets  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription 


DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains 

Codeine  Phosphate  65  8 mg 

(WARNING  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride  30  mg 

Phenylpropanolamine  Hydrochloride  20  mg 

Pheniramine  Maleate  20  mg 

Pyrilamine  Maleate  20  mg 

Ammonium  Chloride  200  mg 

Alcohol  5% 


Ru-Tuss  Expectorant  is  an  oral  antitussive,  antihistaminic.  nasal  decongestant  and 
expectorant  preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatic  relief  of 
upper  respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchitis,  and 
allergic  rhinitis  Also,  for  the  temporary  relief  of  symptoms  associated  with  hay  fever, 
allergies,  nasal  congestion  and  cough  due  to  the  common  cold 
CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  Concomitant  use  of  an  anti- 
hypertensive or  antidepressant  drug  containing  a monoamine  oxidase  inhibitor  is 
contraindicated 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  asthma 
and  in  women  who  are  pregnant 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphate,  therefore,  the  patient 
should  be  warned  of  the  potential  that  this  drug  may  be  habit  forming  Ru-Tuss  Expec- 
torant may  cause  drowsiness  Patients  should  be  warned  of  the  possible  additive  effect 
caused  by  taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tranquilizers 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  avoid  driving  a motor  vehicle 
or  operating  dangerous  machinery  (See  Warnings)  Caution  should  be  taken  with  pa- 
tients having  hypertension,  diabetes,  hyperthyroidism  and  cardiovascular  disease 
Caution  should  also  be  used  in  patients  with  pulmonary,  hepatic  or  renal  insufficiency 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude  giddiness, 
dryness  of  mucous  membranes,  tightness  of  the  chest,  thickening  of  bronchial  secre- 
tions, urinary  frequency  and  dysuria,  palpitation,  tachycardia,  hypotension/hyperten- 
sion. faintness,  dizziness,  tinnitus,  headache,  incoordination,  visual  disturbances, 
mydriasis,  xerostomia,  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipa- 
tion. epigastric  distress,  hyperirritability.  nervousness  and  insomnia  Overdoses  may 
cause  restlessness,  excitation,  delirium,  tremors,  euphoria,  metabolic  acidosis,  stupor, 
tachycardia  and  even  convulsions 

DOSAGE  AND  ADMINISTRATION  Adults  1 or  2 teaspoonfuls,  orally,  every  4 hours,  not  to 
exceed  10  teaspoonfuls  in  any  24-hour  period 
Children  6 to  1 2 years  of  age  'h  the  adult  dose,  not  to  exceed  6 teaspoonfuls  in  any 
24-hour  period  Children  2 to  6 years  of  age  '/?  teaspoonful  every  4 hours,  not  to  exceed 
3 teaspoonfuls  in  any  24-hour  period  Children  under  2 years  ot  age  Use  as  directed  by 
a physician 
HOW  SUPPLIED 

Pint bottles(16fl  oz  ) NDC 0524-1010-16 

Federal  law  prohibits  dispensing  without  prescription 

DISTRIBUTED  BY: 

Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 

MANUFACTURED  BY: 

Vitarine  Company,  Inc. 

Springfield  Gardens,  New  York  11413 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 

Pioneers  in  Medicine  For  the  Family 


More 

physicians 

are  coming  to 
MMFES 


because  MMFES  does 
more  for  physicians. 


The  active  and  involved  physician  has  to 
rely  on  comprehensive  insurance  pro- 
grams tailored  to  fit  the  day-to-day  special 
needs  of  his  profession. 

One  of  these  special  needs  is  mal- 
practice insurance.  MMFES  is  a non-profit 
Mississippi  Corporation  sponsored  by  the 
Mississippi  State  Medical  Association  and 


directed  by  Mississippi  physicians. 
MMFES  offers  comprehensive  coverage  on 
three  types  of  malpractice  insurance 
policies  and  it’ll  probably  cost  you  less 
than  other  plans. 

Mike  Houpt  is  aware  of  your  special 
need.  Give  him  a call  toll  free  at  1- 
800-682-6415  or  944-0072. 


"The  people  to  see  for  Malpractice  Insurance 

MISSISSIPPI  MEDICAL  FRATERNAL  AND  EDUCATIONAL  SOCIETY' 

735  Riverside  Dr.  • Box  4625  • Jackson,  Ms.  39216  • 944-0072 
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easy  to  take 


Oral  Suspension 


250  mg/5  ml 
100  and  200-ml 


125  mg/5  ml 
60,  100,  and 
200-ml  sizes 


Pediatric  Drops 


Keflex’ 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


IDISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


000823 


November  1981 


Dear  Doctor: 

The  value  of  house  calls  in  provision  of  care  to  children  has  been  neglected,  says 
a pediatrician  writing  in  the  American  Journal  of  Diseases  of  Children.  Lawrence 
R.  Berger,  M.D. , of  the  University  of  New  Mexico  School  of  Medicine,  notes  that 
since  World  War  II,  home  visits  by  physicians  have  become  unusual.  He  acknow- 
ledges that  more  patients  can  be  seen  efficiently  in  an  office-based  practice  with 
x-ray  and  laboratory  facilities  available. 

However,  he  cites  several  cases  to  demonstrate  that  "home  visits  offer 
certain  other  opportunities  for  care  and  insights  into  family  function 
that  cannot  be  provided  in  the  office  or  clinic."  He  considers  home 
visits  a valuable  tool,  but  concludes  that  "by  no  means  do  all  families 
in  a pediatric  practice  require  home  visits." 

Tuition  at  public  and  private  medical  schools  is  expected  to  rise  by  about  15%  in 
the  coming  academic  year,  according  to  the  Association  of  American  Medical  Colleges. 
Average  annual  tuition  in  1981-82  is  expected  to  be  $9,108  in  private  medical 
schools  (a  15%  jump),  $2,267  for  state  residents  in  public  schools  (up  13%),  and 
$4,941  for  non-residents  in  public  schools  (up  16%). 

Following  a directive  from  the  Office  of  Management  and  Budget,  the  Department  of 
HHS  has  developed  "management  efficiencies"  to  streamline  operation  of  the  Public 
Health  Service  commissioned  corps.  Included  are  proposals  to  give  the  secretary 
of  HHS  discretion  in  distributing  retention  special  pay  and  proposals  to  prohibit 
physicians  in  the  NHSC  from  becoming  commissioned  officers. 

Medical  costs  outpaced  increases  in  the  general  inflation  rate  for  the  first  seven 
months  of  1981.  While  the  overall  CPI  climbed  at  an  annual  rate  of  9.4%,  medical 
care  costs  increased  by  12.6%  (housing  was  up  12.1%;  food  and  beverage  2.7%). 

During  the  period,  hospital  room  charges  rose  13.6%  (13%  last  year)  and  physicians' 
fees  climbed  12.8%  (same  as  last  year). 

Following  action  by  the  AMA  House  of  Delegates  this  year,  new  dues  standards  will 
become  effective  in  1982.  MSMA/AMA  members  over  age  70  and  retired  from  medical 
practice  and  members  experiencing  financial  hardship  will  continue  to  be  exempt 
from  dues;  but  age  or  retirement  alone  have  been  eliminated  as  a cause  for  dues 
exemption. 


Sincerely 


Patsy  Silver 
Managing  Editor 


New  from  Janssen  Pharmaceutical 
Introducing  a promising  new  approach 
to  histoplasmosis  therapy 


TM 

TABLETS 


the  first  and  only  orally  effective. 
broad-soectrum  antifungal  agent. 

NIZORAL  (ketoconazole)  is  clinically  effective  against  the  major  yeast 
and  fungal  pathogens.  For  H.  capsulatum,  the  average  MIC  ranges 
from  0.1-0.5  ug/ml.  Absorption  of  ketoconazole  is  rapid;  mean  peak 
plasma  levels  of  approximately  3.5  jiig/ml  are  reached  within  1-2  hours 
following  a single  200  mg  tablet.  Development  of  resistance  to 
NIZORAL  has  not  yet  been  reported. 


“ . . ketoconazole  may  prove  to  be 
the  drug  of  choice  for... histoplasmosis.”1 

Clinical  trials  employing  200-400  mg  NIZORAL  per  day  have  shown  a 
combined  response  rate*  of  84%  after  10  (median)  weeks  of  therapy.2 
In  a recent  study  in  normal  (not  immunocompromised)  hosts,  6 out  of 
7 patients  with  progressive  cavitary  histoplasmosis  achieved  clinical 
and  radiographic  cures  after  100  days  on  200  mg  ketoconazole  per 
day.2  (Recommended  minimum  treatment  is  180  days.) 


“...can  be  safely  administered 
for  prolonged  periods...”3 

Freedom  from  long-term  toxicity  permits  use  of  extended  therapeutic 
courses  of  NIZORAL,  when  indicated,  and  provides  an  extra  margin 
of  safety  in  presumptive  antifungal  therapy.  Long-term  administration 
has  revealed  no  organ  toxicity  and  no  consistent  changes  in 
important  hematological  or  biochemical  values.  Infrequent,  transient 
increases  in  serum  liver  enzymes  have  been  seen.  Adverse  reactions 
were  generally  minor  and  only  rarely  required  withdrawal  of  therapy. 


Top:  Histoplasmosis  in  56  kg  man. 

Bottom:  After  90  days  oral  NIZORAL  therapy. 


once-a-day  oral  regimen 
fosters  compliance... facilitates  use 
both  in  and  out  of  the  hospital. 


: Includes  cases  in  remission  or  markedly  improved  (no  evidence  of  active  disease);  both  mycological  and 
clinical  criteria  were  considered  in  measuring  overall  response. 

For  further  information  on  NIZORAL  write:  Professional  Services, 

Janssen  Pharmaceutics  Inc.,  501  George  St.,  New  Brunswick,  N.J.  08903 
See  the  facing  page  for  Complete  Prescribing  Information 


£ 

c5J 


JANSSEN 

PHARMACEUTICA 


c Janssen  Pharmaceutica  Inc.  1981 


JPI-210 


NEW  orally  effective 

NIZOR4E 

ketoconazole 


TABLETS 


One  tablet  a day  provides 
broad-spectrum  antimycotic  efficacy 


DESCRIPTION 

NIZORAL'"  (ketoconazole)  is  a synthetic  broad-spectrum  antifungal  agent 
available  in  scored  white  tablets,  each  containing  200  mg  ketoconazole, 
Ketoconazole  is  c/s-1-acetyl-4-[4-[[2-(2,4-dichloropnenyl)-2-(1/-/-  imidazol-1- 
ylmethyl)-1,3-dioxolan-4-yl]methoxy]phenyl]piperazine  and  has  the  following 
structural  formula 


NIZORAL'"  is  a white  to  slightly  beige,  odorless  powder,  soluble  in  acids,  with  a 
molecular  weight  of  531  44 

CLINICAL  PHARMACOLOGY 

Mean  peak  plasma  levels  of  approximately  3.5  ug/ml  are  reached  within  1 to  2 
hours,  following  oral  administration  of  a single  200  mg  dose  taken  with  a meal 
Subsequent  plasma  elimination  is  biphasic  with  a half-life  of  2 hours  during  the 
first  10  hours  and  8 hours  thereafter  Following  absorption  from  the  gastroin- 
testinal tract,  NIZORAL'"  is  converted  into  several  inactive  metabolites.  The 
major  identified  metabolic  pathways  are  oxidation  and  degradation  of  the 
imidazole  and  piperazine  rings,  oxidative  O-dealkylation  and  aromatic 
hydroxylation  About  13%  of  the  dose  is  excreted  in  the  urine,  of  which  2 to  4% 
is  unchanged  drug.  The  major  route  of  excretion  is  through  the  bile  into  the 
intestinal  tract.  In  vitro,  the  plasma  protein  binding  is  about  99%,  mainly  to  the 
albumin  fraction  Only  a negligible  proportion  of  NIZORAL™  reaches  the 
cerebral  spinal  fluid  NIZORAL™  is  a weak  dibasic  agent  and  thus  requires 
acidity  for  dissolution  and  absorption 

NIZORAL™  is  active  against  clinical  infections  with  Candida  spp  , Coccid- 
ioides  immitis,  Histoplasma  capsulatum,  Paracoccidioides  brasiliensis,  and 
Phialophora  spp.  Development  of  resistance  to  NIZORAL™  has  not  yet  been 
reported 

The  following  preclimcal  data  are  available;  however,  their  clinical  significance 
is  unknown  NIZORAL™  is  active  in  vitro  against  dermatophytes,  dimorphic 
fungi,  eumycetes,  yeasts,  actinomycetes,  phycomycetes  and  various  other 
fungi  In  animal  models,  activity  has  been  demonstrated  against  Candida  spp  , 
dermatophytes  (Trichophyton  spp  , Microsporum  spp.,  Epidermophyton  floc- 
cosum),  Blastomyces  dermatitidis,  Histoplasma  capsulatum,  Malassezia 
furfur,  Coccidioides  immitis,  and  Cryptococcus  neoformans 
Mode  of  Action:  In  vitro  studies  suggest  that  NIZORAL™  impairs  the  synthesis 
of  ergosterol,  which  is  a vital  component  of  fungal  cell  membranes.  Tests  in 
animals  suggest  this  mechanism  is  not  important  in  mammalian  cells 
INDICATIONS  AND  USAGE 

NIZORAL™  is  indicated  for  the  treatment  of  the  following  fungal  infections: 
candidiasis,  chronic  mucocutaneous  candidiasis,  oral  thrush,  candiduria, 
coccidioidomycosis,  histoplasmosis,  chromomycosis,  and  paracoccidioido- 
mycosis. NIZORAL™  should  not  be  used  for  fungal  meningitis  because  it 
penetrates  poorly  into  the  cerebral-spinal  fluid 

For  the  initial  diagnosis,  the  infective  organism  should  be  identified;  however, 
therapy  may  be  initiated  prior  to  obtaining  laboratory  results 

CONTRAINDICATIONS 

NIZORAL™  is  contraindicated  in  patients  who  have  shown  hypersensitivity  to 
the  drug 

WARNINGS 

In  female  rats  treated  three  to  six  months  with  ketoconazole  at  dose  levels  of 
80  mg  /kg  and  higher,  increased  fragility  of  long  bones,  in  some  cases  leading 
to  fracture,  was  seen  The  maximum  "no-effect"  dose  level  in  these  studies 
was  20  mg/kg  (2.5  times  the  maximum  recommended  human  dose).  The 
mechanism  responsible  for  this  phenomenon  is  obscure  Limited  studies  in 
dogs  failed  to  demonstrate  such  an  effect  on  the  metacarpals  and  ribs 
PRECAUTIONS 

General:  In  four  subjects  with  drug-induced  achlorhydria,  a marked  reduction 
in  NIZORAL™  absorption  was  observed.  NIZORAL™  requires  acidity  for 
dissolution  If  concomitant  antacids,  anticholinergics,  and  H2-blockers  are 
needed,  they  should  be  given  at  least  two  hours  after  NIZORAL™  administra- 
tion. In  cases  of  achlorhydria,  the  patients  should  be  instructed  to  dissolve 
each  tablet  in  4 ml  aqueous  solution  of  0.2  N HCI.  For  ingesting  the  resulting 
mixture,  they  should  use  a glass  or  plastic  straw  so  as  to  avoid  contact  with  the 
teeth  This  administration  should  be  followed  with  a cup  of  tap  water 
Drug  Interactions:  There  is  no  evidence  for  clinically  significant  interaction 
with  oral  anticoagulant  or  oral  hypoglycemic  agents 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  The  dominant 
lethal  mutation  test  in  male  and  female  mice  revealed  that  single  oral  doses  of 
NIZORAL™  as  high  as  80  mg /kg  produced  no  mutation  in  any  stage  of  germ 
cell  development  The  Ames'  Salmonella  microsomal  activator  assay  was  also 
negative. 


Pregnancy:  Teratogenic  effects  Pregnancy  Category  C NIZORAL™  has 
been  shown  to  be  teratogenic  (syndactylia  and  oligodactylia)  in  the  rat  when 
given  in  the  diet  at  80  ma/kg/day,  (10  times  the  maximum  recommended 
human  dose).  However,  fnese  effects  may  be  related  to  maternal  toxicity, 
evidence  of  which  also  was  seen  at  this  and  higher  dose  levels 
Nonteratogemc  effects:  NIZORAL™  has  also  been  found  to  be  embryotoxic  in 
the  rat  when  given  in  the  diet  at  doses  higher  than  80  mg  kg  during  the  first 
trimester  of  gestation 

In  addition,  dystocia  (difficult  labor)  was  noted  in  rats  administered  NIZORAL™ 
during  the  third  trimester  of  gestation  This  occurred  when  NIZORAL™  was 
administered  at  doses  higher  than  10  mg/kg  (higher  than  1.25  times  the 
maximum  human  dose). 

It  is  likely  that  both  the  malformations  and  the  embryotoxicity  resulting  from 
the  administration  of  NIZORAL™  during  gestation  are  a reflection  of  the 
particular  sensitivity  of  the  female  rat  to  this  drug  For  example,  the  oral  LDso  of 
NIZORAL™  given  by  gavage  to  the  female  rat  is  166  mg/kg,  whereas  in  the 
male  rat  the  oral  LD50  is  287  mg  / kg 

Nursing  Mothers:  Since  NIZORAL™  is  probably  excreted  in  the  milk,  mothers 
who  are  under  NIZORAL™  treatment  should  not  breast-feed  the  child 
Pediatric  Use:  Safety  in  children  under  two  years  of  age  has  been  docu- 
mented in  a limited  number  of  cases 

ADVERSE  REACTIONS 

NIZORAL™  is  usually  well  tolerated  Most  adverse  reactions  reported  have 
been  mild  and  transient  and  have  only  rarely  required  withdrawal  of  therapy 
The  most  frequent  adverse  reactions  were  nausea  and/or  vomiting,  which 
occurred  in  approximately  3%  of  patients  Abdominal  pain  was  reported  in 
approximately  1.2%  of  patients;  pruritus  in  approximately  1.5%  of  patients. 
The  following  have  been  reported  in  less  than  1 % of  patients  headache, 
dizziness,  somnolence,  fever  and  chills,  photophobia,  and  diarrhea  Infre- 
quent, transient  increases  in  serum  liver  enzymes  have  been  seen 
OVERDOSAGE 

In  the  event  of  accidental  overdosage,  supportive  measures,  including  gastric 
lavage  with  sodium  bicarbonate,  should  be  employed 

DOSAGE  AND  ADMINISTRATION 

Adults:  The  recommended  starting  dose  of  NIZORAL™  is  a single  daily 
administration  of  200  mg  (one  tablet).  In  very  serious  infections  or  if  clinical 
responsiveness  is  insufficient  within  the  expected  time,  the  dose  of  NIZORAL™ 
may  be  increased  to  400  mg  (two  tablets)  once  daily. 

Children: 

Children  weighing  20  kg  or  less  . 50  mg  ('A  tablet)  once  daily 

Children  weighing  20-40  kg  1 00  mg  (V4  tablet)  once  daily 

Children  weighing  over  40  kg;  200  mg  (1  tablet)  once  daily 

Generally,  treatment  should  be  continued  until  all  clinical  and  laboratory  tests 
indicate  that  active  fungal  infection  has  subsided  Inadequate  periods  of 
treatment  may  yield  poor  response  and  lead  to  early  recurrence  of  clinical 
symptoms.  Minimum  treatment  for  candidiasis  is  one  or  two  weeks.  Patients 
with  chronic  mucocutaneous  candidiasis  usually  require  maintenance  ther- 
apy. Minimum  treatment  for  the  other  indicated  systemic  mycoses  is  six 
months. 

HOW  SUPPLIED 

NIZORAL™  is  available  as  white,  scored  tablets  containing  200  mg  of 
ketoconazole  debossed  "JANSSEN"  They  are  supplied  in  bottles  of  60 
tablets. 

U S.  Patent  Pending  May  1981 

NDC  50458-220-06  (60  tablets) 

Manufactured  by;  For; 

Janssen  Pharmaceutica  n.v.  Janssen  Pharmaceutica  Inc. 

B-2340  Beerse,  Belgium  New  Brunswick,  New  Jersey  08903  USA 
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Committed  to  research... 

because  so  much  remains  to  be  done. 


c£J 


JANSSEN 

PHARMACEUTICA 


Janssen  Pharmaceutica  Inc  , 501  George  St  . New  Brunswick,  N J 08903 


12 


THE  JOURNAL  FOR  NOVEMBER  1981 


Riverside. 


Mississippi’s  Unique  Psychiatric 
Hospital. 


Riverside  Hospital  is  unique  in 
Mississippi. 

As  a privately  owned  56-bed  short 
term  care  facility  for  treating  patients 
with  psychiatric  illness,  emotional 
problems,  or  substance  abuse,  it  is  the 
only  hospital  of  its  kind  in  the  state. 

Architecturally  designed  to  create 
an  attractive  open  environment, 
Riverside’s  “non-institutional” 
atmosphere  helps  prepare  the  patient 
for  specific  therapy,  healthy 
entertainment  and  physical  recreation. 

The  clinical  program  incorporates 
a wide  range  of  modern  psychiatric 
ideas.  Emphasis  is  placed  on 
interpersonal  relationships,  small 
group  functions,  and  professional 
individualized  care. 

The  Medical  Staff  includes  a 
large  number  of  physicians  in  private 
practice  in  the  Jackson  area.  All  are 
qualified  and  limit  their  practice  to 
psychiatry. 

Riverside  is  licensed  by  the 
Mississippi  Commission  on  Hospital 
Care,  and  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of 
Hospitals. 

Physicians  who  have  patients  that 
would  benefit  from  this  type  of 
treatment  approach  may  obtain  referral 
information  by  contacting  the 
Admitting  Office. 

Riverside 

Hospital 

P.O.  Box  4297,  Jackson,  MS  39216 
Telephone:  (601)939-9030 
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Eliminating  Measles  Jackson,  MS  - The  Immunization  Program  of  the  State  Board 

Is  1982  Goal  of  Health  has  begun  the  final  phase  toward  elimination  of 

indigenous  measles  by  October  1,  1982.  During  this  phase 
the  SBH  will  increase  surveillance  of  rash-fever  illnesses  through  active  contact 
with  physicians  and  medical  facilities  likely  to  see  patients  with  symptoms  sug- 
gestive of  measles.  The  program  also  depends  on  voluntary  reporting  of  suspected 
cases  by  the  general  public,  educational  facilities,  and  the  medical  community. 


Supreme  Court  Hears  Chicago,  IL  - The  assault  on  the  AMA's  ethical  guidelines 

AMA  Challenge  by  the  FTC  violates  the  First  Amendment  and  undermines 

efforts  to  protect  the  public  from  exploitation  and 
deception,  the  association  told  the  U.  S.  Supreme  Court  in  a brief  challenging  the 
FTC's  1979  decision  on  physician  advertising  and  contract  practice.  The  brief 
points  to  a 1977  high  court  statement  that  the  professions  have  a "special  role  to 
play"  in  "defining  the  boundary  between  deceptive  and  nondeceptive  advertising." 


SBH  Considers  Jackson,  MS  - The  Mississippi  State  Board  of  Health  has 

Fee  System  approved  a pilot  project  to  test  the  possibility  of 

charging  a fee  for  health  services  that  now  are  adminis- 
tered free.  Among  the  services  targeted  are  prenatal  care,  pediatric  care  and 
sterilizations.  Programs  treating  hypertension,  diabetes,  heart  disease  and 
neurological  problems  are  also  included.  Recent  federal  and  state  cutbacks  have 
created  the  need  for  the  proposed  sliding-scale  fee  system. 


AAFP  Launches  Kansas  City,  MO  - The  American  Academy  of  Family  Practice 

"Aging"  Campaign  has  launched  a major  public  relations  campaign  to  make  the 

public  aware  of  the  family  physician's  role  in  caring  for 
the  elderly.  According  to  figures  from  the  AAFP,  41.9%  of  all  office  visits  by 
patients  age  65  and  older  are  handled  by  family  physicians  or  general  practitioners. 
During  1981  over  1 , 800 , 000  Americans  will  join  the  over-65  group,  at  the  rate  of 
some  5,000  per  day,  with  improved  prospects  for  good  health. 


Watch  For  Jackson,  MS  - Future  issues  of  Journal  MSMA  and  the 

Annual  Session  News  regular  editions  of  the  MSMA  "Blue  Sheet"  will  contain 

details  of  the  upcoming  114th  Annual  Session,  to  be  held 
in  Biloxi,  May  2-6,  1982.  The  14  scientific  sections  are  now  assembling  scientific 
programs,  and  specialty  societies  and  alumni  groups  are  making  plans  for  meetings. 
Included  in  special  activities  for  this  year  are  a special  125th  anniversary  party 
and  tennis,  golf,  fishing  and  jogging  events. 
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Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson.  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  8 Vi  by  11 -inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page" after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  be  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medicus,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor’s name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  of  The  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association's 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA."  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  w ill  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors. 


PAIN  AND  TENSIO 

Double  fault  for 
weekend  warriors  jM 


ACE  THE  ACHE 


Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 

Twofold  analgesic  action  teamed  with  time-proven  efficacy  against 
concurrent  anxiety  and  tension  in  patients  with  musculoskeletal  disease* 


EQUAGESIC— Abbreviated  Summary 

‘INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research 
Council  and  or  other  information  FDA  has  classified 
the  indications  as  follows 

Possibly'  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

The  effectiveness  of  Equagesic  in  long-term  use.  i e 
more  than  four  months  has  not  been  assessed  by  sys- 
tematic clinical  studies  The  physician  should  periodi- 
cally reassess  usefulness  of  the  drug  for  the  individual 
patient 


CONTRAINDICATIONS  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g 
alcoholics,  former  addicts  and  other  severe  psychoneurot- 
ics.  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a crutch 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  result- 
ant slowing  of  reaction  time  and  impairment  of  |udgment  and 
coordination 

USAGE  IN  PREGNANCY  AND  LACTATION:  An  increased 
risk  of  congenital  malformations  associated  with  the  use 


of  minor  tranquilizers  (meprobamate,  chlordiazepoxide. 
and  diazepam)  during  the  first  trimester  of  pregnancy 
has  been  suggested  in  several  studies  Because  use  of 
these  drugs  is  rarely  a matter  of  urgency,  their  use  dur- 
ing this  period  should  almost  always  be  avoided.  The 
possibility  that  a woman  of  child-bearing  potential  may 
be  pregnant  at  the  time  of  institution  of  therapy  should 
be  considered  Patients  should  be  advised  that  if  they 
become  pregnant  during  therapy  or  intend  to  become 
pregnant  they  should  communicate  with  their  physi- 
cians about  the  desirability  of  discontinuing  the  drug 
Meprobamate  passes  the  placental  barrier  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentration  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness  ataxia  or  visual  distur- 
bance occur,  the  dose  should  be  reduced  If  symptoms  con- 
tinue. patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma 
shock  vasomotor  and  respiratory  collapse  and  anuria  Very 
few  suicidal  attempts  were  fatal  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow  and 
slow  CNS  stimulants  e g caffeine  Metrazol  or  ampheta- 


mine. may  be  cautiously  administered  It  severe  hypotension 
develops  pressor  amines  should  be  used  parenterally  to  re- 
store blood  pressure  to  normal  levels 
ADVERSE  REACTIONS  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose  but 
occasionally  it  may  be  desirable  to  administer  central  stimu- 
lants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effecl  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule  in  patients  who 
have  had  only  1 -4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous. maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae.  ecchymoses  peripheral  edema 
and  fever  have  also  been  reported 

More  severe  cases  observed  only  very  rarely,  may  also  have 
other  allergic  responses  including  fever  fainting  spells  an- 
gioneurotic edema,  bronchial  spasms  hypotensive  crises  (1 
fatal  case),  anaphylaxis  stomatitis  and  proctitis  (1  easel  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine  anlihistamine  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving  me- 
probamate suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura  agranulocytosis  and  hemolytic 
anemia  In  nearly  every  instance  reported  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
asptnn  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression  including  drowsiness  and  light 
headedness  with  uneventful  recovery  However  on  the  basis 
of  pharmacological  data  it  may  be  anticipated  that  CNS  stim- 
ulation could  occur  Other  anticipated  symptoms  would  in- 
clude nausea  and  vomiting  Appropnate  therapy  of  signs  and 
symptoms  as  they  appear  is  the  only  recommendation  pos 
sibie  at  this  time  Overdosage  with  ethoheptazine  combined 
with  aspirin  would  probably  produce  the  usual  symptoms  and 
signs  of  salicylate  intoxication  Observation  and  treatment 
should  include  induced  vomiting  or  gastric  lavage  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydra- 
tion watching  for  evidence  of  hemorrhagic  manifestations 
due  to  hypoprothrombmemia  which,  if  it  occurs,  usually  re- 
quires whole-blood  transfusions 

DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate 75  mg  ethoheptazine  citrate  and  250  mg  aspmn 

Copyright  c 1981  Wyeth  Laboratories 
All  rights  reserved 

•This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 

Wyeth  Laboratories 

A A Philadelphia.  PA  19101 


for  mild  to  moderate  pain 

Wygesic® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


More  than  twice  as  much  acetaminophen  as  the  leading  combination  plus  a full 
therapeutic  dose  of  propoxyphene... all  in  a convenient,  economical  single  tablet. 


WYGESIC— Abbreviated  Summary 
INDICATION  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants  has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosagei 
DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore  propoxyphene 
should  not  be  used  in  pregnant  women  unless  in  the 


ludgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion  anxiety  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  m nonambulatory  patients  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pam,  skin  rashes  light-headedness.  head- 
ache weakness  euphoria,  dysphoria  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 

DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol  tranquilizers  sedative-hypnot- 
ics and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion  anxiety  and  tremors  have  been  reported 
m a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
m respiratory  rate  and  or  tidal  volume  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma  pupillary  constriction 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions. a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported  and  apnea  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting  anorexia  and 
abdominal  pain  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms  the  patient  may 
feel  less  ill,  however  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity.  jaundice  co- 
agulation defects  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists  naloxone  nalorphine  and  lev- 
allorphan  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered  preferably  IV  .simultaneously  with ef 
forts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient  s 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen.  IV  fluids  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen m overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme  which  may 
cause  anorexia,  nausea  vomiting  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  wee*  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  m assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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10  mg  capsules,  20  mg  tablets, 

10  mg/5  ml  syrup,  10  mg/ml  injection 
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because: 

@ The  Bentyl  molecule  is  a product  of  original  Merrell  research. 

@ At  Merrell  Dow,  Bentyl  must  go  through  140  checkpoints/tests  from  its  synthesis 
through  the  packaging  of  the  final  product. 

@ Bentyl  bioavailability  of  tablets,  capsules,  syrup  and  injectable  is  evidence  of  its 
prompt  absorption. 

@ Bentyl  helps  control  abnormal  gastrointestinal  motor  activity  with  minimal 

anticholinergic  side  effects.  (See  Warnings,  Contraindications,  Precautions,  and  Adverse  Reactions  on  next  page.) 

@ The  bioequivalence  of  the  oral  dosage  forms  permits  a choice  of  tablet,  capsules, 
or  syrup  that  satisfies  patient’s  dosage  preferences. 

® Significant  pharmacologic  effect  in  the  distal  colon  compared  to  placebo,1  shows 
how  Bentyl  controls  abnormal  motor  activity  in  the  irritable  colon  patient.* 


"This  drug  has  been  classified  "probably"  effective  for  this  indication. 

Merrell  Dow 

Reference: 

1 Chowdhury  AR  and  Lorber  SH:  Personal  communication,  1980  (See  Product  Information  on  the  next  page  before  prescribing  Bentyl.) 

Although  the  dose  of  Bentyl  used  to  show  pharmacologic  effect  was  50  mg.  which  is  a higher  single  dose  than  that  permitted  in  the  labeling,  the  dose  was  considered  justified 
since  the  recommended  daily  dose  of  injectable  Bentyl  is  20  mg  (2  ml)  every  4 to  6 hours.  Thus,  in  8 hours,  a patient  could  receive  a total  of  60  mg  I.M  and,  at  that  time,  as  a result 
of  the  sustained  plasma  levels  from  the  20  mg  injections  at  0 and  4 hours,  might  show  an  even  higher  plasma  level  than  occurs  after  a single  50  mg  dose  Presumably,  the  same 
pharmacologic  effect  would  follow.  These  observations  do  not  constitute  evidence  of  efficacy 


BentyP 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets.  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information.  FDA 
has  classified  the  following  indications  as  "probably''  effective 

For  the  treatment  of  functional  bowel/irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RELIEVED 
BY  VARYING  COMBINATIONS  OF  SEDATIVE  REASSUR- 
ANCE PHYSICIAN  INTEREST,  AMELIORATION  OF  EN- 
VIRONMENTAL FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-eftective  indications 
requires  further  investigation 

CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy),  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia  pyloroduodenal 
stenosis):  paralytic  ileus,  intestinal  atony  of  the  elderly  or  debili- 
tated patient,  unstable  cardiovascular  status  in  acute  hemorrhage 
severe  ulcerative  colitis,  toxic  megacolon  complicating  ulcerative 
colitis,  myasthenia  gravis 

WARNINGS  In  the  presence  ot  a high  environmental  temperature 
heat  prostration  can  occur  with  drug  use  (fever  and  heat  stroke  due 
to  decreased  sweating)  Diarrhea  may  be  an  early  symptom  of 
incomplete  intestinal  obstruction,  especially  in  patients  with  ileos- 
tomy or  colostomy  In  this  instance  treatment  with  this  drug  would 
be  inappropriate  and  possibly  harmful  Bentyl  may  produce  drow- 
siness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazardous 
work  while  taking  this  drug  There  are  rare  reports  ot  infants,  6 
weeks  of  age  and  under,  administered  dicyclomine  hydrochloride 
syrup,  who  have  evidenced  respiratory  symptoms  (breathing  diffi- 
culty, shortness  of  breath,  breathlessness,  respiratory  collapse 
apnea),  as  well  as  seizures,  syncope,  asphyxia,  pulse  rate  fluctua- 
tions, muscular  hypotonia,  and  coma  The  above  symptoms  have 
occurred  within  minutes  of  ingestion  and  lasted  20  to  30  minutes 
The  timing  and  nature  of  the  reactions  suggest  that  they  were  a 
consequence  of  local  irritation  and  or  aspiration  rather  than  a direct 
pharmacologic  effect  No  known  deaths  or  permanent  adverse 
effects  have  been  reported  Bentyl  syrup  should  be  used  with 
caution  in  this  age  group 

PRECAUTIONS:  Although  studies  have  tailed  to  demonstrate  ad- 
verse effects  of  dicyclomine  hydrochloride  in  glaucoma  or  in 
patients  with  prostatic  hypertrophy,  it  should  be  prescribed  with 
caution  in  patients  known  to  have  or  suspected  of  having  glaucoma 
or  prostatic  hypertrophy 
Use  with  caution  in  patients  with 
Autonomic  neuropathy  Hepatic  or  renal  disease  Ulcerative  coli- 
tis Large  doses  may  suppress  intestinal  motility  to  the  point 
of  producing  a paralytic  ileus  and  the  use  of  this  drug  may 
precipitate  or  aggravate  the  serious  complication  of  toxic 
megacolon 

Hyperthyroidism,  coronary  heart  disease,  congestive  heart  fail- 
ure. cardiac  arrhythmias,  and  hypertension 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anti- 
cholinergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur 
ADVERSE  REACTIONS:  Anticholinergics-  antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response  The  physician  must  delineate 
these  Adverse  reactions  may  include  xerostomia,  urinary  hesi- 
tancy and  retention,  blurred  vision  and  tachycardia  palpitations 
mydriasis,  cycloplegia.  increased  ocular  tension,  loss  of  taste 
headache  nervousness,  drowsiness,  weakness,  dizziness, 
insomnia,  nausea,  vomiting,  impotence,  suppression  of  lactation 
constipation,  bloated  feeling,  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis,  urticaria  and  other  dermal 
manifestations,  some  degree  of  mental  confusion  and  or  excite- 
ment. especially  in  elderly  persons,  and  decreased  sweating  With 
the  injectable  form  there  may  be  a temporary  sensation  of  light- 
headedness and  occasionally  local  irritation 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  adjusted  to  indi- 
vidual patient  s needs 
Usual  Dosage 

Bentyl  10  mg  capsule  and  syrup  Adults  1 or  2 capsules  or  tea- 
spoonfuls syrup  three  or  four  times  daily  Children  1 capsule  or 
teaspoonful  syrup  three  or  four  times  daily  Infants  'h  teaspoon- 
ful syrup  three  or  four  times  daily  (Dilute  with  equal  volume 
of  water ) 

Bentyl  20  mg  Adults  1 tablet  three  or  four  times  daily. 

Bentyl  Injection  Adults  2 ml  (20  mg  ) every  four  to  six  hours 
intramuscularly  only 
NOT  FOR  INTRAVENOUS  USE 

MANAGEMENT  OF  OVERDOSE:  The  signs  and  symptoms  of  over- 
dose are  headache  nausea,  vomiting,  blurred  vision  dilated 
pupils,  hot,  dry  skin,  dizziness,  dryness  of  the  mouth,  difficulty  in 
swallowing,  CNS  stimulation  Treatment  should  consist  of  gastric 
lavage,  emetics,  and  activated  charcoal  Barbiturates  may  be  used 
either  orally  or  intramuscularly  for  sedation  but  they  should  not  be 
used  if  Bentyl  with  Phenobarbital  has  been  ingested  If  indicated 
parenteral  cholinergic  agents  such  as  Urecholme'  (bethanecol 
chloride  USP)  should  be  used 
Product  Information  as  of  July.  1980 
Injectable  dosage  forms  manufactured  by 
CONNAUGHT  LABORATORIES  INC 
Swiftwater,  Pennsylvania  18370  or 
TAYLOR  PHARMACAL  COMPANY 
Decatur,  Illinois  62525  for 
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ORIGINAL  PAPERS 


Surgical  Management  of  Rectal 
Adenocarcinoma 


WILLIAM  O.  BARNETT,  M.D. 

Jackson,  Mississippi 

In  1908  William  Earnest  Miles  reported  12  cases 
in  which  abdominoperineal  resection  was  performed 
for  carcinoma  of  the  rectum.1  He  was  concerned 
about  the  high  mortality  rate  (41 .6%)  but  hastened  to 
point  out  that  without  operation,  it  would  have  been 
100%.  This  represented  the  first  attempt  at  removal 
of  the  primary  rectal  tumor  along  with  the  zones  of 
metastatic  spread.  Prior  surgical  efforts  were  con- 
cerned only  with  removal  of  the  primary  growth.  En 
bloc  removal  included  the  rectum,  perirectal  fat  and 
contained  vascular  and  lymphatic  tissue.  Perhaps  the 
single  most  important  contribution  made  by  Miles 
was  his  emphasis  upon  the  upward  route  of  lympha- 
tic spread  along  the  superior  hemorrhoidal  artery  and 
to  nodes  in  the  area  of  the  left  ileac  artery.  For  more 
than  40  years  this  operation  was  used  extensively  for 
carcinoma  of  the  rectum,  rectosigmoid  and  lower 
sigmoid  colon.  A permanent  colostomy  was 
accepted  as  a necessary  evil  in  exchange  for  an 
opportunity  to  be  cured  of  cancer. 

Sphincter  Saving  Procedures 

Coller,  Kay  and  MacIntyre  in  1940  published  one 
of  several  reports  concerning  the  characteristics  of 
lymphatic  spread  of  carcinoma  of  the  rectum.2  They 
observed  that  adenocarcinoma  of  the  rectum  spreads 
only  in  an  upward  direction  and  not  along  the  lateral 
and  inferior  lymphatic  pathways,  which  drain  the 
rectum. 

They  concluded  that  the  lateral  and  inferior  zones 
are  involved  only  after  the  upward  route  is  blocked 


From  the  Department  of  Surgery,  Mississippi  Baptist  Medical 
Center,  Jackson,  MS 


by  tumor  cells,  as  may  occur  in  advanced  stages  of 
the  disease. 

These  considerations  were  operative  in  motivat- 
ing surgeons  to  re-examine  the  rationale  for  remov- 
ing extensive  segments  of  apparently  normal  rectum 
and  relegating  the  patients  to  a lifetime  of  existence 
with  a colostomy. 


The  last  several  decades  have  provided 
considerable  clarification  of  the  natural  his- 
tory and  behavior  of  adenocarcinoma  of  the 
rectum.  Lymphatic  routes  of  spread  along 
with  the  details  of  intramural  extension  of 
tumors  constitute  important  considerations 
in  defining  proper  surgical  procedures.  Im- 
proved surgical  techniques,  including  the  in- 
troduction of  stapling  devices,  now  permit 
lower  colorectal  anastomoses  and  avoid- 
ance of  permanent  colostomy  in  many  cases 
of  middle-third  rectal  cancer.  These  im- 
provements appear  to  be  achievable  with- 
out sacrificing  chances  for  long-term  era- 
dication of  the  disease. 


Dixon  and  associates  at  the  Mayo  Clinic  must  be 
credited  with  the  initial  surgical  leadership  toward 
establishing  the  rightful  place  of  anterior  resection.3 
It  is  appropriate  at  this  juncture  to  distinguish  be- 
tween high  and  low  anterior  resection.  The  early 
efforts  were  concerned  with  high  anterior  resection 
and  primary  anastomosis  for  lesions  in  the  low  sig- 
moid colon  and  at  the  rectosigmoid  level.  The  anas- 
tomosis here  involves  a distal  stump,  which  is  cov- 
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ered  by  peritoneum  for  two-thirds  to  three-fourths  of 
its  circumference.  It  amounts  to  a technical  exercise 
very  similar  to  an  intra-abdominal,  end-to-end  colon 
anastomosis.  With  high  anterior  resection  there  is  an 
excellent  prospect  for  cure,  a low  incidence  of  com- 
plications, normal  to  near  normal  bowel  function 
and  much  less  morbidity  than  with  the  Miles  abdo- 
minoperineal resection.  In  contrast,  low  anterior  re- 
section necessitates  anastomosis  to  a rectal  stump 
which  has  no  serosal  covering.  Questions  regarding 
the  adequacy  of  low  anterior  resection  as  a cancer 
operation  have  been  very  much  in  evidence.  A high- 
er incidence  of  anastomosis  leakage  can  be  ex- 
pected, and  the  technical  challenge  for  completing 
the  anastomosis  can  be  enormous.  It  is  therefore 
understandable  that  the  level  at  which  anterior  resec- 
tion is  attempted  comprises  a consideration  of  para- 
mount importance. 


Colorectal  Anastomosis  or 
Permanent  Colostomy? 

The  consideration  of  first  priority  in  the  surgical 
management  of  carcinoma  of  the  rectum  must  al- 
ways be  the  complete  removal  of  the  malignant 
growth  and  the  provision  of  a long  term  cure.  If  this 
necessitates  a permanent  colostomy,  then  so  be  it. 
Nevertheless,  these  tenets  should  never  minimize 
the  surgeon’s  efforts  to  accomplish  a worthy  cancer 


Figure  1 . Helpful  rectal  measurements  from  the  proc- 
toscopic view. 


operation  and  to  preserve  normal  rectal  function  at 
the  same  time.  It  is  accurate  to  state  that  over  the 
years  of  the  past  decade,  much  progress  has  been 
made  toward  avoiding  permanent  colostomy  for 
many  patients,  without  compromising  chances  for 
prevention  of  recurrence  of  the  disease.  For  the  pur- 
pose of  this  discussion,  it  is  helpful  to  divide  the 
rectum  into  the  upper,  middle  and  lower  one-thirds 
(see  Figure  1).  Precise  definitions  applicable  to  all 
patients  are  impossible  because  of  variations  related 
to  height,  body  habitus  and  sex.  During  proctosig- 
moidoscopic  examination,  the  anal  canal  may  be 
considered  to  extend  3.5  cm  from  the  anal  verge. 
The  upper  limit  of  the  lower  one-third  of  the  rectum 
would  be  at  approximately  7.5  cm.  The  upper 
boundary  of  the  middle  one-third  of  the  rectum 
would  be  at  1 2 cm,  while  the  same  level  for  the  upper 
one-third  would  lie  at  16  cm. 

Cancer  of  the  distal  rectum  is  characterized  by  an 
inherently  poorer  prognosis  than  the  middle  and  up- 
per rectum.  Lesions  located  up  to  5 to  6 cm  from  the 
anal  verge  are  not  suitable  candidates  for  sphincter 
conservation  operations.  In  general,  these  patients 
are  advised  to  have  an  abdominoperineal  excision. 

Those  rectal  lesions  located  between  12  and  16  cm 
from  the  anal  verge  are  suitable  for  anterior  resec- 
tion, with  very  few  exceptions.  The  high  anterior 
resection  is  employed  and  the  results  are  good  in  the 
great  majority  of  instances.  No  temporary  colostomy 
is  needed,  convalescence  is  usually  smooth,  and 
subsequent  bowel  function  is  normal. 

Rectal  lesions  situated  between  6 and  1 1 cm  from 
the  anal  verge  continue  to  generate  controversy  in 
regard  to  the  best  method  of  management.  One  of  the 
points  of  contention  relates  to  the  length  of  normal 
rectum,  which  should  be  removed  distal  to  the  le- 
sion. At  one  time,  it  was  considered  that  2.5  cm  was 
sufficient.4  Subsequent  reports  of  recurrence  of 
malignant  tumor  in  the  suture  line  aroused  consider- 
able concern  in  regard  to  a distal  margin  of  such 
narrow  porportions.5,  6 Grinnell’s  classic  study,  in- 
volving 93  resected  tumors,  revealed  that  retrograde 
spread  in  the  lymphatics  of  the  submucosa  had 
occurred  up  to  4 cm  in  some  specimens.7  These 
findings  support  the  wisdom  of  removing  at  least  5 
cm  of  normal  rectum  beyond  the  lower  margin  of  the 
growth.  The  final  determination  regarding  the  ulti- 
mate level  of  the  growth  must  await  freeing  of  the 
rectum  from  the  concavity  of  the  sacrum  during 
operation.8  Division  of  the  lateral  ligaments  and 
extensive  mobilization  down  to  the  levator  muscles 
will  usually  allow  a lesion  to  rise  5 cm  from  its 
position  observed  during  proctoscopic  examination. 
As  a general  rule,  a lower  anterior  resection  is  more 
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feasible  in  lean  patients  than  in  the  obese.  The  wider 
female  pelvis  facilitates  a lower  anastomosis  than 
the  narrow  male  pelvis.  Other  important  factors  in- 
volved in  the  decision  to  attempt  a colorectal  anasto- 
mosis include  nonbulky  tumors,  invasion  of  adjacent 
organs,  and  whether  or  not  the  tumor  is  poorly  dif- 
ferentiated. Thus,  in  borderline  rectal  lesions,  the 
appropriate  selection  of  a procedure  must  be  made 
during  the  operation,  after  all  parameters  have  been 
evaluated.  It  is  also  sufficient  to  realize  that  the  skill 
and  experience  of  the  surgeon,  the  support  of  his 
operating  theater  and  the  adequacy  of  his  assistants 
all  represent  significant  determinants. 


Temporary  Colostomy 

A successful  colorectal  anastomosis  must  be  char- 
acterized by  an  adequate  blood  supply,  a generous 
lumen,  meticulous  hemostasis  in  the  pelvis,  absence 
of  tension  and  accurate  approximation  of  colon  and 
rectal  margins.  Even  with  fulfillment  of  these  req- 
uisites, the  lack  of  a serosal  cover  about  the  rectum 
and  the  usual  disparity  between  the  lumen  of  the 
colon  and  rectum  contribute  to  vulnerability  of  this 
anastomosis.  Where  any  concern  exists,  a temporary 
transverse  colostomy  should  be  done.  Elective  clo- 
sure 6 to  8 weeks  later  is  attended  by  much  less  stress 
for  the  patient  than  emergency  colostomy  7 to  10 
days  postoperative  for  a leaking  anastomosis  and 
pelvic  abscess.  It  is  my  preference  to  position  a 
penrose  drain  in  the  pelvis  during  operation,  but  this 
item,  of  course,  is  characterized  by  a considerable 
difference  of  opinion. 


Stapling  Devices 

The  end-to-end  EEA  stapler  has  recently  become 
available.  Its  construction  and  characteristics  are 
particularly  appropriate  for  use  during  colorectal 
anastomosis.  The  instrument  is  introduced  through 
the  rectum  by  an  assistant  after  the  two  bowel  seg- 
ments have  been  freed  and  prepared  with  a purse 
string  suture.  The  two  bowel  ends  are  joined  by  two 
staggered  rows  of  staples,  which  provide  an  inverted 
anastomosis  (see  Figures  2,  3 and  4).  All  basic 
requirements  for  a successful  anastomosis  must  be 
honored,  as  with  the  hand-sewed  technique.  Con- 
siderable practice  and  experience  is  necessary  before 
optimal  utilization  of  the  EEA  stapler  can  be 
achieved.  Our  experience  with  the  device  has  re- 
sulted in  the  conclusion  that  it  affords  several  advan- 
tages over  the  suture  technique  for  low  anterior  anas- 
tomosis. The  precision  with  which  the  staples  are 


Figure  2 . EEA  introduced  through  the  rectum  and  into 
the  colon. 


Figure  3.  Purse  strings  sutures  tied  in  order  to  secure 
fixation  of  each  extremity  of  the  EEA  to  the  colon  and 
rectum . 


Figure  4.  Colorectal  approximation  has  been  accom- 
plished and  the  instrument  is  being  fired. 
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laid  down  around  the  anastomosis  exceeds  that 
which  can  be  accomplished  with  sutures.  Less  bowel 
wall  is  inverted.  With  experience,  considerable  time 
can  be  saved  utilizing  the  EEA.  It  is  very  probable 
that  the  instrument  enables  the  surgeon  to  achieve  a 
lower  colorectal  anastomosis  than  could  otherwise 
be  accomplished.  It  must  be  firmly  emphasized  that 
many  problems,  technical  mishaps  and  general  mis- 
adventures can  beset  the  surgeon,  especially  during 
his  earlier  experiences  with  the  stapling  instruments. 
Sound  principles  for  cancer  surgery  must  not  be 
violated  in  deference  to  a desire  to  use  the  stapling 
instruments  and  avoid  a permanent  colostomy.  With 
increasing  experience  and  the  passage  of  time,  it  is 
very  likely  that  stapling  devices  will  come  to  enjoy  a 
helpful  and  permanent  role  in  the  management  of 
tumors  of  the  rectum. 


Summary 

Since  the  turn  of  the  century,  much  progress  has 
been  made  in  the  surgical  management  of  carcinoma 
of  the  rectum.  This  improvement  has  resulted  from  a 
better  understanding  of  the  natural  history  and  be- 
havior of  the  lesions,  including  their  routes  of 
spread.  More  efficient  surgical  techniques  now 
allow  lower  colorectal  anastomoses,  thus  sparing  the 
patient  a permanent  colostomy.  This  can  be 
achieved  without  jeopardizing  chances  for  a perma- 
nent cure.  The  recent  availability  of  surgical  stapling 
devices  hold  additional  promise  of  benefit  for  the 
patient  by  allowing  more  rapid,  precise  colorectal 
anastomosis  at  even  lower  levels.  ★★★ 

440  E.  Woodrow  Wilson  (39216) 


References 

1.  Miles,  W.  E.:  A method  of  performing  abdominoperineal 
excision  for  carcinoma  of  the  rectum  and  of  the  terminal 
portion  of  the  pelvic  colon.  Lancet  2:1812-1813,  1908. 

2.  Collier,  F.  A..  Kay.  E.  B.  and  MacIntyre.  R.  S.:  Regional 
lymphatic  metastasis  of  carcinoma  of  the  rectum.  Surgery 
8:294,  1940. 

3.  Dixon,  C.  F.:  Preferable  anterior  resection  of  carcinoma  low- 
in  sigmoid  and  rectosigmoid.  Surgery-  15:367,  1944. 

4.  Wangensteen.  O.  H.:  Primary  resection  of  rectal  ampulla  for 
malignancy  with  preservation  of  sphincter  function.  Surg. 
Gyn.  Obst.  81:1,  1945. 

5.  Goligher.  J.  C.:  Resection  and  restoration  of  continuity  in  the 
treatment  of  carcinoma  of  the  rectum.  Posterad.  Med.  J. 
27:568,  1951. 

6.  Enker,  W.  E.  and  Decosse,  J.  J.:  The  evolving  surgical 
treatment  of  rectum  and  colon  cancer.  CA  J.  for  Clinicians 
31:66,  1981. 

7.  Grinnell.  R.  W.:  Distal  intramural  spread  of  carcinoma  of  the 
rectum  and  rectosigmoid.  Surg.  Gyn.  Obst.  99:421.  1954. 

272 


CYCWPEN-M^cyclacillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  byS.  pneumoniae  (formerly 
D.  pneumoniae ) 

Otitis  medio  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae ) and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H in- 
fluenzae* 

‘Though  clinical  improvement  has  been  shown,  bocteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H influenzae 
SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P . mirabilis. 
(This  drug  should  not  be  used  in  anyE.  coli  and  P mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  herein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  other  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I V steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin  There  are  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  humon  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50).  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pom, 
vaginitis,  and  urticaria  have  been  reported  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  ore  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilia  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis  In 
chronic  urinary  tract  infection,  frequent  bocteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 


Dosage  (Give 

in  equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q.i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d 

Bronchitis  and 
Pneumonia 

body  weight  > 20  kg 
(44  lbs)  250  mg  q i d 

Mild  or 

Moderate 

Infections 

250  mg  q.i.d. 

50  mg/kg/day  q.i.d. 

Chronic 

Infections 

500  mg  q i d 

100  mg  kg/day  q.i.d 

Otitis  Media 

250  mg  to  500  mg 
q id  t 

50  to  100  mg  kg  day* 

Skin  & Skin 
Structures 

250  mg  to  500  mg 
q.i.d  t 

50  to  100  mg  kg  day7 

Urinary  Tract 

500  mg  q.i.d. 

100  mg/kg  day 

‘Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
'depending  on  severity 
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Half  the  dose 
is  absorbed  in  9 minutes! 

compared  to  32  minutes  for  ampiciliin  * 


less  rash,  less 


Mean  blood  levels  in  mcg/ml  after  250  mg 
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date. 


Efficacy  proven  in  the  treatment  of  bronchitis, 
pneumonia,  and  upper  respiratory  infections. t 


2 3 4 5 

Time  (hours  after  administration) 


• Rapid,  virtually  complete  absorption  from  Gl  tract 

• Exceptionally  high  peak  blood  levels  — 3 times 
greater  than  ampiciliin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

• Rapidly  excreted  unchanged  in  urine  — 

IV2  times  faster  than  ampiciliin 


High  Cure  Rates  with  CYCLAPENB-W  (cyclacillin) 


Causative 

Organism 


S . pneumoniae 


Bronchitis/Pneumonia1 


100% 


95% 


No.  of 
Patients 


Chronic  Bronchitis1  (acute  exacerbation) 


H.  influenzae 


92% 


Though  clinical  improvement  hos  been  shown,  bacterio- 
logic  cures  cannot  be  expected  in  oil  patients  with 
chronic  respiratory  disease  due  to  H influenzae. 


Streptococcal  Sore  Throat+ 


Group  A beta- 

hemolytic 

Streptococcus 


100% 


86% 


1 1 % Clinical  Response 

I I % Bacterial  Eradication 


tDue  to  susceptible  organisms. 
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Radiologic  Seminar  CCXVIII: 
Pyopneumoperitoneum  Simulating 
Colon  Dilatation:  Computed 
Tomography  for  Abdominal  Abscess 
Definition 

PHILIP  E.  CRANSTON,  M.D.  and  JAMES  L.  BURKHALTER,  M.D. 

Jackson,  Mississippi 


Intra-abdominal  abscess  detection  and  treat- 
ment are  critical  for  patient  survival.1'5  Plain  film 
evaluation  of  abdominal  abscess  formation  is  fraught 
with  many  problems,  among  which  are  low  sensitiv- 
ity and  nonspecificity.6,  7 Nearly  half  of  abdominal 
abscesses  are  missed  by  routine  radiographic 
exams.5  Diagnosis  with  conventional  x-rays  de- 
pends on  demonstration  of  mass  density  change, 
mass  effects,  silhouetting  signs,  and  extraluminal 
gas  detection.5  Abscesses  can  mimic  bowel  and 
bowel  contents.  Colon  gas  and  fecal  material  are 
notorious  imposters  of  abscess  change.  This  case 
demonstrates  how  a large  pyopneumoperitoneum 
mimicked  colon  dilatation  and  was  defined  by  com- 
puted tomography  (CT)  scanning. 

Case  Report 

A 50-year-old  black  woman  initially  presented 
with  a syncopal  episode  attributed  to  anemia  second- 
ary to  gastrointestinal  hemorrhage  from  an  undeter- 
mined site.  Her  hospital  course  was  protracted,  in- 
cluding eventually  two  endoscopies,  four  angio- 
grams, and  three  surgical  procedures  within  three 
months.  Three  weeks  after  the  third  operative  proce- 
dure and  following  10  days  of  intravenous  Nebcin 
and  Keflin  she  became  febrile  with  temperature  of 
103°  F,  lethargic,  and  distended.  Previous  liver 
biopsy  had  demonstrated  Laennec’s  cirrhosis,  and 
clinically  it  was  felt  that  she  had  developed  ascites. 
Plain  radiographs  of  the  abdomen  revealed  huge 
homogeneous  collections  of  intra-abdominal  gas 
along  both  flanks  and  extending  into  the  pelvis  with 
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superimposed  smaller,  mottled  gas  collections; 
radiographically  a distal  colon  obstruction  was  sus- 
pected (see  Figure  1).  A CT  examination  was  per- 


Figure  1 . Large  homogeneous  gas  collections  in  both 
flanks  with  superimposed  smaller  innumerable  gas  bub- 
bles simulate  a distal  colon  obstruction. 
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Figure  2 (a,b,c).  Abdominal  CT  scan  reveals  the  intestine  to  be  compressed  in  the  midline  by  a large  pyo- 
pneumoperitoneum  involving  both  sides  of  the  abdomen  and  the  pelvis. 


formed  utilizing  dilute  gastrografin  in  the  gastroin- 
testinal tract;  this  demonstrated  a large  intra- 
abdominal collection  of  extraluminal  gas  layering 
above  smaller,  innumerable  mottled  gas  collections 
which  were  clearly  separated  from  and  compressing 
toward  the  midline  the  large  and  small  intestine  (see 
Figure  2a-c).  It  was  felt  that  this  represented  a large 
intra-abdominal  abscess  formation  extending  along 
both  flanks  and  into  the  pelvis.  Subsequently  a gas- 
trografin enema  proved  the  colon  to  be  of  normal 
size  (see  Figure  3). 

At  surgery  approximately  five  liters  of  purulent 
material  were  drained  from  what  was  described  as  an 
intra-abdominal  “horseshoe-shaped abscess.”  Post- 
operatively  the  patient  did  well,  and  a follow-up  CT 
abdominal  scan  showed  complete  resolution  of  the 
abscess. 

Discussion 

Intra-abdominal  abscesses  can  prove  quite  diffi- 
cult to  accurately  diagnose;  the  common  pitfalls  re- 
sult from  several  factors.  Plain  film  findings  can 
often  be  subtle,  consisting  of  mass  effect,  sil- 
houetting signs,  and  extraluminal  gas  collections.5 
Mass  effects  on  plain  films  and  CT  scan  can  be  due 
to  normal  structures  which,  if  not  outlined  by  con- 
trast medium,  can  be  mistaken  for  an  abnormal  mass 
density.8 

Extraluminal  gas  collection  — the  hallmark  of 
abscess  formation  — can  be  either  small  collections 
of  gas  bubbles  which  are  difficult  to  separate  from 
small  intestine  or  colonic  content5  or  a homogeneous 
collection  of  intra-abdominal  gas,9  which  in  our  case 
was  massive  and  mimicked  a distal  colon  obstruc- 
tion. 


Figure  3.  Gastrografin  enema  confirms  that  the  colon 
is  of  normal  size  with  a significant  amount  of  extraluminal 
gas  and  soft  tissue  density'  representing  the  massive  pyo- 
pneumoperitoneum . 


CT  has  now  been  shown  to  be  efficacious  for 
abdominal  abscess  evaluation,  particularly  with  the 
fast  scanners  now  in  use.2,  3’  10  The  ability  to  rapid- 
ly diagnose  abdominal  abscess  formation  outweighs 
the  cost  of  CT  scanning  and  should  therefore  reduce 
the  overall  hospital  stay  cost.7  CT  is  now  considered 
the  primary  modality  of  choice  for  intra-abdominal 
abscess  evaluation,  particularly  with  the  acutely  ill 
patient.5,  11  Ultrasound  and  gallium  scans  are  used 
as  supplementary  and  complementary.6,  12  The  ab- 
scess on  CT  will  appear  as  a mass.  This  may  have  a 
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homogeneous  soft  tissue  density,  although  most  in- 
tra-abdominal abscesses  have  been  demonstrated  to 
have  a low  density  change  with  or  without  enhancing 
rim  effect.1,  4’  11  Fascial  plain  thickening  has  been 
described  recently  as  a sign  of  intra-abdominal  ab- 
scess formation. 1 1 An  extraluminal  mass  with  air  or 
an  air/fluid  level  is  felt  to  be  pathognomonic.1,  4-  13 
When  a low  density  mass  lesion  is  noted  without 
definite  demonstration  of  extraluminal  gas,  the  dif- 
ferential diagnosis  includes  seromas,  endome- 
triomas,  ascitic  fluid,  cysts  of  all  types,  hematomas, 
lymphoceles,  urinomas,  bile  collections,  necrotic 
neoplasms,  pseudocyst,  and  even  normal 
bowel.2,  5-  12  Arrival  at  final  diagnosis  requires  cor- 
relation with  the  clinical  circumstances.7  Aspiration 
is  now  being  widely  used  to  make  a definite  diagno- 
sis short  of  surgery.2  Catheter  drainage  can  also  be 
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performed  for  treatment  if  the  patient  is  believed  to 
be  a good  candidate  for  this  type  of  procedure.1,  2 

Plain  film  radiographs  often  can  be  the  definitive 
modality  for  abscess  detection.  The  use  of  ultra- 
sound, gallium  scanning  and  CT  can  be  avoided 
altogether  in  some  cases.14  Even  if  the  diagnosis  is 
known,  the  addition  of  CT  scanning  allows  the  exact 
localization  and  definition  of  extent  of  the  abscess  so 
treatment  can  be  properly  and  effectively 
instituted.1,  2>  3’  12  In  our  case  CT  was  useful  in 
demonstrating  not  only  the  extent  of  the  abscess  but 
also  a normal  caliber  colon  and  in  effectively  ruling 
out  a distal  colon  obstruction  as  a cause  of  the  plain 
film  finding.  In  addition,  after  treatment,  CT  scan- 
ning can  provide  the  best  method  for  determining 
treatment  adequacy.15  ★★★ 

2500  North  State  Street  (39216) 
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Gastrointestinal:  The  most  frequent  adverse  reaction 
is  gastrointestinal  (4%  to  1 6%).  Includes  nausea*,  epigas- 
tric pain*,  heartburn*,  diarrhea,  abdominal  distress, 
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pecia. Stevens- Johnson  syndrome  Special  Senses: 
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Evaluation  of  the  Adolescent  for 
Scoliosis  After  Positive 
School  Screening 

J.  PATRICK  BARRETT,  M.D.  and  MARY  ALICE  LEE,  M.D. 

Jackson,  Mississippi 


Scoliosis  is  a lateral  curvature  of  the  spine.  In 
the  antero-posterior  view  of  the  spine  on  x-ray,  there 
should  be  no  curvature  whatsoever.  Any  curve  that 
is  present  is  diagnosed  as  scoliosis.  Long  term  fol- 
lowup studies  have  proven  that  scoliosis  of  a severe 
magnitude  can  cause  altered  regional  lung  perfusion 
and  cor  pulmonale,  leading  to  premature  death.1,  2 
Lesser  degrees  of  scoliosis  can  cause  back  pain  prob- 
lems in  adult  individuals.1,  2 

The  natural  history  of  idiopathic  scoliosis  has 
been  accurately  delineated  only  in  the  last  15 
years.  *’  2 Approximately  80%  of  all  scoliosis  is  clas- 
sified as  idiopathic.  It  is  felt  that  there  is  an  under- 
lying genetic  basis  for  scoliosis.  Family  history  in 
most  scoliosis  patients  is  positive  if  scrutinized 
carefully.3  The  exact  mechanism  of  progression  of 
the  curvature  is  not  fully  understood. 

Girls  are  affected  approximately  five  times  more 
frequently  than  boys.4  The  age  at  risk  is  during  the 
adolescent  growth  spurt  which  begins  at  approx- 
imately ten  for  girls  and  approximately  eleven  for 
boys. 

From  statistics  gathered  in  the  United  States,  it  is 
known  that  for  every  1,000  school-age  children, 
approximately  100  will  have  a scoliosis  that  can  be 
detected  on  a school  screening  examination.5  Of  this 
100,  approximately  three  will  develop  progression 
of  the  curve  which  will  eventually  require  treatment. 

If  treatment  is  instituted  early  in  the  course  of 
progression,  a brace  can  be  utilized  to  halt  this  pro- 
gression. If  treatment  is  delayed  for  an  undue  period 
of  time,  a surgical  procedure  must  be  utilized.  The 
standard  surgical  procedure  at  this  time  is  the  pos- 
terior spine  fusion  with  Harrington  rod  instrumenta- 
tion. The  Harrington  instruments  were  perfected  by 


Dr.  Barrett  is  engaged  in  the  practice  of  pediatric  orthopedics 
and  spine  deformities.  Dr.  Lee  is  District  Five  Health  Officer, 
Mississippi  State  Board  of  Health. 


Dr.  Paul  Harrington  of  Houston,  Texas,  approx- 
imately 20  years  ago.6  Newer  instrumentations  such 
as  the  Luque  rod  technique  are,  at  present,  still  in  the 
experimental  stage. 

Empirical  data  has  led  to  the  conclusion  that 
curves  picked  up  before  the  age  of  ten  years  will  not 
become  progressive  until  the  child  reaches  the 
adolescent  growth  spurt.  The  detection  of  a scoliosis 
curve  in  its  early  stages  can  be  accomplished  by  any 
primary  care  physician  by  careful  physical  examina- 
tion. A curve  of  20  degrees  or  less  is  quite  often 
clinically  unnoticeable  in  the  erect  position.  If  the 
child  is  allowed  to  bend  forward  with  the  upper 
extremities  relaxed  and  suspended,  the  “forward 
bend  test,”  then  a minor  rib  prominence  can  be 
detected.  This  rib  prominence  is  the  first  sign  of  an 
early  scoliosis  (see  Figures  1 and  2). 

The  early  detection  of  scoliosis  is  important  for 
the  non-surgical  treatment  of  this  entity.  Curves 
from  0 to  20  degrees  measured  by  the  Cobb  method 
need  no  treatment.  Curves  of  a magnitude  from  20  to 
40  degrees  which  have  proven  themselves  to  be 
progressive  can  be  treated  with  an  orthosis  (see  Fig- 
ure 4).  The  orthotic  devices  only  prevent  further 
progression.  They  have  not  proven  to  result  in  last- 
ing correction  of  existing  curves.  Curves  beyond  40 
degrees  of  magnitude  have  proven  to  be  quite  symp- 
tomatic in  adult  life,  and  therefore,  surgical  correc- 
tion is  warranted  in  these  cases. 

If  scoliosis  is  detected  on  physical  examination, 
this  should  be  further  evaluated  with  a standing  pos- 
tero-anterior  view  of  the  spine.  It  is  of  utmost  impor- 
tance to  obtain  this  x-ray  in  the  erect  position  so  that 
the  factor  of  gravity  can  be  properly  evaluated. 

Throughout  our  state,  numerous  school  screening 
programs  for  spinal  deformities  have  been  initiated 
in  the  last  two  to  three  years.  These  screening  pro- 
grams will  identify  minor  scoliosis  curves.  Students 
with  positive  findings  are  referred  to  their  family 
physicians.  With  the  “forward  bend  test”  plus  a 
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standing  x-ray  of  the  spine  measured  by  the  Cobb 
method7  (see  Figure  3),  a family  physician  can 
accurately  evaluate  a scoliosis  curve. 

In  the  Hinds  County  area  in  1980,  2554  out  of 
approximately  8500  junior  high  school  students 
were  evaluated  utilizing  public  health  nurses,  Health 
Department  personnel  and  physician  volunteers. 
Two  hundred  and  fifty-three  of  these  students  were 
positively  identified  as  having  spinal  asymmetry  by 
nurse  screeners.  One  hundred  and  twenty  of  these 
individuals  were  referred  to  their  family  physicians 
for  further  evaluation  after  secondary  screening  by  a 
physician.  Of  those  who  were  further  evaluated,  two 
individuals  required  surgery  and  approximately 
eight  individuals  required  brace  treatment  or  are 
being  closely  followed  for  proof  of  progression  prior 
to  brace  treatment. 

In  1981  the  Hinds  County  and  Jackson  public 
schools  were  screened.  Sixty-eight  hundred  and 


eighty  (6880)  students  were  screened  in  the  seventh, 
eighth,  and  ninth  grades  out  of  a total  enrollment  of 
8844.  Secondary  screening  by  public  health  nurses 
was  carried  out  on  604  students.  Of  this  number,  227 
were  referred  to  their  family  physicians  for  further 
evaluation.  These  statistics  are  felt  to  be  in  line  with 
national  statistics. 

This  Health  Department  program  is  being  ex- 
panded to  the  ten-county  area  of  Public  Health  Dis- 
trict Five  in  central  Mississippi  for  the  1981-1982 
school  year. 

The  success  of  screening  programs  depends  on  the 
accurate  evaluation  of  scoliosis  by  the  primary  care 
physician  and  early  referral  for  appropriate  ortho- 
pedic care  in  patients  with  progressive  curves. 

Summary 

As  school  screening  for  scoliosis  becomes  preva- 
lent in  our  state,  more  students  with  positive  screen- 
ing findings  are  referred  to  their  family  or  primary 
care  physicians.  With  the  aid  of  the  “forward  bend 


Figure  1 . “Moderate”  scoliosis  curve  viewed  in  erect 
position. 


Figure  2.  “ Forward  bend  test”  in  same  patient.  Note 
rib  hump  on  right  showing  obvious  scoliosis. 
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Figure  3 . X-ray  of  same  patient  measured  by  method  of 
Cobb. 


Figure  4 . Modern  “low  profde”  orthosis  for  conserva- 
tive treatment  of  scoliosis. 


test”  and  an  erect  postero-anterior  x-ray  of  the  tho- 
raco-lumbar  spine  properly  measured  by  Cobb’s 
method,  these  students  can  be  properly  evaluated 
and  referred  for  orthopedic  care  early  in  the  course  of 
progression,  thus  preventing  possible  surgery  in  lat- 
er life.  ★★★ 

971  Lakeland  Drive  (39216) 
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The  Stimulated  Granulocyte  as  an 
Effector  of  Immune  Injury 
Or,  The  Fickle  Phagocyte: 

Friend  or  Foe? 

DALE  E.  HAMMERSCHMIDT,  M.D. 

Minneapolis,  Minnesota 


Since  the  latter  part  of  the  19th  century,  a role 
has  been  postulated  for  the  activated  granulocyte  in 
immune  tissue  injury.  Though  Metchnikoff  first 
proposed  the  concept  in  1 887,  it  is  in  the  most  recent 
few  decades  that  enough  has  been  learned  of  gran- 
ulocyte function  to  start  to  understand  just  how  those 
cells  — normally  our  good  friends  — can  also  do  us 
harm. 

"Frustrated  Phagocytosis" 

The  most  familiar  model  of  granulocyte-mediated 
tissue  injury  is  the  “frustrated  phagocytosis”  model 
proposed  by  Henson.  This  is  the  sort  of  damage  that 
often  occurs  in  immune  arthritis  or  glomerulitis,  and 
is  schematically  presented  in  Figure  1 . Immunopro- 
teins  are  deposited  upon  a basement  membrane, 
either  as  antibodies  directed  against  that  basement 
membrane  or  as  immune  complexes  which  are  de- 
posited passively.  This  deposition  may  result  in 
activation  of  the  complement  system,  which  then 
produces  vasoactive  anaphylatoxins  (C3a,  C4a, 
C5a),  a major  opsonin  (C3b),  and  a major  chemotax- 
in  (C5a).  So  local  vascular  permeability  is  enhanced 
and  phagocytes  are  recruited  to  the  scene,  where 
they  encounter  a basement  membrane  which  looks 
great  to  eat! 

The  result  is  predictable:  the  granulocyte  tries  to 
eat  the  delectable  basement  membrane,  but  cannot 
do  so  because  it  is  enormous  in  comparison  with  the 
PMN;  as  the  polymorph  attempts  to  form  a phago- 
cytic vacoule  to  encompass  the  target,  proteolytic 
enzymes  and  toxic  oxygen  compounds  — weapons 
normally  used  to  wage  war  against  engulfed  mi- 
crobes — spill  out  into  the  inflammatory  exudate. 

An  essay  based  upon  a lecture  read  before  the  113th  Annual 
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where  they  can  do  damage  both  directly  and  by 
activating  other  biologic  systems  (kinins,  coagula- 
tion, fibrinolysis). 

Intravascular  PMN  Behavior  as 
a Disease  Mechanism 

In  addition  to  this  mechanism,  our  group  at  the 
University  of  Minnesota  has  had  a particular  interest 
in  the  concept  that  the  intravascular  behavior  of  the 
PMN  might  be  pathophysiologically  important  as 
well  as  its  behavior  in  inflammatory  exudates.  Our 
interest  was  initially  provoked  by  the  observation 
that  the  PMN  count  in  the  peripheral  blood  drops  to 
nearly  zero  early  during  hemodialysis  using  cel- 
lophane membrane  apparatus.  While  the  count  was 
low  — and  for  a time  thereafter  — there  were  mild 
but  easily  demonstrable  changes  in  pulmonary  func- 
tion. A series  of  observations  by  Drs.  Philip  Crad- 
dock and  Jorg  Fehr  led  to  the  inference  that  the 
plasma  complement  system  was  activated  via  the 
alternative  pathway  when  blood  came  in  contact 
with  the  cellophane  membrane  of  the  dialyzer;  this 
complement  activation  then  led  to  sequestration  of 
PMNs  in  the  lung,  with  attendant  mild  respiratory 
dysfunction. 

PMN  Aggregation 

The  mechanism  whereby  PMNs  might  become 
sequestered  in  the  lung  then  became  the  object  of 
study  by  Dr.  Craddock  and  myself.  There  seemed  to 
be  at  least  three  reasonable  hypotheses:  (a)  the 
activation  of  complement  might  make  the  PMNs 
non-specifically  sticky,  so  that  they  lodged  in  the 
first  microvascular  bed  they  encountered;  in  hemo- 
dialysis, this  would  of  course  be  in  the  lung;  (b)  the 
activation  of  complement  might  make  endothelium 
non-specifically  sticky,  with  the  same  end  result;  (c) 
(less  likely  but  more  interesting)  PMNs  might  share 
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with  platelets  the  ability  to  aggregate  in  response  to 
certain  stimuli;  complement  activation  might  then  be 
one  such  stimulus,  and  the  cells  might  then  go  to  the 
lung  as  tiny  emboli.  To  test  this  latter  hypothesis,  we 
purified  PMNs  from  normal  human  venous  blood, 
and  placed  them  in  an  aggregometer  of  the  type 
which  is  used  to  study  platelet  function.  When 
activated  complement  was  added  (as  zymosan- 
incubated  normal  human  plasma),  a wave  of  increas- 
ing light  transmission  was  seen,  quite  reminiscent  of 
a platelet  aggregation  wave  (see  Figure  2).  This  was 
shown  in  fact  to  be  aggregation  by  examining  speci- 
mens fixed  at  the  peak  of  the  waves;  as  shown  in 
Figure  2,  the  PMNs  were  seen  to  be  present  in 
clumps  rather  than  dispersed  as  singlets.  A series  of 
studies  not  depicted  then  identified  the  active  com- 
plement fragment  C5a  (or  its  desarginine  derivative) 
as  the  PMN  aggregating  substance. 

We  were  excited  by  this  observation,  because  it 
gave  us  a new  pathophysiologic  hypothesis  for 
study:  PMNs  might  do  damage  by  aggregating  and 
then  embolizing  to  microvascular  sites.  Further,  the 
aggregation  response  was  predictable,  allowing 
PMN  aggregometry  to  be  used  as  a simpler  assay  for 
C5a  than  those  which  had  existed  before;  it  proved 
an  exquisitely  sensitive  way  to  detect  complement 
activation,  much  as  fibrin  degradation  products  may 
be  sought  as  a very  sensitive  way  to  detect  activation 
of  the  clotting  system. 

Granulocyte-Mediated  Endothelial  Damage 

Also  within  our  department,  several  workers  in 
the  laboratory  of  Dr.  Charles  Moldow  became  in- 
terested in  the  pulmonary  dysfunction  and  pulmo- 
nary edema  which  had  been  seen  in  earlier  dialysis 
studies.  They  postulated  that  the  stimulated  granulo- 
cyte might  be  able  to  injure  endothelium,  and  began 
growing  human  endothelial  cells  in  tissue  culture; 
when  these  cells  were  labeled  with  radiochromium, 
release  of  radioactivity  could  then  be  measured  as  an 
index  of  cell  damage. 

Endotoxin  was  added  to  such  cultures;  despite  the 
textbook  wisdom  that  endotoxin  does  nasty  things  to 
endothelium,  no  increase  in  chromium  release  was 
noted.  But  endotoxins  are  known  to  stimulate 
PMNs;  when  PMNs  were  added  to  the  system,  a 
modest  but  significant  increase  in  chromium  release 
occurred.  Many  endotoxins  are  also  known  to  acti- 
vate plasma  complement;  when  a source  of  activat- 
able  complement  was  also  present,  the  endothelial 
damage  became  striking.  This  damage  was  largely 
inhibited  by  superoxide  dismutase  and  catalase  — 
enzymes  which  detoxify  reactive  oxygen  com- 
pounds — suggesting  that  most  of  the  damage  was 


Figure  7.  The  “Frustrated  Phagocytosis’’  model  of 
immune  tissue  injury'.  When  antibody  attaches  to  a base- 
ment membrane,  or  when  immune  complexes  are  depos- 
ited on  a basement  membrane  (panel  a),  complement  may 
be  activated.  When  this  occurs,  several  biologically  ac- 
tive “split-products’  ’ are  released:  the  vasoactive 
anaphylatoxins  (C3a,  C4a,  C5a)  increase  local  vessel 
permeability;  the  major  chemotaxin,  C5a,  recruits  gran- 
ulocytes to  the  scene;  the  major  opsonin,  C3b  (the  part  of 
C3  remaining  on  the  membrane),  makes  the  membrane 
look  tasty  to  a phagocyte  (panel  b).  Predictably,  the 
phagocyte  makes  an  attempt  to  eat  the  basement  mem- 
brane (panel  c).  Since  the  tissue  bearing  the  membrane  is 
far  larger  than  the  phagocyte,  this  is  of  course  impossi- 
ble. In  the  attempt  to  engulf  the  tissue,  the  phagocyte 
releases  the  toxic  oxygen  compounds  (.02  — ) and  lyso- 
somal enzymes  (LYS)  that  it  would  usually  use  to  kill 
bacteria;  but  instead  of  being  released  into  a microbe- 
containing  phagosome,  they  are  released  into  the  milieu, 
resulting  in  damage  to  the  basement  membrane  and  adja- 
cent structures.  Anthropomorphically , this  may  be  per- 
ceived as  the  poor  PMN’ s trying  and  trying  to  engulf  the 
enormous  basement  membrane,  until  she  finally  vomits! 

wrought  by  the  stimulated  PMNs’  production  of 
oxygen  radicals.  Other  laboratories  have  also  noted 
that  some  of  the  proteases  released  from  stimulated 
granulocytes  are  capable  of  delaminating  endothelial 
cells  from  their  substrate,  another  possible  way  to 
make  the  microvasculature  leak.  Finally,  although 
this  review  centers  upon  the  PMN,  the  platelet 
should  not  be  forgotten:  when  platelets  are  added  to 
the  endothelial  culture  system  along  with  PMNs,  a 
further  substantial  increment  in  endothelial  damage 
accrues. 

ARDS,  or  the  "Shock  Lung"  Syndrome 

The  stasis  of  PMNs  in  the  lung  when  complement 
was  activated  was  reminiscent  of  that  which  occurs 
in  experimental  models  of  shock.  Further,  animals 
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Figure  2.  The  granulocyte  shares  with  the  platelet  the 
ability  to  aggregate  in  response  to  certain  stimuli,  includ- 
ing activated  complement . When  purified  normal  gran- 
ulocytes are  placed  in  an  aggregometer,  and  activated 
plasma  complement  is  added,  a wave  of  increasing  light 
transmission  occurs,  reminiscent  of  a platelet  aggrega- 
tion wave  ( left  panel).  This  wave  can  be  shown  in  fact  to 
represent  aggregation  by  fixing  samples  at  the  peak  of  the 
wave,  then  examining  them  microscopically  {right  panel). 
This  aggregating  activity  has  been  shown  to  be  due  to  the 


presence  of  C5a  or  its  desarginine  derivative;  one  piece  of 
evidence  is  that  the  activity  cannot  be  generated  in  plasma 
from  a patient  with  a severe  congenital  deficiency  of  C5 
(left panel).  In  other  studies  not  shown,  such  aggregation 
has  been  shown  to  occur  in  vivo,  and  such  stimulated 
PMNs  have  been  shown  to  damage  endothelium.  We 
propose  therefore  that  the  intravascular  behavior  of  the 
stimulated  neutrophil  may  be  pathophysiologically  im- 
portant. 


which  had  been  depleted  of  granulocytes  or  of  acti- 
vatable  complement  had  been  reported  to  be  re- 
sistant to  irreversible  shock  and  to  some  shock- 
associated  pulmonary  abnormalities.  And  finally, 
the  “shock  lung”  syndrome  most  frequently  occurs 
in  clinical  contexts  characterized  by  complement 
activation:  trauma,  sepsis,  acute  pancreatitis.  These 
parallels  led  us  to  postulate  that  the  complement- 
stimulated  granulocyte  might  play  some  role  — 
perhaps  as  a trigger  or  amplifier  — in  the  genesis  of 
ARDS  (Adult  Respiratory  Distress  Syndrome).  If 
this  guess  were  correct,  we  might  hope  to  find  some 
reflection  of  the  process  in  patients  with  ARDS.  In  a 
pilot  study,  plasmas  from  patients  with  ARDS  were 
tested  as  aggregants  of  normal  granulocytes;  in  26  of 
30  patients,  the  plasmas  did  aggregate  normal 
PMNs,  and  the  activity  could  be  traced  to  the  pres- 
ence of  abnormal  amounts  of  C5a. 

Encouraged,  we  entered  into  a somewhat  more 
rigorous  study,  in  which  samples  were  obtained 
from  a large  number  of  injured  patients  at  risk  for 


ARDS,  and  were  tested  for  C5a  without  knowledge 
of  the  clinical  status  of  the  patients.  When  the  code 
was  broken,  a strong  and  highly  statistically  signifi- 
cant association  was  found  between  the  presence  of 
abnormal  amounts  of  C5a  and  the  ultimate  develop- 
ment of  “shock  lung”;  in  a small  cohort  of  patients 
studied  at  very  frequent  intervals,  the  C5a  level  often 
became  abnormal  12  or  more  hours  before  hy- 
poxemia developed,  allowing  us  to  hope  that  the 
detection  of  complement  split  products  might  be  a 
tool  for  predicting  which  traumatized  patients  will 
get  ARDS,  so  that  therapy  might  begin  very  early. 

Pharmacology  of  Granulocyte  Aggregation 

Several  workers  have  advocated  the  use  of  high 
doses  of  corticosteroids  in  shock  and  ARDS.  We 
therefore  became  interested  in  the  effects  of  these 
agents  upon  granulocyte  aggregometry;  if  our 
hypothesis  was  right,  and  if  the  steroid  advocates 
were  right,  one  might  reasonably  expect  to  find  an 
effect  of  steroids  upon  PMN  aggregation.  Such  was 
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indeed  the  case. 

When  a constant  aggregating  stimulus  was  ap- 
plied (see  Figure  3)  and  the  amount  of  steroid  in  the 
incubation  was  varied,  a dose-response  family  of 
aggregation  waves  was  produced.  Little  or  no  inhibi- 
tion of  aggregation  resulted  from  the  presence  of  100 
fig  methylprednisolone  per  ml,  an  amount  equiva- 
lent to  at  least  the  plasma  levels  in  patients  taking 
100  mg  prednisone  daily.  However,  inhibition  was 
seen  with  larger  concentrations,  50%  inhibition 
being  noted  at  0.6  mg/ml;  this  latter  concentration  is 
well  within  the  plasma  levels  obtained  with  the  very 
large  (30+  mg/kg)  i.v.  bolus  doses  of  this  agent 
which  have  been  advocated  in  shock  and  shock  lung. 

More  recently,  we  have  studied  the  effects  of  a 
wide  variety  of  drugs  upon  granulocyte  aggregation, 
and  have  found  several  other  agents  (including 
ibuprofen  and  betahistime)  which  also  inhibit. 
Further,  we  have  preliminarily  reported  that  synergy 
exists  among  some  of  these  agents,  which  may  ulti- 
mately allow  the  benefit  of  steroids  to  be  realized 
with  only  a tenth  the  currently-advocated  dose. 

Granulocyte  Aggregation  in  Vivo 

Because  this  pathophysiologic  speculation  was 
based  upon  in  vitro  observations  and  upon  indirect 
observations  in  vivo,  we  sought  to  demonstrate  that 
granulocyte  aggregation  and  PMN-mediated  en- 
dothelial damage  were  in  fact  capable  of  occurrence 
in  live  animals.  For  this,  we  entered  into  a collabora- 
tion with  Drs.  P.  D.  Harris  (University  of  Missouri, 
Columbia)  and  H.  Wayland  (California  Institute 
Technology),  who  are  microvascular  physiologists 
skilled  in  the  techniques  of  intravital  microscopy. 
Using  techniques  and  apparatus  which  they  de- 
veloped, we  were  able  to  prepare  rats  who  harbored 
fluorescent  granulocytes  or  fluorescent  plasma,  then 
infuse  activated  complement  (or  complement  activa- 
tors) while  observing  a capillary  bed  by  fluorescence 
microscopy. 

In  the  former  instance,  fluorescent  PMNs  were 
seen  immediately  to  marginate  in  the  vessels,  some- 
times piling  up  so  densely  as  to  disrupt  regional 
blood  flow.  After  a few  minutes,  large  clumps  of 
PMNs  were  seen  to  form,  and  to  embolize  to  smaller 
vessels  downstream.  When  the  plasma  was  rendered 
fluorescent  and  a slow  constant  infusion  of  activated 
plasma  was  given,  leakage  of  fluorescent  albumin 
was  seen  within  twenty  minutes  as  halos  around  true 
capillaries.  The  margination  of  fluorescent  PMNs 
was  blunted,  and  the  formation  of  clumps  and  leak 
were  completely  avoided,  by  pretreating  the  rats 
with  high  doses  of  methylprednisolone. 


Methylprednisolone  Inhibits  C(C5a)- induced 
Granulocyte  Aggregation 

ME  TH  YL  PREDNISOL  ONE 
CONCENTRATIONS 


t t t M 


Addition  of 
Activated  C(C5a) 

Figure  3 . Corticosteroids  inhibit  granulocyte  aggrega- 
tion. When  a constant  aggregating  stimulus  is  applied  to 
granulocytes  which  are  exposed  to  various  concentra- 
tions of  methylprednisolone , dose-dependent  inhibition  of 
aggregation  is  observed.  100  fxg  methylprednisolone  per 
ml  ( the  second  tracing ) was  not  different  from  control  ( top 
tracing ),  even  though  this  would  be  a high  plasma  con- 
centration in  a patient  on  daily  oral  therapy.  Higher 
concentrations,  however,  did  inhibit  ( lower  three  trac- 
ings), with  50%  inhibition  being  observed  at  0.6  mg/ml 
(between  the  lowest  two  tracings).  This  concentration  is 
in  the  range  achieved  with  the  very'  large  bolus  doses  of 
steroids  which  have  been  advocated  in  shock  and  the 
“shock  lung  syndrome,’’  encouraging  our  speculation 
that  in-vitro  study  of  PMN  response  might  provide  useful 
models  for  developing  new  pharmacologic  strategies  to 
avoid  the  complications  of  shock. 


Protection  of  the  Host 

“All  well  and  good,”  you  might  say,  “but  if  this 
is  an  important  pathophysiologic  mechanism,  why 
don’t  I turn  to  a leukostatic  plug  from  head  to  foot 
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each  time  I activate  a little  complement  with  a Strep 
throat?”  The  answer  is  twofold.  First,  the  comple- 
ment system  is  a very  tightly  regulated  system,  with 
inhibitors  and  inactivators  at  many  steps.  Thus,  it 
takes  quite  a potent  stimulus  to  complement  activa- 
tion to  produce  a high  level  of  C5a  — or  any  other 
active  product  — in  the  circulation.  Second,  even 
when  such  a potent  stimulus  is  brought  to  bear,  the 
active  components  are  cleared  from  the  circulation 
very,  very  rapidly.  As  an  example,  we  have  recently 
reported  that  the  half-life  of  C5a  activity  in  the  cir- 
culation is  only  about  three  minutes!  We  are  very 
interested  in  the  possibility  that  disorders  of  regula- 
tion or  of  clearance  might  in  some  way  determine 
just  which  traumatized  patients  go  on  to  develop 
pulmonary  dysfunction,  and  which  ones  make  un- 
eventful recoveries. 


Conclusion 

While  the  behavior  of  the  stimulated  phagocyte  in 
inflammatory  fluids  has  been  thought  for  almost  a 
century  to  contribute  to  tissue  damage,  we  have  only 
recently  come  to  an  understanding  of  some  of  the 
mechanisms  whereby  it  may  do  so.  Further,  the  last 
decade  has  seen  the  accumulation  of  evidence  sug- 
gesting that  the  intravascular  behavior  of  the  stimu- 
lated granulocyte  may  be  of  pathophysiologic  im- 
port, as  well.  Thus,  the  activated  PMN  can  aggre- 
gate, embolize  to  microvascular  sites,  adhere  to  en- 
dothelium and  damage  that  endothelium  by  releasing 
proteolytic  enzymes  and  toxic  oxygen  compounds 
normally  used  to  kill  invading  microbes.  Activated 
granulocytes  are  being  incriminated  in  an  ever- 
broadening  range  of  disease,  including  our  labora- 
tory’s special  interests,  hemodialysis  neutropenia 
and  the  “shock  lung”  syndrome.  The  behavior  of 
the  stimulated  granulocyte  is  liable  to  pharmacologic 
manipulation,  and  we  hope  that  its  in  vitro  study  will 
lead  to  refinements  that  will  ultimately  bear  clinical 
fruit.  ★★★ 
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Thomas 

Yates&Co. 

Insurance  with  Innovation 

The  basic  idea  of  Thomas  Yates  & Co.  hasn’t  changed.  It  s just 
grown.  Good  ideas  usually  do. 

As  we  begin  our  fourth  decade  of  service  to  the  Mississippi  State 
Medical  Association,  Thomas  Yates  & Co.  has  continued  to  upgrade 
coverages  and  to  design  well  planned  group  insurance  programs 
responsive  to  some  very  special  needs  of  its 
members.  Our  aim  is  to  steadily  strengthen 
membership  benefit  programs  through  the 
introduction  of  new  and  improved  coverages;  to 
give  members  more  protection  for  their  money; 
to  make  insurance  more  adaptable  and  to  back 
up  the  plans  we  offer  with  imagination  and 
thorough  service  . . . That’s  the  Thomas  Yates 
idea  — the  simple  but  profound  idea  to  offer  its 
members  the  best  possible  group  insurance 
plan. 

Yes,  the  basic  idea  . . . Insurance  With 
Innovation  . . . it  hasn’t  changed  . . . it’s  just 
grown. 

Thomas  Yates  & Co. 

GROUP  INSURANCE  ADMINISTRATORS 

735  Riverside  Drive  • RO.  Box  5048  • Jackson,  Mississippi  39216 


Thomas  Yates 
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The  President  Speaking 

Reaching  Goals  Through  Political  Action 


R.  FASER  TRIPLETT 
Jackson,  Mississippi 


Doctors  Paul  Moore,  Ed  Hill,  our  executive  secretary  Charlie 
Mathews  and  I had  a very  amicable  but  frank  discussion  and,  1 hope, 
productive  meeting  with  representatives  of  HHF  in  Washington  on 
September  17.  We  presented  our  case  for  a single  area  designation  for 
Medicare  payment  purposes  in  Mississippi. 

Representative  Trent  Lott  arranged  our  meeting,  and  we  were  treated 
very  cordially  and  allowed  ample  time  for  our  presentation.  We  were 
encouraged  to  the  extent  that  we  were  not  told  flatly  that  it  couldn’t  be 
done  and  that  there  was  possibly  a method  available  to  accomplish  our 
goal.  However,  they  did  require  additional  fiscal  data  and  had  to  make 
certain  legal  searches  before  giving  us  a final  answer.  We  were  assured 
by  the  Deputy  Administrator  for  HHF  who  was  present  at  the  meeting 
that  our  request  would  be  given  thorough  consideration.  The  MSMA 
staff  intends  to  see  that  this  is  done  and  will  keep  you  informed  of  the 
results.  The  problem  of  equal  Medicare  payments  in  all  areas  of  the  U.S. 
was  approached  briefly  but  we  are  all  aware  that  this  can  only  be 
accomplished  by  congressional  action  and  the  mood  on  Capitol  Hill  at  the 
present  time  gives  us  little  hope  for  action.  The  AM  A lobby  continues  to 
press  Congress  however,  for  an  end  to  the  economic  index. 

While  in  Washington  we  joined  Jimmy  Manning,  MMPAC  board 
chairman,  Stanley  Hartness,  MMPAC  board  member,  and  Bucky  Mur- 
phy, MSMA  assistant  executive  secretary,  in  participation  in  an  AMPAC 
political  education  conference  held  in  conjunction  with  AMPAC’s  20th 
birthday.  The  meeting  included  workshops  on  such  topics  as  recruiting 
candidates,  increasing  membership,  organizing  campaigns,  and  fund 
raising  and  volunteer  recruitment  on  conducting  voter  registration  drives. 
Regardless  of  your  political  affiliation,  you  should  be  pleased  to  know 
that  AMPAC  is  given  a great  deal  of  credit  by  the  “powers  that  be”  for 
achieving  the  present  conservative  makeup  of  both  the  Administration 
and  Congress.  If  the  President’s  economic  program  is  successful,  as  we 
all  hope  and  pray  it  will  be,  we  can  justifiably  claim  some  of  the  credit. 

Recent  AMA  surveys  show  that  65%  of  all  physicians  agree  that  the 
medical  profession  should  support  political  representative  action  under- 
taken by  the  profession,  but  unfortunately  the  high  percentages  that  show 
strong  support  for  AMPAC  are  not  reflected  in  AMPAC  membership.  It 
is  our  goal  this  year  to  see  that  Mississippi  leads  the  way  for  the  rest  of  the 
nation  in  support  for  AMPAC  both  in  percent  of  membership  by  MSMA 
members  and  in  per  capita  giving.  We  ask  you  to  do  your  share  to  help 
your  medical  association  reach  this  goal.  Only  then  can  we  continue  to 
lay  the  groundwork  for  solid  political  support  for  the  positions  that  we 
feel  are  essential  in  order  for  us  to  provide  quality  care  to  our  patients  in  a 
free  enterprise  atmosphere.  ★★★ 


286 


JOURNAL  MSMA 


Hazards  of  Small 
Recreational  Vehicles 

An  editorial  in  the  Journal  of  the  Mississippi  State 
Medical  Association,  Volume  21,  No.  5,  May  1980, 
addressed  the  problem  of  an  increasing  number  of 
injuries  associated  with  increased  use  of  small  rec- 
reational vehicles,  three  wheel  cycles,  go-carts,  trail 
bikes,  etc.  Since  that  editorial  there  has  been  a 
marked  increase  in  the  number  of  three  wheel  cycles 
sold  to  the  public.  Paralleling  this  rise  in  availability 
and  usage  has  been  a marked  increase  in  the  number 
and  seriousness  of  injuries  associated  with  the  use  of 
such  vehicles. 

Almost  every  day  advertisements  by  the  major 
producers  of  such  machines  can  be  seen  on  televi- 
sion. These  all  depict  racing,  stunt  driving  and  other 
very  dangerous  uses  of  these  machines.  Such  adver- 
tisement only  entices  the  public,  particularly  the 
younger  people,  to  attempt  such  stunts  and  daring 
feats  when  they  are  ill  prepared  and  in  no  way  trained 
to  do  so.  Over  the  past  four  months  some  40  patients 
with  serious  injuries  and  three  deaths  have  been  seen 
from  three  wheel  accidents  in  the  Jackson  area.  Be- 
cause of  this  serious  rise  in  the  number  of  injuries 
associated  with  this  activity,  the  Central  Medical 
Society  Executive  Committee  recently  voted  to 
make  a public  statement  to  the  press  regarding  the 
dangers  associated  with  the  use  of  such  vehicles  and 
to  petition  the  local  police  department  and  the  Mis- 
sissippi Highway  Safety  Patrol  to  strictly  enforce  all 
laws  regarding  the  use  of  these  vehicles  on  public 
streets  and  highways. 

This  editorial  is  not  intended  as  a simple  repeat  of 
the  earlier  editorial.  This  has  now  become  a major 
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public  health  hazard  and  cannot  be  ignored.  As 
stated  earlier,  all  physicians  should  become  involved 
by  advising  their  patients  of  the  hazards  associated 
with  these  machines,  encouraging  proper  usage,  and 
assisting  local  groups  in  developing  safety  programs 
or  campaigns  promoting  proper  use  of  small  rec- 
reational vehicles. 

Myron  W.  Lockey,  M.D. 
Associate  Editor 


GUEST  EDITORIAL 
A Patient's  View 

Editorial  Note:  Jimmy  Ward,  editor  of  the  Jackson 
Daily  News  and  longtime  friend  of  the  association, 
recently  wrote  about  his  personal  experiences  with 
modem  medicine.  We  thought  Journal  MSMA 
readers  would  enjoy  his  comments.  — C.L.M. 

Unfortunately  I have  not  been  a participant  in  this 
space  for  a couple  of  weeks.  The  reason:  I’ve  been 
on  a journey,  a medical  journey.  You  might  say  I’ve 
been  on  a trip,  the  sort  of  trip  that  could  be  compared 
to  an  adventure  in  a time  capsule. 

Fortunately  this  old  trooper  is  back  at  the  cluttered 
desk  he  loves  so  well. 

My  trip  began  routinely  enough  with  admission  to 
the  Mississippi  Baptist  Medical  Center,  where  nee- 
dles give  and  needles  take  away  — especially  vials 
of  blood  that  go  to  the  chemists  who  discover  a great 
deal  about  your  body. 

Enter  the  time  capsule . The  hospital  has  some  2 1 st 
Century  equipment  — CAT  scanners  that  photo- 
graph, trace  and  track  mysterious  isotopes  that 
bounce  back  and  forth  in  the  bones  or  organs  where 
they  have  been  directed  to  dance. 

There  are  other  space  age  machines.  A skilled 
technician  gives  vivid  instructions.  You  perform,  a 
computer  keeps  score.  If  you  make  a miscue  or  fail 
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to  follow  instructions,  the  computer  says  “tilt”  and 
you  repeat  the  test. 

Then  there’s  a printed  summary  of  your  perform- 
ance. It  says  that  even  an  airplane  with  just  one 
engine  can  fly  the  planned  mission. 

Then  you  enter  another  period  of  timelessness. 
You  are  put  to  sleep  by  what  must  be  called  miracle 
drugs  compared  with  a few  years  ago  in  the  medical 
profession. 

Skilled  surgeons,  whom  you  have  known  from 
previous  experiences,  are  at  work;  but  you  know 
nothing  of  what  they  are  doing.  You  are  eons  away 
yourself,  as  if  on  some  Orbiting  Planet  Country 
where  no  one  knows  anything  about  the  Space  Age. 

In  the  intensive  care  unit  you  pass  into  another 
time  zone.  Unable  to  speak  due  to  tubes  and  things, 
you  signal  for  a pad  and  pen.  You  hope  to  write  a 
message.  This  is  known  as  the  Age  of  Hieroglyphics 
in  your  trip  in  time.  Your  mind  knows  what  it  wants 
to  communicate.  Your  fingers  yield  squares,  circles, 
a “t”  with  two  or  three  crosses  at  the  top  and  bot- 
tom. It’s  a piece  of  art  you  later  learn  would  make  an 
Egyptian  mummy  jealous  of  your  literary  genius; 
but  it  makes  no  sense  to  the  nurse  or  your  anxious 
family,  probably  causing  them  to  wonder  if  you  will 
return  to  the  20th  Century  from  the  Prehistoric. 

Upon  being  assigned  to  a comfortable  room  and 
still  unable  to  speak,  you  enter  the  age  of  the  Indian 
Sign  Language.  You  discover  to  the  delight  of  your- 
self and  the  nurse  that  you  can  specifically  identify 
which  cold,  metal  utensil  you  need  under  your  body 
at  a critical  moment.  Time  Marches  On! 

Meal  time  is  another  experience  in  this  time  cap- 
sule. Still  unable  to  speak  or  swallow,  your  meal 
comes  trickling  down  from  a glass  container  down  a 
transparent  tube.  You  watch  with  non-hungry  in- 
terest. The  fun-minded  nurse  asks,  “How  does  it 
taste?”  She  knows  and  I know  that  the  nourishment 
is  bypassing  all  your  taste  buds  and  is  going  directly 
into  your  system. 

You  enter  another  era  in  this  adventure.  You  dis- 
cover you  can  read  and  write  again.  You're  in  the 
Pad  and  Pencil  Era,  having  graduated  from  the 
mummified  Age  of  Hieroglyphics.  You  let  visitors 
do  the  talking  and  you  respond  by  scribbling  notes. 
Brother,  that’s  past  kindergarten,  wouldn’t  you  say? 

Not  to  mix  medicine  with  the  automobile  busi- 
ness, but  out  come  the  tubes  and  you  are  riding  on 
radials.  You’ve  entered  the  Industrial  Revolution. 

You  are  alert  enough  now  to  tell  every  person  you 
see  or  hear  how  grateful  you  are  — for  the  doctors, 
nurses,  technicians,  family,  friends,  professional 
associates,  readers,  and  even  strangers  who  say 
they’ve  said  their  share  of  prayers,  too. 


You  are  going  home  tomorrow  — a risky  time, 
you  are  told.  Because  of  the  euphoria,  you  may  try  to 
do  some  things  which  your  lack  of  strength  won’t 
permit.  The  Age  of  Gradualism. 

Speaking  of  gradualism,  you  become  aware  again 
that  the  20th  Century  is  still  here.  That  President 
Reagan  has  a few  pains  himself  — with  a budget, 
with  a tax  and  with  the  AWACS. 

Even  with  all  of  this  personal,  domestic  and  inter- 
national awareness  there  is  a wonderful  bottom  line. 
On  this  trip  you  realize,  gratefully,  that  you  were 
issued  a Providential  Round  Trip  Ticket. 

Thanks,  everybody.  It’s  good  to  be  back! 

(Reprinted  from  the  October  5,  1981  issue  of  the 
Jackson  (Miss.)  Daily  News.) 


s 


To  The  Managing  Editor:  A.  Guess  whose  pub- 
lication had  a difference  in  the  table  of  contents  from 
title  of  article? 

B.  Guess  who  waited  a long  time  to  comment  — 
and  finally  decided,  “what  the  heck?”  and  is  now 
doing  so? 

Yours, 
Dr.  A. 

Editorial  Note:  We  assume  the  reader  is  referring  to 
the  inadvertent  substitution  of  the  word  “fault”  for 
the  word  “problem”  in  the  table  of  contents  listing 
for  the  article  entitled  “Impotence  — Whose  Prob- 
lem Was  It?”  The  article  appeared  in  the  September 
issue  of  Journal  MSMA. 

Although  it  is  a policy  not  to  publish  unsigned 
letters  to  the  editor,  the  anonymous  message  above, 
which  was  marked  “confidential,”  is  printed  to 
illustrate  a problem  which  often  plagues  writers  and 
editors  — a reluctance  on  the  part  of  readers  to  make 
comments. 

Lack  of  feedback  has  tempted  many  editors  to 
deliberately  print  an  error  (and  some  have  been 
known  to  do  so)  in  order  to  see  “if  anyone  out  there 
is  reading.”  While  we  might  like  to  make  that  ex- 
cuse in  this  instance,  the  fact  is  that  it  was,  indeed,  a 
mistake.  And  as  such,  it  distresses  and  embarrasses 
no  one  more  than  it  does  a person  who  is  engaged  in 
the  business  of  words,  particularly  a business  which 
demands  accurate  words.  We  do  regret  the  error. 

We  also  apologize  for  the  switching  of  cutlines 
and  misprinting  of  two  illustrations  in  that  article. 
Three  proofreaders  failed  to  catch  that  mistake  be- 
fore final  printing.  That  issue  had  more  than  its  share 
of  “problems,”  and  the  “fault”  was  ours.  — 
P.W.S. 
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1982  MSMA-Robins  Award 
Is  Announced 

The  twenty-first  annual  Mississippi  State  Medical 
Association-Robins  Award  or  outstanding  commu- 
nity service  by  a state  physician  has  been  announced 
to  the  component  medical  societies  by  the  Board  of 
Trustees.  The  1982  award  will  be  presented  at  the 
114th  Annual  Session. 

Each  component  society  has  been  invited  to  sub- 
mit a nomination  for  the  honor.  Deadline  for  submis- 
sion of  nominations  to  the  state  medical  association 
headquarters  is  Jan.  2,  1982.  Each  nomination  will 
be  acknowledged,  and  the  Board  of  Judges,  consist- 
ing of  the  three  MSMA  vice  presidents,  will  review 
the  nominations. 

Nominees  must  be  members  of  the  state  medical 
association,  and  the  community  service  recognized 
by  the  local  society’s  nomination  must  be  apart  from 
purely  professional  attainment,  since  suitable 
awards  in  this  connection  already  exist. 

Generally,  the  service  by  the  physician-nominee 
should  have  benefitted  the  local  or  state  communi- 
ties in  a civic,  cultural  or  economic  sense.  It  need 
not,  however,  have  been  a single  achievement,  since 
many  outstanding  citizens  contribute  to  community 
betterment  through  a series  of  services  in  varying 
leadership  roles. 

Nominations  should  be  made  by  letter,  and  there 
are  no  restrictions  upon  length  or  attached  exhibits 
which  assist  in  establishing  the  nominee’s  qualifica- 
tions and  record  of  achievement.  Each  letter  of 
nomination  must  be  signed  by  an  officer  of  the  com- 
ponent medical  society.  Nominations  from  previous 
years  may  be  re-submitted. 

The  Robins  award  is  sponsored  annually  by  the 
association  and  the  A.  H.  Robins  Company  of  Rich- 
mond, VA.  The  series  was  instituted  in  1962,  and 
the  award  consists  of  a sculptured  bronze  plaque  in 
bas-relief,  engraved,  and  mounted  on  a mahogany 
panel. 

The  20  Mississippi  physicians  who  have  received 
the  high  honor  are  Dr.  Thomas  G.  Ross  of  Jackson, 
nominated  by  the  Central  Medical  Society  in  1962; 
Dr.  Frank  M.  Davis  of  Corinth,  by  the  Northeast 
Mississippi  Medical  Society  in  1963;  Dr.  Howard 
A.  Nelson  of  Greenwood,  by  the  Delta  Medical 
Society  in  1964;  and  Dr.  Maura  J.  Mitchell  of  Ellis- 
ville,  by  the  South  Mississippi  Medical  Society  in 
1965; 


Dr.  J.  T.  Davis  of  Corinth,  by  the  Northeast  Mis- 
sissippi Medical  Society  in  1966;  Dr.  Frank  M. 
Acree  of  Greenville,  by  Delta  Medical  in  1967;  Dr. 
W.  H.  Anderson  of  Booneville  by  Northeast  in 
1968;  Dr.  Omar  Simmons  of  Newton,  by  the  East 
Mississippi  Medical  Society  in  1969;  Dr.  W.  J. 
Aycock  of  Calhoun  City,  by  the  Northeast  Society  in 
1970;  Dr.  Walter  H.  Rose  of  Indianola,  by  Delta 
Medical  Society  in  1971;  Dr.  Reginald  P.  White  of 
Meridian,  by  the  East  Mississippi  Medical  Society 
in  1972;  Dr.  W.  A.  Long,  Jr.,  of  Jackson,  by  the 
Central  Medical  Society  in  1973;  Dr.  Virginia  S. 
Tolbert  of  Ruleville,  by  Delta  Medical  Society  in 
1974;  Dr.  Thomas  M.  Davis  of  Jackson,  by  Central 
Medical  Society  in  1975;  Dr.  Thomas  G.  Barnes  of 
Greenville,  by  Delta  Medical  Society  in  1976;  Dr. 
Hugh  Banks  Barnes  of  Hattiesburg,  by  South  Mis- 
sissippi Medical  Society  in  1977; 

Dr.  Verner  S.  Holmes  of  McComb,  by  South 
Central  in  1978;  Dr.  W.  L.  Jaquith  of  Whitfield,  by 
Central  Medical  Society  in  1979;  Dr.  Jack  Atkinson 
of  Brookhaven,  by  South  Central  in  1980;  and  Dr. 
W.  Lamar  Weems  of  Jackson,  by  Central  Medical 
Society  in  1981. 


SCIENTIFIC  EXHIBITS 


Applications  are  now  being  accepted 
for 

Scientific  Exhibits 

1 14th  Annual  Session 

Mississippi  State  Medical 
Association 

May  2-6,  1982 
Biloxi  Hilton 

For  information,  write  to: 

Chairman,  Scientific  Exhibits 
MSMA 

P.O.  Box  5229 
Jackson,  MS  39216 
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Elise  Winter,  wife  of  Governor  William  Winter,  was 
among  those  who  spoke  at  the  opening  of  the  Alcohol  and 
Drug  Center  at  Doctor' s Hospital  in  Jackson  recently. 
Welcoming  Mrs.  Winter  and  other  guests  was  hospital 
administrator  Jimmy  LeDoux,  at  right. 


Dr.  Doyle  P.  Smith  of  Jackson,  left,  director  of  the 
Alcohol  and  Drug  Center  of  MSMA’s  Disabled  Doctors’ 
program,  and  Dr.  G.  Douglas  Talbott  of  Smyrna,  GA, 
talk  briefly  before  making  their  addresses  at  the  opening 
of  the  ADC. 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 


1 14th  Annual 
Session 

BILOXI,  MISSISSIPPI 
BILOXI  HILTON 
MAY  2-6,  1982 


A COMPLETE  MEETING 

• 14  Scientific  Sections 

• Specialty  Society  Meetings 

• Scientific  Exhibits 

• Alumni  Reunions 

• Auxiliary  Activities 

• House  of  Delegates 

• Tennis,  Golf,  Fishing  and  Jogging 

• 125th  Anniversary  Party 
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University  Medical  Center 
Enrollment  Increases 

The  University  of  Mississippi  Medical  Center  has 
announced  an  increase  in  enrollment. 

Enrollment  in  all  schools  and  programs  is  1680 
this  year  compared  to  a 1980  enrollment  of  1617. 

Enrollment  breakdown  is  600  in  the  School  of 
Medicine,  227  in  the  School  of  Nursing,  261  in  the 
School  of  Health  Related  Professions,  168  in  the 
School  of  Dentistry,  71  in  graduate  programs  in  the 
basic  sciences,  296  in  postgraduate  training  and  57 
in  certificate  programs. 

The  largest  increase  came  in  the  graduate  program 
with  a 16  percent  increase  over  last  year  followed  by 
the  School  of  Nursing  with  a 14  percent  increase  in 
enrollment. 


More  Reductions  Coming 
For  Health  Programs 

Despite  its  earlier  history-making  budget  reduc- 
tion of  some  $30  billion,  the  Administration  is  now 
faced  with  an  estimated  $60  billion  deficit  in  this 
fiscal  year  (Oct.  1,  1981)  with  even  higher  red  ink 
margins  forecast  in  the  next  two  years. 

In  its  drive  to  get  the  deficit  down  to  $42.5  billion, 
the  pre-August  guess,  some  $18  billion  of  new  cuts 
must  be  legislated.  Health  programs  aren’t  a major 
target  area,  but  few  will  escape  the  economy  ax. 

The  President’s  urgent  request  for  a second  round 
of  budget  cuts  would  involve  a reduction  of  $1  bil- 
lion or  more  in  federal  health  programs,  already  hit 
hard  by  the  budget  reconciliation  measure  approved 
last  August. 

Most  of  the  President’s  proposed  savings,  $8.4 
billion,  would  come  from  a 12  percent,  across-the- 
board  slice  in  appropriations  for  all  domestic  pro- 
grams. The  health  programs  at  the  Health  and  Hu- 
man Services  (HHS)  Department  currently  are 
budgeted  at  about  $6.5  billion,  meaning  they  would 
be  reduced  about  $780  million.  Further  cuts 
apparently  would  come  from  Medicare  and  Medi- 
caid. 

The  President  said  in  a nationally-televised 
speech  that  he  will  seek  $2.6  billion  in  cuts  from 
entitlement  programs  in  the  budget  not  subject  to  the 
appropriations  process.  These  include  Medicare  and 
Medicaid,  but  how  much  they  would  be  hit  remains 
to  be  seen. 

NOVEMBER  1981 


♦ 


I 


> 


\ 


r 


% 

♦ 

r* 


•Data  on  file  Parke-Davis  Marketing  Research  Dept. 
••Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 

The  National  Prescription  Audit.  IMS  America  Ltd.. 
September  1980. 
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TUCKS®  Pre-Moistened  Hemorrhoidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue,  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lobon  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comfortmg  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOt-HC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOUHC*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg;  bismuth  subgallate.  225%:  bismuth  resorcin  compound. 

I. 75%;  benzyl  benzoate.  12%;  Peruvian  balsam.  1.8%;  zinc  oxide, 

II. 0%;  also  contains  the  following  inactive  ingredients;  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate.  5.0 
mg;  bismuth  subgallate.  225  mg;  bismuth  resorcin  compound.  17.5  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  acbon  on  mucous  hiembranes, 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  cf 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment. 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS' 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults;  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

Hwi  Supplied:  Anusol-HC  Suppositones-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9  -867  (15°-30°C). 
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AMPAC  Holds 
Washington  Meeting 

Addressing  AMPAC’s  20th  anniversary  political 
education  conference  in  Washington,  DC,  Sen. 
Wendell  Ford  (D-KY)  told  400  AMPAC  members 
that  “you  people  wrote  the  book  on  how  to  make  a 
PAC  work  and  without  question  your  organization’s 
record  of  success  stands  alone.” 

Describing  AMPAC  as  “a  force  to  be  reckoned 
with,”  Sen.  Ford  said  in  prepared  remarks  that 
PACs  exert  a positive  influence  on  the  political  pro- 
cess. “Keep  up  the  good  work,”  he  said,  “and 
remember  that  the  bottom  line  is  a more  responsive 
and  responsible  government.” 

“If  ever  there  was  a time  for  individuals  and 
groups  to  come  together  to  help  minimize  the  impact 
of  the  budget  reductions,  that  time  is  now,”  he  said. 
“The  need  will  never  be  greater  or  more  urgent 
because  the  government  can  no  longer  afford  to 
carry  out  all  responsibilities.” 

Sen.  John  Heinz  (R-PA)  said  that  without  the  help 
of  AMPAC  and  similar  groups  the  Republicans 
would  not  have  been  able  to  capture  the  Senate 
where  GOP  control  was  essential  for  President 
Reagan’s  legislative  victories.  “We  will  bring  the 
budget  in  line;  that  you  can  depend  on,”  the  senator 
said. 

AMPAC  Board  Chairman,  John  Smith,  M.D., 
said  the  1980s  will  bring  sweeping  changes.  “We 
must  play  a major  role.  Our  voices  will  be  heard  and 
our  presence  felt,”  said  the  San  Antonio  physician. 
Dr.  Smith  said  AMPAC  “must  be  ready  to  influence 
positively  the  decisions  made.  Medicine  and  politics 
do  go  together.” 

Attending  the  AMPAC  meeting  from  Mississippi 
were:  Drs.  James  O.  Manning,  Jackson;  J.  Edward 
Hill,  Hollandale;  Stanley  A.  Hartness,  Kosciusko; 
Paul  H.  Moore,  Pascagoula;  and  R.  Faser  Triplett, 
Jackson. 


Health  Block  Grant 
Program  Is  Under  Way 

The  Administration’s  health  block  grant  program 
is  operational,  but  some  states  may  decide  to  delay 
for  as  long  as  a year. 

At  a series  of  regional  conferences.  Administra- 
tion officials  have  been  assuring  state  officials  they 
will  be  allowed  “maximum  flexibility”  in  admin- 
istering the  programs  covered  under  the  block 
grants. 

Edward  Brandt,  M.D.,  Assistant  Secretary  for 
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Health  at  the  HHS  Department,  said  his  agency  is 
“carrying  out  the  principles  of  flexibility,  minimum 
federal  intrusiveness,  and  absolute  neutrality  in  its 
implementation  activities.” 

Dr.  Brandt  noted  that  states  may  choose  to  assume 
responsibility  for  administering  the  block  grant 
programs  immediately  or  to  phase  in  the  operation  of 
the  blocks  during  the  fiscal  year  which  began  Octo- 
ber 1,  1981. 

Congress  put  some  20  Public  Health  Service  pro- 
grams into  four  block  grants  — Preventive  Health; 
Maternal  and  Child  Health;  Mental,  Drug  and 
Alcohol;  and  Community  Health  Centers.  States  can 
administer  the  block  grant  funds  with  much  more 
freedom  than  existed  for  the  categorical  programs. 

Dr.  Brandt  told  the  Block  Grant  Regional  Confer- 
ence in  Dallas  this  month  that  HHS  is  authorized  to 
continue  making  awards  to  individual  program  gran- 
tees in  states  until  the  states  assume  control  over  the 
block  grants.  “But  we  will  only  take  this  action  if  an 
existing  grant  comes  up  for  renewal  before  you  (the 
states)  take  over  the  block  containing  that  particular 
grant  program.” 

The  amount  of  money  the  states  will  receive  for 
the  block  grants  won’t  be  known  until  Congress 
completes  the  appropriations  process.  Dr.  Brandt 
said  “the  best  I can  tell  you  now  is  that  we  are  going 
over  prior  years  obligation  figures  for  each  program 
in  the  blocks  to  establish  the  basis  for  calculating 
your  particular  state’s  share  of  each  block.” 

The  law  requires  each  state  to  tell  how  it  intends  to 
spend  its  block  grant  funds.  Citizens  are  supposed  to 
take  part  in  the  decision-making  process  at  the  state 
level,  but  “we  will  have  no  federal  guidelines  or 
proposed  federal  regulations  concerning  public  par- 
ticipation.” 

In  Mississippi,  Governor  Winter  has  appointed  a 
committee  composed  of  state  agency  directors  and 
an  advisory  committee  of  private  citizens  to  recom- 
mend expenditure  of  block  grant  funds.  The  state 
agency  directors  selected  by  the  governor  are:  Dr. 
Alton  B.  Cobb,  State  Health  Officer;  Dr.  Jan  Dukes, 
Director,  Department  of  Mental  Health;  Mr.  Dick 
Molpus,  Director,  Governor's  Office  of  Federal- 
State  Programs;  Mr.  Jim  Cofer,  Director,  Commis- 
sion on  Budget  and  Accounting;  and  Dr.  Donald  B. 
Roark,  Commissioner,  Department  of  Public  Wel- 
fare. 

★ ★ ★ 

Coming  Next  Month  in  JOURNAL  MSMA  — 

Special  issue  celebrating  the  association’s 
125th  anniversary. 
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Medicaid  Seeks  $80  Million 
In  State  Funds 

The  Mississippi  Medicaid  Commission  has  re- 
quested $80.4  million  in  state  funds  for  a $347.4 
million  budget  in  fiscal  year  1983.  The  request  was 
recently  made  before  the  State  Commission  on 
Budget  and  Accounting,  which  is  drafting  its  recom- 
mendations for  the  1982  Regular  Session  of  the 
Mississippi  Legislature. 

State  Medicaid  director  B.  F.  Simmons  told  the 
Commission  that  an  increase  of  $5.3  million  in  state 
funds  over  last  year  was  being  requested  to  match  an 
increase  of  $21.2  million  in  federal  funds.  An  esti- 
mated 305,000  persons  will  be  covered  by  the  pro- 
gram. 

Simmons  cautioned  that  the  $80.4  million  in  total 
state  funds  could  be  insufficient  in  view  of  antici- 
pated reductions  in  federal  funding.  In  that  event  the 
state  would  have  to  come  up  with  additional  funding 
or  cut  benefits  and  payments.  The  deficit  in  federal 
funds  could  run  some  $4.7  million  this  year  and 
some  $10.6  million  next  fiscal  year. 

The  Medicaid  program  is  seeking  funding  for  23 
additional  employees  to  conduct  a review  program 
of  nursing  home  services  in  place  of  a program 
conducted  by  the  Mississippi  Foundation  for  Medi- 
cal Care  — PSRO.  Medicaid  officials  said  the  pri- 
mary reason  for  expected  increases  in  spending  are 
rising  costs  of  institutional  care. 


UMC  Announces 
Faculty  Appointment 

Dr.  Ben  H.  Douglas  has  been  named  assistant  vice 
chancellor  for  graduate  studies  at  the  University  of 
Mississippi  Medical  Center. 

Dr.  Norman  C.  Nelson,  UMC  vice  chancellor  and 
School  of  Medicine  dean,  announced  his  appoint- 
ment following  approval  by  the  Board  of  Trustees, 
State  Institutions  of  Higher  Learning. 

On  the  UMC  faculty  since  1964  and  acting  vice 
chancellor  since  1980,  Dr.  Douglas  also  serves  as 
professor  of  anatomy  and  associate  professor  of 
physiology  and  biophysics  at  the  Medical  Center. 
He  earned  the  B.S.  at  Mississippi  College  and  the 
Ph.D.  at  the  Medical  Center. 

Dr.  Douglas,  first  Mississippian  to  be  appointed 
as  American  Heart  Association  established  investi- 
gator, received  the  Mississippi  affiliate’s  prestigious 
Silver  Distinguished  Achievement  Award  in  1978. 
He  is  a past  chairman  of  the  Mississippi  Academy  of 


Science’s  medical  science  division  and  a charter 
member  of  the  Society  for  the  Study  of  Reproduc- 
tion. 

He  has  served  on  the  boards  of  directors  for  the 
Mississippi  Acadmey  of  Science,  the  Hinds  County 
Heart  Association  and  the  Mississippi  Heart  Asso- 
ciation and  on  the  editorial  board  of  Clinical  and 
Experimental  Hypertension. 

Dr.  Douglas  is  a member  of  the  American  Phys- 
iological Society,  the  Society  for  Gynecologic  In- 
vestigation and  the  International  Society  for  the 
Study  of  Hypertension  in  Pregnancy.  He  is  on  the 
medical  advisory  board  for  the  Council  for  High 
Blood  Pressure  Research. 

Author  of  two  books  and  contributing  author  to 
three  more.  Dr.  Douglas  has  published  some  215 
scientific  papers. 


Congressmen  Urge 
Legalization  of  Marijuana 

Two  congressmen  want  the  federal  government  to 
recognize  the  therapeutic  benefits  of  marijuana  for 
cancer  and  glaucoma  patients. 

Representatives  Stewart  McKinney  (R-CT)  and 
Newt  Gingrich  (R-GA)  have  introduced  a bill  that 
would  amend  the  Controlled  Substances  Act  to  rec- 
ognize the  medical  use  of  marijuana,  without  affect- 
ing penalties  for  social  use. 

Federal  law  defines  marijuana  as  a drug  with  no 
acceptable  medical  use,  and  it  is  available  by  the 
federal  government  only  for  research.  This  makes  it 
difficult  for  patients  in  32  states  where  its  medical 
use  is  allowed  to  obtain  the  drug  legally. 

Marijuana  is  said  to  treat  the  adverse  side  effects 
of  cancer  chemotherapy  and  to  reduce  intraocular 
pressure  in  glaucoma  patients. 


Medico-Legal  Brief 

Wrongful  Birth  Suit 
Not  Against  Public  Policy 

A mother  can  maintain  an  action  against  a physi- 
cian for  the  wrongful  birth  of  a normal,  healthy  child 
two  and  one-half  years  after  he  performed  a tubal 
ligation  on  her,  a Pennsylvania  appellate  court  ruled. 

The  tubal  ligation  was  performed  on  June  1 1 , 
1974,  and  the  child  was  bom  on  January  2,  1977. 
The  mother  filed  suit  against  the  physician  who 
performed  the  tubal  ligation  and  the  hospital  where  it 
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was  performed.  The  action  was  based  on  breach  of 
contract  and  negligence  theories.  A trial  court  held 
that  it  was  against  the  public  policy  of  the  state  to 
recognize  claims  for  the  birth  of  a child. 

On  appeal,  the  appellate  court  reversed  the  deci- 
sion. Following  two  decisions  rendered  after  the  trial 
court’s  ruling,  the  appellate  court  said  that  it  would 
recognize  a cause  of  action  for  medical  malpractice 
in  which  the  birth  of  a healthy,  normal  child  was  the 
injury  suffered.  The  mother’s  complaint  alleged  that 
the  physician  breached  his  duty  to  her  and  that  his 
negligence  caused  her  damages.  That  stated  a cause 
of  action,  the  court  said.  The  mother  also  stated  a 
cause  of  action  for  breach  of  an  express  warranty  that 
the  operation  would  result  in  sterility. 

On  the  question  of  damages,  the  court  said  that  the 
mother  would  be  entitled  to  recover  all  damages  that 
resulted  from  the  physician’s  negligence  or  breach 
of  contract,  including  expenses  of  rearing  the  child. 
The  court  said  that  parents  of  children  bom  with 
deformities  were  not  limited  to  damages  related  to 
the  child’s  illness  but  were  allowed  damages  for  the 
expenses  of  rearing  the  child  if  it  were  normal  and 
healthy.  The  mother  of  a normal,  healthy  child 
should  also  recover  damages  for  rearing  an  un- 
wanted child,  the  court  said. 

The  jury  should  be  permitted  to  reduce  the  amount 
of  damages  by  an  amount  that  represented  the  ben- 
efit that  the  child  would  bring  to  the  mother.  Dam- 
ages for  the  mother’s  lost  earning,  physical  pain  and 
suffering  could  be  recovered,  but  damages  for  emo- 
tional and  mental  distress  were  not  recoverable,  the 
court  said. 

The  case  was  remanded  to  the  trial  court  for  fur- 
ther proceedings.  — Mason  v.  Western  Pennsylva- 
nia Hospital,  428  A. 2d  1366  (Pa. Super. Ct. , April 
16,  1981) 


POSTGRADUATE 

CALENDAR 


Dec.  3,  1981 

Hematology  in  the  Neonate 

University  Medical  Center,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Pediatrics  Di- 
vision of  Newborn  Medicine,  the  Department  of 
Obstetrics  and  Gynecology  and  the  Medical  Cen- 
ter Division  of  Continuing  Health  Professional 
Education. 

Coordinators:  Philip  G.  Rhodes,  M.D.,  associate 


professor  of  pediatrics  and  chief  of  the  Division  of 
Newborn  Medicine,  and  Gwen  Bussa,  R.N., 
C.N.M.,M.N.,  assistant  professor  of  nursing  and 
instructor  in  obstetrics  and  gynecology  (nurse- 
midwifery). 

This  program  will  look  at  normal  hematologic 
findings  and  their  variations  in  the  newborn.  Reg- 
istration is  limited  to  10.  This  program  is  made 
possible  in  part  by  the  General  Continuing  Medi- 
cal Education  Fund  of  the  University  of  Mississip- 
pi Alumni  Association  Guardian  Society.  Fee: 
$35.  Credit:  5.5  credit  hours  in  Category  I of  the 
AMA  Physician’s  Recognition  Award;  AAFP 
credit  applied  for. 

Dec.  10-11,  1981 

Third  Annual  Mississippi  Perinatal  Postgradu- 
ate Course 

Holiday  Inn  Downtown,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Obstetrics  and 
Gynecology  Division  of  Maternal-Fetal  Medi- 
cine; the  Department  of  Pediatrics  Division  of 
Newborn  Medicine;  The  School  of  Nursing;  and 
the  Medical  Center  Division  of  Continuing  Health 
Professional  Education.  Partial  support  is  pro- 
vided by  the  Mississippi  Perinatal  Association, 
Mead-Johnson,  Ross  Laboratories  and  the  Obstet- 
rics and  Gynecology  Continuing  Medical  Educa- 
tion Fund  of  the  University  of  Mississippi  Alumni 
Association. 

Coordinators:  John  C.  Morrison,  M.D.,  professor  of 
obstetrics  and  gynecology  and  director  of  the  Di- 
vision of  Maternal-Fetal  Medicine,  and  Philip  G. 
Rhodes,  M.D.,  associate  professor  of  pediatrics 
and  chief  of  the  Division  of  Newborn  Medicine. 

This  program  will  take  a multidisciplinary  look 
at  methods  of  solving  perinatal  health  care  prob- 
lems. Lectures  and  panel  discussions  will  cover 
the  most  recent  scientific  developments  in  the 
field  of  perinatology.  An  outstanding  guest  facul- 
ty join  UMC  faculty  members  in  presenting  the 
program.  Fee:  $200.  Credit:  12.5  credit  hours  in 
Category  I of  the  AMA  Physician's  Recognition 
Award;  AAFP  credit  applied  for. 

Dec.  17,  1981 

Newborn  Metabolism  — Fluids  and  Electro- 
lytes 

University  Medical  Center,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Pediatrics  Di- 
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POSTGRAUDATE  / Continued 

vision  of  Newborn  Medicine,  the  Department  of 
Obstetrics  and  Gynecology  Division  of  Maternal- 
Fetal  Medicine,  and  School  of  Nursing  and  the 
Medical  Center  Division  of  Continuing  Health 
Professional  Education. 

Coordinators:  Philip  G.  Rhodes,  M.D.,  associate 
professor  of  pediatrics  and  chief  of  the  Division  of 
Newborn  Medicine,  and  Gwen  Bussa,  R.N., 
C.N.M.,  M.N.,  assistant  professor  of  nursing  and 
instructor  in  obstetrics  and  gynecology  (nurse- 
midwifery). 

This  program,  limited  to  10  participants,  will 
define  the  normal  fluid  and  electrolyte  status  and 
medications  in  newborns,  and  the  abnormalities 
that  might  occur  and  their  treatment.  This  pro- 
gram is  made  possible,  in  part,  by  the  General 
Continuing  Medical  Education  Fund  of  the 
Guardian  Society  of  the  University  of  Mississippi 
Alumni  Association.  Fee:  $35.  Credit:  5.5  credit 
hours  in  Category  I of  the  AMA  Physician’s  Rec- 
ognition Award;  AAFP  credit  applied  for. 

Jan.  16,  1982 

Endocrinology  of  the  Aging  Woman 

The  Jackson  Regency,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Obstetrics  and 
Gynecology  and  the  Medical  Center  Division  of 
Continuing  Health  Professional  Education. 

Coordinator:  G.  William  Bates,  M.D.,  associate 
professor  of  obstetrics  and  gynecology. 

This  seminar  will  present  current  concepts  of 
menopause  and  emphasize  indications  and  con- 
traindications for  hormonal  replacement  therapy. 
The  physiology  of  ovarian  failure  and  pathophys- 
iology and  estrogen  deficiency  will  be  covered. 
Fee:  $30.  Credit:  3.5  credit  hours  in  Category  I of 
the  AMA  Physician's  Recognition  Award;  AAFP 
credit  applied  for. 


Jan.  23,  1982 

Photography  for  Education  and  Slide  Pro- 
grams 

University  Medical  Center,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Dentistry  and  the  Medical  Center  Divi- 
sion of  Continuing  Health  Professional  Educa- 
tion. 


Coordinator:  William  B.  Akerly,  D.D.S.,  UMC 
associate  professor  of  restorative  dentistry. 

This  program  is  open  to  physicians,  dentists, 
teachers  and  hobbyists.  Sessions  will  focus  on 
macro-lens  and  close-up  photography.  Films,  fil- 
ters and  reverse-text  production  techniques  will  be 
covered.  Methods  for  graphic  illustration  and 
copying,  such  as  polarization,  glass  supports  and 
background  materials,  also  will  be  demonstrated 
as  a means  for  making  effective  title  or  lecture 
slides.  Fee:  $50. 

FUTURE  CALENDAR 

Feb.  4-5,  1982 
Renal  Update 

Ramada  Inn  Coliseum,  Jackson 

March  11-13,  1982 
Surgical  Forum  IX 
Holiday  Inn  Downtown.  Jackson 

For  information  on  these  and  other  seminars,  con- 
tact Continuing  Education,  University  of  Mississip- 
pi Medical  Center,  2500  North  State  Street,  Jackson 
39216.  Phone  (601)  987-4914. 


Lanier,  Douglas  C.,  Gulfport.  Born  Louisville, 
KY,  July  30,  1951;  M.D.,  University  of  Alabama 
School  of  Medicine,  Birmingham,  1974;  interned 
St.  Vincents  Hospital,  Birmingham,  one  year;  inter- 
nal medicine  residency,  Louisiana  State  University, 
New  Orleans,  1975-77;  nephrology  residency,  Uni- 
versity of  Miami,  Miami,  FL,  1978-1980;  elected  by 
Coast  Counties  Medical  Society. 


DEATHS 


Boggess,  Julian  E..  Jr.,  Columbus.  Born  Macon, 
MS,  Feb.  13,  1914;  M.D.,  Louisiana  State  Uni- 
versity School  of  Medicine,  New  Orleans,  1941; 
interned  Charity  Hospital,  New  Orleans,  one  year; 
residency  in  ophthalmology,  EENT  Hospital,  New 
Orleans,  1946-1949;  died  Oct.  9,  1981,  age  67. 
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In  Hypertension. . .When  You  Need  to  Conserve  K+ 


Every 

Step 


of  the 


•'l^< 


Each  capsule 
contains  50  mg.  of 
Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide 


Step  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+ supplement  or  K+-sparing  agent),  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent). 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co.  literature  or  PDR.  The  following  is  a brief 
summary. 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  con- 
venient in  patient  management  Treatment  of  hyperten 
sion  and  edema  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia  Pre-existing  elevated 
serum  potassium  Hypersensitivity  to  either  component  or 
other  sulfonamide-derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
ot  potassium  is  markedly  impaired.  It  supplementary  potas- 
sium is  needed,  potassium  tablets  should  not  be  used  Hyper- 
kalemia can  occur,  and  has  been  associated  with  cardiac 
irregularities  It  is  more  likely  in  the  severely  ill  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  contirmed  renal  insufficiency  Periodically, 
serum  K+  levels  should  be  determined  It  hyperkalemia 
develops,  substitute  a thiazide  alone,  restrict  K+  intake  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  haz- 
ards, including  fetal  or  neonatal  taundice,  thrombocytopenia 
other  adverse  reactions  seen  in  adults  Thiazides  appear  and 


triamterene  may  appear  in  breast  milk  It  their  use  is  essential 
the  patient  should  stop  nursing  Adequate  information  on  use 
in  children  is  not  available  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or  bronchial 
asthma  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids)  Periodic  BUN  and  serum  cre- 
atinine determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Watch  for  signs  of  impending  coma  in  severe 
liver  disease  If  spironolactone  is  used  concomitantly,  deter- 
mine serum  K+  frequently,  both  can  cause  K+  retention  and 
elevated  serum  K+  Two  deaths  have  been  reported  with 
such  concomitant  therapy  (in  one,  recommended  dosage 
was  exceeded,  in  the  other,  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions  Blood 
dyscrasias  have  been  reported  in  patients  receiving  tri- 
amterene, and  leukopenia,  thrombocytopenia,  agranulocy- 
tosis and  aplastic  anemia  have  been  reported  with  thiazides 
Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Antihyperten- 
sive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  The  following 
may  occur  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with  pos- 
sible metabolic  acidosis  Dyazide  interferes  with  fluorescent 
measurement  of  qumidine  Hypokalemia  is  uncommon  with 
Dyazide . but  should  it  develop,  corrective  measures  should 
be  taken  such  as  potassium  supplementation  or  increased 


dietary  intake  of  potassium  rich  toods  Corrective  measures 
should  be  instituted  cautiously  and  serum  potassium  levels 
determined  Discontinue  corrective  measures  and  Dyazide 
should  laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide  should  be  withdrawn  before  conducting  tests  for 
parathyroid  function 

Diuretics  reduce  renal  clearance  ot  lithium  and  increase  the 
risk  of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness  dizziness 
headache,  dry  mouth,  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions,  nausea 
and  vomiting,  diarrhea,  constipation  other  gastrointestinal 
disturbances  Necrotizing  vasculitis,  paresthesias,  icterus 
pancreatitis,  xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone  Triamterene  has  been 
found  m renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  and 
ot  impotence  have  been  reported  with  the  use  ot  Dyazide 
although  a causal  relationship  has  not  been  established 
Supplied:  Bottles  of  1000  capsules:  Single  Unit  Packages 
(unit-dose)  of  100  (intended  for  institutional  use  only);  in 
Patient-Pak"  unit-of-use  bottles  of  100. 


SK&F  CO. 

a SmithKIine  company 

Carolina,  P R 00630 


Gregory  Peck 
offers  you  12 
ways  to  save 
energy. 

This  free  brochure  and  a walk 
through  your  house  could  cut 
your  home  energy  use  by  25%. 

For  example,  the  brochure 
tells  you  to  Insulate  the  gaps 
you  left  the  first  time  around. 
Look  for  them. 

It  tells  you  to  lower  your  water 
temperature  to  1 20  degrees. 
Check  It. 

It  tells  you  1 0 other  proven 
money-savers.  Follow  them. 

Best  of  all,  It  tells  you  that 
saving  energy  makes  sense. 
Dollars  and  cents. 

Mail  the  coupon  to  the 
Alliance  to  Save  Energy  today. 


M THE  ALLIANCE  TO 
SAVE  ENERGY 

Box  57200,  Washington,  D C.  20037 

Please  send  me  your  energy-saving, 
money-saving  brochure 

NAME 

ADDRESS  

CITY  STATE  ZIP 


A public  service  message  from  this 
magazine  and  the  Advertising  Council 


5pecify 

Librax 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  Indications  as  follows 
"Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
MCI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CM5  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (eg,  operating 
machinery,  driving)  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium*  (chlordiazepoxide  MCI/Roche)  to  known  addiction -prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazines  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Mo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
MCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges  5yncope  reported  in  a few  instances  Also  encountered 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
Irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
Increased  and  decreased  libido — all  infrequent  generally  controlled 
with  dosage  reduction,  changes  In  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis), 
Jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
dlazepoxide  MCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  i e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


A visible  difference  in 
myoelectric  rhythms  of 
the  colon 

Studies  reveal  an  increased  fre- 
quency of  3-cycles-per-minute  slow 
wave  basic  electrical  activity  in  the 
colons  of  patients  with  IBS — a sig- 
nificant difference  in  basic  colonic 
rhythm  patterns  from  normal  sub- 
jects.1-2  These  findings  suggest  a 
physiological  basis  for  the  spasm 
and  hypermotility  characteristic  of 
IBS.  The  role  of  severe  anxiety  in 
triggering  or  aggravating  such 
symptoms  has  long  been  recog- 
nized. Consequently,  treatment 
should  focus  on  both  aspects 
of  the  problem. 

Librax:  A logical  choice  for 
patients  with  IBS 

Logical,  because  the  antimotility- 
antispasmodic  actions  of  the 
Quarzan®(c!idinium  bromide/Roche) 
component  of  Librax  can  help 
to  relieve  the  distressing  abdominal 
symptoms  associated  with  IBS* 
Logical,  because  the  antianxiety 
actions  of  the  Librium®  (chlordiaz- 
epoxide  HCI/Roche)  component 
can  help  to  reduce  the  excessive 
anxiety  that  can  contribute  to  IBS 
flare-ups. 

References:  1.  5ullivan  MA,  Cohen  5.  Snape  WJ 
II  Engl  J Med  298  87 8-883,  Apr  20.  1978 
2.  Snape  WJ  et  al  Gastroenterology  72 
383-387,  Mar  1977. 


Artist's  concept  of  myoelectrlcal  slow  waves 
of  the  colon  which  seem  to  determine  the 
frequency  of  colonic  motor  activity 


Specify 


Adjunctive 


Librax 

Each  capsule  contains  5 mg  chlordia^epoxide  MCI  and  2 5 mg  clkjmium  Br 


Antianxiety/Antisecretory/Antispasmodic 


* Librax  has  been  evaluated  as  possibly  effective 
for  th^  indication  Please  see  summary  of 
prescribing  information  on  facing  page 


for  Knotts  in  the  night 

Prescribe  new  formula 


Quinamm 


(quinine  sulfate  tablets) 

each  tablet  contains  quinine  sulfate  260  mg 


Specific  therapy  for 
painful  night  leg  cramps 

Merrell  Dow 


Nocturnal  recumbency  leg  muscle 
cramping  is  frequently  an  unwelcome 
bedfellow  for  many  patients — especially 
those  with  arthritis,  diabetes,  or  peripheral 
vascular  disease . . . consider  Quinamm . . . 
simple,  convenient  dosage — usually  just 
one  tablet  at  bedtime . . . can  provide  restful, 
welcome  sleep  without  night  leg  cramps. 


•Trademark  of  MERRELL-NATIONAL  LABORATORIES  Inc  . 
Cayey,  Puerto  Rico  00633 


Quinamm" 

(quinine  sulfate  tablets) 

CAUTION  Federal  law  prohibits  dispensing  without  prescription 
BRIEF  SUMMARY 

INDICATIONS  AND  USAGE 

For  the  prevention  and  treatment  of  nocturnal  recumbency  leg  muscle  cramps 

CONTRAINDICATIONS 

Quinamm  may  cause  fetal  harm  when  administered  to  a pregnant  woman 
Congenital  malformations  in  the  human  have  been  reported  with  the  use  of 
quinine,  primarily  with  large  doses  (up  to  30  g ) for  attempted  abortion  In  about 
half  of  these  reports  the  malformation  was  deafness  related  to  auditory  nerve 
hypoplasia  Among  the  other  abnormalities  reported  were  limb  anomalies,  vis- 
ceral defects,  and  visual  changes  In  animal  tests,  teratogenic  effects  were  found 
in  rabbits  and  guinea  pigs  and  were  absent  in  mice.  rats.  dogs,  and  monkeys 
Quinamm  is  contraindicated  in  women  who  are  or  may  become  pregnant  If  this 
drug  is  used  during  pregnancy  or  it  the  patient  becomes  pregnant  while  taking 
this  drug  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus 
Because  of  the  quinine  content.  Quinamm  is  contraindicated  in  patients  with 
known  quinine  hypersensitivity  and  in  patients  with  glucose-6-phosphate  dehy- 
drogenase (G-6-PD)  deficiency 

Since  thrombocytopenic  purpura  may  follow  the  administration  of  quinine  in 
highly  sensitive  patients,  a history  of  this  occurrence  associated  with  previous 
quinine  ingestion  contraindicates  its  further  use  Recovery  usually  occurs  fol- 
lowing withdrawal  of  the  medication  and  appropriate  therapy 
This  drug  should  not  be  used  in  patients  with  tinnitus  or  optic  neuritis  or  in 
patients  with  a history  of  blackwater  fever 
WARNINGS 

Repeated  doses  or  overdosage  of  quinine  in  some  individuals  may  precipitate  a 
cluster  of  symptoms  referred  to  as  cmchonism  Such  symptoms,  in  the  mildest 
form,  include  ringing  in  the  ears,  headache  nausea,  and  slightly  disturbed 
vision,  however,  when  medication  is  continued  or  after  large  single  doses, 
symptoms  also  involve  the  gastrointestinal  tract,  the  nervous  and  cardiovascular 
systems,  and  the  skin 

Hemolysis  (with  the  potential  for  hemolytic  anemia)  has  been  associated  with  a 
G-6-PD  deficiency  in  patients  taking  quinine  Quinamm  should  be  stopped 
immediately  if  evidence  of  hemolysis  appears 

If  symptoms  occur  drug  should  be  discontinued  and  supportive  measures 
instituted  In  case  of  overdosage,  see  OVERDOSAGE  section  of  prescribing 
information 

PRECAUTIONS 

General 

Quinamm  should  be  discontinued  if  there  is  any  evidence  of  hypersensitivity 
(See  CONTRAINDICATIONS  ) Cutaneous  flushing,  pruritus  skin  rashes  fever, 
gastric  distress  dyspnea  ringing  in  the  ears  and  visual  impairment  are  the 
usual  expressions  of  hypersensitivity  particularly  if  only  small  doses  of  quinine 


have  been  taken  Extreme  flushing  of  the  skin  accompanied  by  intense, 
generalized  pruritus  is  the  most  common  form  Hemoglobinuria  and  asthma 
from  quinine  are  rare  types  of  idiosyncrasy 

In  patients  with  atrial  fibrillation  the  administration  of  quinine  requires  the  same 
precautions  as  those  for  quinidme  (See  Drug  Interactions  ) 

Oruq  Interactions 

Increased  plasma  levels  of  digoxm  and  digitoxm  have  been  demonstrated  in 
individuals  after  concomitant  quinidme  administration  Because  of  possible  simi- 
lar effects  from  use  of  quinine  it  is  recommended  that  plasma  levels  for  digoxm 
and  digitoxm  be  determined  for  those  individuals  taking  these  drugs  and 
Quinamm  concomitantly 

Concurrent  use  of  aluminum-containing  antacids  may  delay  or  decrease  absorp- 
tion of  quinine 

Cinchona  alkaloids,  including  quinine  have  the  potential  to  depress  the  hepatic 
enzyme  system  that  synthesizes  the  vitamin  K-dependent  factors  The  resulting 
hypoprothrombmemic  effect  may  enhance  the  action  of  warlarm  and  other  oral 
anticoagulants 

The  effects  of  neuromuscular  blocking  agents  (particularly  pancuronium  sue 
cmylcholme.  and  tubocurarme)  may  be  potentiated  with  quinine  and  result  in 
respiratory  difficulties 

Urinary  alkalizers  (such  as  acetazolamide  and  sodium  bicarbonate)  may  increase 
quinine  blood  levels  with  potential  for  toxicity 
Drug  Laboratory  Interactions 

Quinine  may  produce  an  elevated  value  for  urinary  17-ketogemc  steroids  when 
the  Zimmerman  method  is  used 
Carcinogenesis.  Mutagenesis  Impairment  of  Fertility 
A study  of  quinine  sulfate  administered  in  drinking  water  (0  1°o)  to  rats  tor 
periods  up  to  20  months  showed  no  evidence  of  neoplastic  changes 
Mutation  studies  of  quinine  (dihydrochlonde)  in  male  and  female  mice  gave 
negative  results  by  the  micronucleus  test  Intraperitoneal  infections  (0  5 mM 
kg  ) were  given  twice  24  hours  apart  Direct  Salmonella  typhimurium  tests 
were  negative  when  mammalian  liver  hemogenate  was  added  positive  results 
were  found 

No  information  relating  to  the  effect  of  quinine  upon  fertility  in  animal  or  in  man 

has  been  found 

Pregnancy 

Category  X See  CONTRAINDICATIONS 
Nonteratoqenic  Effects 

Because  quinine  crosses  the  placenta  in  humans  the  potential  tor  fetal  effects  is 
present  Stillbirths  in  mothers  taking  quinine  have  been  reported  in  which  no 
obvious  cause  tor  the  fetal  deaths  was  shown  Quinine  in  toxic  amounts  has  been 
associated  with  abortion  Whether  this  action  is  always  due  to  direct  effect  on  the 
uterus  is  questionable 
Nursmo  Mothers 

Caution  should  be  exercised  when  Quinamm  is  given  to  nursing  women  because 
quinine  is  excreted  in  breast  milk  (in  small  amounts) 


ADVERSE  REACTIONS 

The  following  adverse  reactions  have  been  reported  with  Quinamm  in  therapeutic 
or  excessive  dosage  (Individual  or  multiple  symptoms  may  represent  c<n- 
chonism  or  hypersensitivity  ) 

Hematologic  acute  hemolysis  thrombocytopenic  purpura  agranulocytosis 
hypoprothrombmemia 

C/VS  visual  disturbances  including  blurred  vision  with  scotomata  photophobia 
diplopia  diminished  visual  fields  and  disturbed  color  vision  tinnitus  deafness 
and  vertigo  headache  nausea  vomiting  fever  apprehension  restlessness 
confusion  and  syncope 

Dermatologic  allergic  cutaneous  rashes  (urticarial  the  most  frequent  type  of 
allergic  reaction  papular  or  scarlatinal)  pruritus  flushing  of  the  skin  sweating 
occasional  edema  of  the  face 
Respiratory  asthmatic  symptoms 
Cardiovascular  anginal  symptoms 

Gastrointestinal  nausea  and  vomiting  (may  be  CNS-related)  epigastric  pain 

DRUG  ABUSE  AND  DEPENDENCE 

Tolerance  abuse  or  dependence  with  Quinamm  has  not  been  reported 

OVERDOSAGE 

See  prescribing  information  for  a discussion  on  symptoms  and  treatment  of 
overdose 

OOSAGE  AND  ADMINISTRATION 

1 tablet  upon  retiring  If  needed  2 tablets  may  be  taken  nightly— 1 following  the 
evening  meal  and  1 upon  retiring 

After  several  consecutive  nights  in  which  recumbency  leg  cramps  do  not  occur 
Quinamm  may  be  discontinued  in  order  to  determine  whether  continued  therapy 
is  needed 

Product  Information  as  of  October  1980 
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PERSONALS 


J.  Patrick  Barrett  and  William  R.  Stewart  of 
Jackson  announce  the  association  of  Gene  R.  Bar- 
rett for  the  practice  of  sports  medicine,  knee 
surgery  and  orthopedic  surgery. 

William  Bates  of  UMC  recently  conducted  a post- 
graduate course  for  the  American  Fertility  Society  in 
Maui,  Hawaii. 

Terrell  D.  Blanton  of  Jackson  announces  the 
association  of  C.  Ron  Cannon  for  the  practice  of 
ear,  nose,  throat,  head  and  neck  surgery,  and  facial 
plastic  surgery.  Dr.  Cannon  presented  a paper  at  the 
recent  scientific  meeting  of  the  American  Academy 
of  Facial  Plastic  and  Reconstructive  Surgery  in  New 
Orleans. 

Joseph  V.  F.  Clay,  Jr.  of  Whitfield  has  associated 
with  the  Madison  County  Medical  Clinic  in  Ridge- 
land. 

Frank  L.  Covington,  Jr.  announces  the  opening  of 
his  office  for  the  practice  of  psychiatry  at  1213  31st 
Avenue  in  Gulfport. 

Clyde  O.  Hagood,  Jr.  of  Biloxi  announces  the 
opening  of  his  office  for  the  practice  of  general 
surgery  and  peripheral  vascular  surgery  at  Coastal 
Medical  Center  Building. 

Armin  Haerer  of  UMC  presented  papers  at  the 
American  Neurological  Association  meeting  in  San 
Francisco  and  at  a meeting  of  the  International 
Epidemiological  Society  in  Edinburgh,  Scotland. 

James  Hardy  of  UMC  addressed  the  International 
Federation  of  Surgery  conference  in  Montreux, 
Switzerland,  and  accepted  honorary  membership  in 
the  French  Association  of  Surgery  in  Paris,  France, 
in  September. 

Gray  Hilsman  announces  the  opening  of  his  office 
for  the  practice  of  general  psychiatry  and  neuro- 
forensic  psychiatry  at  1765  Lelia  Drive,  Suite  101, 
in  Jackson. 

Dan  Jackson  of  Rolling  Fork  announces  the  open- 
ing of  his  new  office  for  the  practice  of  medicine  at 
102  South  Forth  Street. 

Herbert  Langford  of  UMC  lectured  during  a 
hypertension  workshop  at  St.  John’s  Regional 
Health  Center  in  Springfield,  Missouri,  in  August. 


Robert  C.  Lee  announces  the  opening  of  his  office 
for  the  practice  of  family  medicine  at  Collinsville 
Family  Practice  Center. 

Robert  D.  McBroom  and  Larry  M.  Mitchell  of 
Pascagoula  announce  the  association  of  Alan  H. 
Arrington  for  the  practice  of  pulmonary  diseases, 
occupational  lung  diseases  and  internal  medicine. 

Gordon  Meador  has  associated  with  Pediatric 
Clinic  of  Tupelo  (William  Hilbun,  Jr.  and  Ed- 
ward Ivancic)  for  the  practice  of  pediatrics. 

W.  A.  Middleton  of  Winona  received  that  com- 
munity’s Citizen  of  the  Month  award  in  recognition 
of  the  renovation  work  he  has  done  on  the  old  Wis- 
teria Hotel. 

Francis  Morrison  of  UMC  recently  attended  an 
executive  board  meeting  of  the  South  Central  Asso- 
ciation of  Blood  Banks  in  Austin,  Texas. 

John  Morrison  of  UMC  was  visiting  professor  at 
Marquette  University  in  Milwaukee,  Wisconsin. 

Winson  V.  Morrison  announces  the  opening  of  his 
office  for  the  practice  of  ear,  nose,  throat,  head, 
neck  and  maxillofacial  surgery  at  the  University 
Medical  Center,  2500  North  State  Street,  Jackson. 

James  S.  Poole  of  Gloster  has  completed  con- 
tinuing education  requirements  to  retain  active  mem- 
bership in  the  American  Academy  of  Family  Physi- 
cians. 

Philip  Rhodes  of  UMC  taught  a continuing  educa- 
tion course  recently  at  the  University  of  Kansas 
Medical  Center  in  Kansas  City,  Kansas,  and  spoke 
at  a meeting  of  the  Mississippi  Association  of  Sur- 
gical Technologists  in  Biloxi. 

Ben  Sanford  announces  the  opening  of  his  office 
for  the  practice  of  internal  medicine  at  306  Lampkin 
Street  in  Starkville. 

George  B.  Schimmel  announces  the  opening  of  his 
office  for  the  practice  of  cardiology  at  348  Crossgate 
Boulevard,  Suite  2200,  Brandon. 

William  L.  Stephenson,  Jr.  has  affiliated  with 
Anesthesia  Associates,  301  Medical  Plaza  Building, 
1600  North  State  Street,  Jackson,  for  the  practice  of 
anesthesia. 

Raul  E.  Valenzuela  of  UMC  was  guest  speaker  at 
the  recent  quarterly  meeting  and  grand  rounds  of  the 
Department  of  Ophthalmology  of  Tulane  Medical 
School  in  New  Orleans. 
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PLACEMENT  SERVICE 


Physicians  Wanted 

Anesthesiologist  to  join  large  community  hospi- 
tal. Contact  Tom  Askew,  Administrator,  Green- 
wood-Leflore  County  Hospital,  Greenwood,  MS 
38930. 

Associate  or  Physicians  interested  in  independent 
practice  in  family  medicine,  internal  medicine, 
pediatrics,  surgery  or  ob-gyn.  Suite  ready  for  lease 
or  will  build  to  suit  tenant.  Located  in  rapidly  grow- 
ing Northeast  Jackson  suburban  area.  Contact 
Robert  Cates,  M.D.,  Cates  Plaza  Clinic.  Ridgeland, 
MS  or  call  (601)  856-6000. 

Surgeon  to  associate  in  active  practice  in  town  of 
15,000  in  Southwest  Mississippi.  Drawing  area 
75,000.  Contact  Marvin  Harvey,  M.D.,  Box  728, 
McComb,  MS  39648. 


Situations  Wanted 

Board  Eligible  Anesthesiologist  seeks  practice 
location.  M.D.  from  M.  P.  Shah  Medical  College, 
Jamnagar,  India,  1971.  Anesthesiology  residency  at 
University  of  Tennessee,  1980.  Married.  Contact 
Mohanlal  L.  Patel,  M.D.,  5289  Queen  Anne  Dr., 
Memphis,  TN  38134. 

Pediatrician  completing  military  obligation  in 
November  seeks  practice  opportunity  in  single  spe- 
cialty, multi-specialty  or  partnership  position  in 
community  of  20,000-80,000  population.  Contact 
David  W.  Drennen,  M.D.,  9998A  Saint  Onge  Ave- 
nue, Ellsworth  AFB,  SD  57706. 

Pediatrician  seeks  practice  location  upon  comple- 
tion of  residency  in  July  1981.  Contact  J.  K. 
Angrish,  M.D.,  1222  Vincent  Ct.,  #4,  Flint,  MI 
48503. 

Surgeon  seeks  location  in  general  thoracic  and  car- 
diac surgery  upon  completion  of  residency  in  July, 
1982.  Graduate  of  Tulane  University,  1975.  Contact 
Dr.  Kevin  M.  Keubler,  600  Highland  Ave.,  Madi- 
son, WI  53792. 


Pathologist — Board  Eligible.  University  trained. 
Completing  residency.  Available  July  1981.  Contact 
Ashraf  Mohammad,  M.D.,  University  Medical  Cen- 
ter, 2500  North  State  St.,  Jackson,  MS  39216. 


Cardiologist  seeks  solo  or  group  practice  opportu- 
nity in  hospital-based  consultative  practice.  Com- 
pleting fellowship  in  June  1981.  Contact  Amar  De- 
Sai,  M.D.,  1003  Fenley  Ave.,  Louisville,  KY 
40222. 


Pediatrician  and  Pathologist  (husband  and  wife) 
seek  practice  opportunity.  Available  July  1981. 
Contact  Michael  M.  Lessner,  M.D.  and  Evelyn  J. 
Diehl,  M.D.,  1920  Cheremoya  Ave. , Los  Angeles, 
CA  90068. 


Pathologist  especially  interested  in  coagulation  and 
blood  banking  seeks  hospital-based  position.  Con- 
tact Daniel  Williams,  Jr.,  M.D.,  77  Rippowam  Rd., 
Apt.  A,  Stamford,  CT  06902. 


General  Practitioner  seeks  practice  location  in 
small  community.  Contact  Keith  Hummed,  M.D., 
405  Mesaba  Ave.,  Apt.  5C,  Duluth,  MN  55806. 

Ophthalmologist  seeks  practice  location  upon 
completion  of  military  service  in  January  1982. 
Contact  John  R.  Wood,  M.D.,  8430  Rocky  Path, 
San  Antonio,  TX  78250. 


Board  Eligible  Internist  seeks  practice  location; 
M.D.  from  University  of  Texas  at  Southwestern. 
Contact  Stephen  R.  Cherry,  M.D.,  7061  B Creek- 
view  Trail,  St.  Louis,  MO  63123. 

Board  Eligible  Pathologist  seeks  practice 
opportunity.  Graduate  of  University  of  Mississippi 
School  of  Medicine;  residencies,  UMC.  Contact 
Marianna  G.  Pardue,  M.D.,  315  Cedarwood,  Jack- 
son,  MS,  39212. 

Board  certified  family  practitioner  seeks  prac- 
tice location.  Currently  completing  military  obliga- 
tion and  available  7/82.  Contact  John  E.  Baites,  Jr., 
M.D.,  5405  Hackney  Circle,  Bossier  City,  LA 
71111. 
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CLASSIFIED 


Like  new  medical  ofeice  furniture  and  medical 
equipment,  surgical  instruments,  etc.  Closing  down 
surgery  practice;  only  18  months  old.  Contact  Dr. 
Marvin  M.  Ettinger,  Monticello,  MS;  587-2524  or 
587-4029. 


200  Milliamps  office  x-ray  unit,  complete  with 
table,  stand  and  new  tube,  and  tank  developing  sys- 
tem, pig-o-stat,  x-ray  file  storage,  mobile  screen, 
chest  plate  rack,  apron  and  accessories.  $8,000. 
Available  now.  Contact  Dr.  Lyle,  Starkville  Chil- 
dren’s Clinic,  P.O.  Box  1507,  Starkville,  MS 
39759;  (601)  323-7510. 


Clay  Adams  Electronic  cell  counter.  Performs 
HGB,  RBC,  WBC;  List  $6,950.00  — sacrifice 
$3,500.00.  Contact  Robert  T.  Cates,  M.D.,  (601) 
856-6000. 


PHYSICIANS 

Opportunities  in 
Mississippi 

Due  to  the  expansion  of  our  hospitals 
in  small  communities  and  metropolitan 
areas  of  Mississippi,  we  are  currently 
seeking  Physicians  in  the  following 
areas  of  specialization: 

• Pediatricians 

• Obstetricians 

• Internists 

We  offer  guaranteed  income  and 
moving  expenses,  in  addition  to  other 
amenities.  For  consideration,  please 
submit  CV  to: 

DEPT.  U-7 

3301  Buckeye  Road 
Suite  102 

Atlanta,  Georgia  30341 
Equal  Opportunity  Employer  M/F 
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MEETINGS 


National  and  Regional 

American  Medical  Association,  Annual  Meeting,  June  13-17, 
1982,  Chicago.  James  H.  Sammons,  Executive  Vice  Presi- 
dent, 535  N.  Dearborn  St.,  Chicago,  1L  60610. 

State  and  Local 

Mississippi  State  Medical  Association,  114th  Annual  Session, 
May  2-6,  1982,  Biloxi.  Charles  L.  Mathews,  Executive 
Secy.,  735  Riverside  Drive,  P.O.  Box  5229.  Jackson  39216. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting, 
June  30-July  3,  1982,  Biloxi.  Mrs.  Alyce  Palmore,  Executive 
Secy.,  P.O.  Box  12330,  Jackson  39211. 

Amite-Wilkinson  Counties  Medical  Society,  3rd  Monday. 
March,  June,  September,  December.  James  S.  Poole,  Secy., 
The  Gloster  Clinic,  Gloster  39638.  Counties:  Amite,  Wilkin- 
son. 

Central  Medical  Society , 1st  Tuesday,  January,  April,  October. 
December,  6:30  p.m.,  Primos  Northgate  Restaurant,  Jack- 
son.  Patsy  Douglas,  Executive  Secy . , B6  Medical  Arts  Bldg. , 
1151  N.  State  St.,  Jackson  39201.  Counties:  Hinds,  Leake, 
Madison,  Rankin,  Scott,  Simpson,  Yazoo. 

Claiborne  Count y Medical  Society,  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital,  Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County: 
Claiborne. 

Clarksdale  and  Six  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  p.m.,  Clarks- 
dale. Rodney  Baine,  Secy.,  110  Yazoo  Ave.,  Clarksdale 
38614.  Counties:  Coahoma,  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Society’,  1st  Wednesday,  January, 
March,  May,  September  and  November.  H.  S.  Barrett, 
Secy.,  P.O.  Box  1898,  Gulfport  39501.  Counties:  Hancock, 
Harrison,  Stone. 

Delta  Medical  Society,  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751 . 
Counties:  Bolivar,  Humphreys,  Leflore,  Sunflower, 
Washington. 

DeSoto  County  Medical  Society,  3rd  Thursday,  February  and 
August,  1:00  p.m.,  Kenny’s  Restaurant,  Hernando.  Malcolm 
D.  Baxter,  Jr. , Secy..  Baxter  Clinic,  Hernando  38632.  Coun- 
ty: DeSoto. 

East  Mississippi  Medical Society , 1st  Tuesday.  February,  April, 
June,  October,  December.  J.  Barry  Gilbert,  Secy.,  Mail:  Ms. 
Jenkins,  1415  50th  Ave. . Meridian  39301 . Counties:  Clarke. 
Kemper,  Lauderdale,  Neshoba,  Newton,  Winston. 

Homochitto  Valley  Medical  Society,  1st  Tuesday,  February, 
June,  September,  December,  Ramada  Inn,  Natchez.  Walter 
T.  Colbert,  Secy. , P.O.  Box  1488,  Natchez  39120.  Counties: 
Adams.  Jefferson. 

North  Central  District  Medical  Society,  3rd  Wednesday, 
March,  June,  September,  December.  Robert  L.  Coggin,  Pres, 
and  Secy. , 965  A vent  Dr. , Grenada  38901 . Counties:  Attala, 
Carroll,  Choctaw,  Grenada,  Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Society,  1st  Thursday,  March, 
June,  September,  December.  Roger  L.  Lowery,  Secy.,  618 
Pegram  Dr.,  Tupelo  38801.  Counties:  Alcorn,  Calhoun, 
Chickasaw,  Itawamba.  Lee,  Monroe,  Pontotoc,  Prentiss, 
Tishomingo,  Union. 

North  Mississippi  Medical  Society,  1st  Thursday,  March,  Au- 
gust, December.  Cherie  Friedman,  Secy.,  424  South  5th, 
Oxford  38655.  Counties:  Benton,  Lafayette,  Marshall,  Pano- 
la, State,  Tippah,  Yalobusha. 

Pearl  River  County  Medical  Society,  2nd  Monday,  March, 


June,  September,  December.  J.  C.  Griffing,  Secy.,  Crosby 
Memorial  Hospital,  Picayune  39466.  County:  Pearl  River. 

Prairie  Medical  Society’,  2nd  Tuesday,  March,  June.  Septem- 
ber, December.  Albert  H.  Laws,  Secy.,  816  Second  Ave. 
North,  Columbus  39701.  Counties:  Clay,  Oktibbeha, 
Lowndes,  Noxubee. 

Singing  River  Medical  Society,  3rd  Monday,  February,  May, 
August,  November.  Robert  D.  Holbert.  Secy.,  P.O.  Box 
1502,  Pascagoula  39567.  County:  Jackson. 

South  Central  Mississippi  Medical  Society,  2nd  Tuesday, 
March,  June,  September,  December.  Julian  T.  Janes,  Secy., 
304  Clark,  McComb  39648.  Counties:  Copiah,  Franklin, 
Lawrence,  Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Society,  2nd  Thursday.  March.  June, 
September,  December.  Douglas  F.  Thomas,  Secy.,  415 
South  28th  Ave.,  Hattiesburg  39401.  Counties:  Covington, 
Forrest,  George,  Greene,  Jasper,  Jefferson  Davis,  Jones, 
Lamar,  Marion,  Perry,  Smith.  Wayne. 

West  Mississippi  Medical  Society’,  2nd  Tuesday,  January, 
March,  May,  September,  October,  November,  6:30  p.m., 
Magnolia  Motor  Motel,  Vicksburg.  Martin  E.  Hinman. 
Secy.,  The  Street  Clinic.  Vicksburg  39180.  Counties:  Issa- 
quena. Sharkey,  Warren. 


Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organiza- 
tions have  been  accredited  in  accordance  with  the  “Essentials 
for  Accreditation  of  Institutions  and  Organizations  Offering 
Continuing  Medical  Education  Programs”  of  the  Liaison  Com- 
mittee on  Continuing  Medical  Education.  Information  concern- 
ing CMF  programs  for  physicians  offered  by  these  accredited 
sources  may  be  obtained  by  writing  the  Director.  Continuing 
Medical  Education,  at  the  individual  institution  or  organization. 


Council  on  Scientific  Assembly 

Mississippi  Stale  Medical  Association 
735  Riverside  Drive 
Jackson.  MS  39216 

North  Mississippi  Medical  Center 
830  Gloster  Avenue 
Tupelo.  MS  38801 

Forrest  General  Hospital 
Box  1897 

Hattiesburg.  MS  39401 


Mississippi  Radiological  Society 
316  Medical  Arts  Building 
Jackson.  MS  39201 

Northwest  Mississippi  Regional  Medical  Center 
Box  1218 

Clarksdale,  MS  38614 

Mississippi  Chapter 

American  College  of  Surgeons 
Box  5229 

Jackson.  MS  39216 


Mississippi  Baptist  Hospital  Mercy  Regional  Medical  Center 

1225  N.  State  Street  100  McAuley  Drive 

Jackson.  MS  39201  Vicksburg.  MS  39180 


Gulf  Coast  Community/Gulfport 
Memorial  Hospital  Consortium 
4642  W Beach  Boulevard 
Biloxi,  MS  39531 

Jefferson  Davis  Memorial  Hospital 
Box  1488 

Natchez,  MS  39120 

King's  Daughter  Hospital 
Box  948 

Brookhaven,  MS  39601 

Delta  Medical  Center 
Greenville.  MS  38701 


North  Panola  County  Hospital 
Drawer  160 
Sardis.  MS  38666 

Singing  River  Hospital 
2809  Denny  Avenue 
Pascagoula.  MS  39567 

Magnolia  Hospital 
Alcorn  Drive 
Corinth,  MS  38834 

Greenwood  Leflore  Hospital 
1508  Leflore  Avenue 
Greenwood.  MS  38930 


Riverside  Hospital 
Lakeland  Drive 
Jackson.  MS  39208 


Biloxi  Regional  Medical  Center 
1559  Lafayette  St 
Biloxi.  MS  39533 


Limbitrol 


tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


In  anxious  depression, 


SPECIFIC  FOR  THE  NONPSYCHOTIC  PATIENT 


Fits  the  picture  ot 

anxiety/depression 

correlation 

Most  patients  with  a mood  disorder  have  a 
mixture  of  anxiety  and  depression.  One 
clinician1  found  a correlation  of  0.7  in 
anxiety  and  depression  scores;  another2  has 
estimated  that  7 of  10  nonpsychotic 
depressed  patients  are  also  anxious.  For  the 
dual  symptomatology  of  anxious  depression, 
Limbitrol  provides  dual  medication. 


More  appropriate 
for  the  nonpsychotic 
depressed  and 
anxious  patient 

Limbitrol  contains  both  amitriptyline,  specific 
for  symptoms  of  depression,  and  a 
benzodiazepine,  specific  for  the  symptoms  of 
anxiety.  Thus  it  is  a better  choice  than  other 
dual  agents  for  anxious  depression  that 
contain  a phenothiazine,  a class  of 
antipsychotic  drugs  less  specific  for  anxiety 
and  now  generally  avoided  in  nonpsychotic 
patients.2-3 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  moderate  to  severe  depres- 
sion associated  with  moderate  to  severe  anxiety. 
Contraindications:  Known  hypersensitivity  to  ben- 
zodiazepines or  tricyclic  antidepressants.  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO 
inhibitors  since  hyperpyretic  crises,  severe  con- 
vulsions and  deaths  have  occurred  with  con- 
comitant use:  then  initiate  cautiously,  gradually 
increasing  dosage  until  optimal  response  is 
achieved.  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 
Warnings:  Use  with  great  care  in  patients  with 
history  of  urinary  retention  or  angle-closure 
glaucoma.  Severe  constipation  may  occur  in 
patients  taking  tricyclic  antidepressants  and  anti- 
cholinergic-type drugs.  Closely  supervise  car- 
diovascular patients  (Arrhythmias,  sinus  tachycar- 
dia and  prolongation  of  conduction  time  reported 
with  use  of  tricyclic  antidepressants,  especially 
high  doses  Myocardial  infarction  and  stroke 
reported  with  use  of  this  class  of  drugs.)  Caution 
patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driving). 
Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  the  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Since  physical  and  psychological  dependence  to 
chlordiazepoxide  have  been  reported  rarely,  use 
caution  in  administering  Limbitrol  to  addiction- 
prone  individuals  or  those  who  might  increase 
dosage,  withdrawal  symptoms  following  discon- 
tinuation of  either  component  alone  have  been 
reported  (nausea,  headache  and  malaise  for 
amitriptyline,  symptoms  [including  convulsions] 
similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide). 


Precautions:  Use  with  caution  in  patients  with  a 
history  of  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medication,  and  in  patients  with  im- 
paired renal  or  hepatic  function  Because  of  the 
possibility  of  suicide  in  depressed  patients,  do  not 
permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treat- 
ment Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Con- 
comitant use  with  other  psychotropic  drugs  has  not 
been  evaluated:  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit 
concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about 
pregnancy.  Limbitrol  should  not  be  taken  during 
the  nursing  period  Not  recommended  in  children 
under  12  In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  over- 
sedation, confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are 
those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring 
reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness, 
restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunc- 
tion have  been  observed  rarely. 

The  following  list  includes  adverse  reactions  not 
reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs: 
Cardiovascular:  Hypotension,  hypertension,  tachy- 
cardia, palpitations,  myocardial  infarction,  arrhyth- 
mias, heart  block,  stroke 

Psychiatric . Euphoria,  apprehension,  poor  con- 
centration, delusions,  hallucinations,  hypomama 
and  increased  or  decreased  libido 
Neurologic:  Incoordination,  ataxia,  numbness,  tin- 
gling and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG 
patterns 

Anticholinergic:  Disturbance  of  accommodation, 
paralytic  ileus,  urinary  retention,  dilatation  of  uri- 
nary tract 


Avoids  the  risk  of  tardive 
dyskinesia  carried 
by  the  phenothiazine 
combinations 

The  causal  relationship  between  the 
phenothiazines  and  other  extrapyramidal 
side  effects,  including  tardive  dyskinesia,  is 
well  established.  In  contrast,  the  reported 
incidence  of  these  adverse  reactions  with 
Limbitrol  or  either  of  its  components  is  rare 

References:  1.  Claghorn  J Psychosomahcs  1 1 438-441 
Sept-Oct  1970  2.  Rickels  K Drug  treatment  of  anxiety  in 
Psychopharmacology  in  the  Practice  of  Medicine  edited  by 
Jarvik  ME  New  York,  Appleton-Century-Crofts,  1977,  p 316 
3.  Baldessarim  RJ,  Tarsy  D Tardive  dyskinesia,  in 
Psychopharmacology  A Generation  of  Progress  edited  by 
Llpton  MA,  DiMascio  A,  Killam  KF  New  York,  Raven  Press 
1978,  p 999 


Allergic  Skin  rash,  urticaria,  photosensitization, 
edema  of  face  and  tongue,  pruritus 
Hematologic:  Bone  marrow  depression  including 
agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomit- 
ing, anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue 

Endocrine:  Testicular  swelling  and  gynecomastia  in 
the  male,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female  and 
elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased 
perspiration,  urinary  frequency,  mydriasis,  jaun- 
dice, alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  sus- 
pected of  having  taken  an  overdose  Treatment 
is  symptomatic  and  supportive  I V administration 
of  1 to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for 
manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  se- 
verity and  patient  response  Reduce  to  smallest 
effective  dosage  when  satisfactory  response  is 
obtained  Larger  portion  of  daily  dose  may  be 
taken  at  bedtime  Single  h.s  dose  may  suffice  for 
some  patients  Lower  dosages  are  recommended 
for  the  elderly 

Limbitrol  10-25.  initial  dosage  of  three  to  four 
tablets  daily  in  divided  doses,  increased  to  six 
tablets  or  decreased  to  two  tablets  daily  as  re- 
quired. Limbitrol  5-12  5,  initial  dosage  of  three  to 
four  tablets  daily  in  divided  doses,  for  patients  who 
do  not  tolerate  higher  doses 
How  Supplied:  White,  film-coated  tablets,  each 
containing  10  mg  chlordiazepoxide  and  25  mg 
amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlor- 
diazepoxide and  12.5  mg  amitriptyline  (as  the 
hydrochloride  salt)— bottles  of  100  and  500. 
Tel-E-Dose®  packages  of  100.  available  in  trays  of 
4 reverse-numbered  boxes  of  25,  and  in  boxes 
containing  10  strips  of  10,  Prescription  Paks  of  50 

ROCHE  PRODUCTS  INC 
Manati.  Puerto  Rico  00701 


MORE  DEPRESSION 
MEANS  MORE  ANXIETY.. 


The  graph  illustrates  the  close  correlation 
between  depression  and  anxiety  derived 
through  the  MMPI  and  the  Taylor  Manifest 
Anxiety  Scale  in  100  nonpsychotic  psychi- 
atric patients.  The  Coefficient  of  Correlation  is 
0.7.  As  depression  increased,  so  did  the 
anxiety  levels. 
—Adapted  from  Claghorn  J1 


A key  reason 

MORE 


why 


PHYSICIANS  ARE  CHOOSING 
LIMBITROE 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


1.  Claghorn  J:  Psychosomatics  11 438-441,  Sept-Oct  1970 

Please  see  summary  of  product  information  on  inside  cover. 
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U KNOW  ITS  REALLY 
X1ETY  SYMPTOMS 

is  presenting  symptoms:  palpitations,  chest  pain, 
ironic  exhaustion  and  occasional  difficulties  in  breathing. 
Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
evels  of  anxiety  and  apprehension. 

For  rapid  relief  you  prescribe 
Valium  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 


VALIUM 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


Please  see  summary  of  product  information  on  the  following  page. 


VALIUM  (diazepam /Roche ) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad- 
lunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use.  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discon|inuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use.  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  In  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy:  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazmes.  nar- 
cotics. barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz 
epmes  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion. changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  taundice.  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomdia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  taundice.  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b i d to  q i d , alcoholism,  10  mg  t i d or  q i d,  in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adiunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q i d , adiunctively  in  convulsive  disorders.  2 to  10  mg 
bid  to  q i d Geriatric  or  debilitated  patients  2 to  2’/2 
mg.  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions  ) Children  1 to  2'/2  mg  t i d, 
or  q i d initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months) 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg,  white:  5 mg,  yellow.  10  mg,  blue — 
bottles  of  100*  and  500,*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100. 
available  in  trays  of  4 reverse-numbered  boxes  of  25. f 
and  in  boxes  containing  10  strips  of  10,'i" 

♦Supplied  by  Roche  Products  Inc  , Manati,  Puerto 
Rico  00701 

tSupplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley.  New  Jersey  07110 
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When 
we  help 
establish 
your 
practice, 
your 
primary 
cares  will 
be  solved. 


To  establish  a Primary  Care  practice,  your 
first  need  is  to  solve  your  primary  cares. 

That's  where  we  come  in. 

we  can  offer  you  a choice  of  over  60  well 
equipped  acute  care  hospitals  coast  to  coast. 
We  can  offer  you  selected  financial 
assistance.  We  can  offer  you  management 
consulting. 

So  whether  you  re  interested  in  a solo, 
partnership,  or  group  practice,  contact  NME 
today. 

We  ll  help  establish  your  practice. 

And  solve  your  primary  cares. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director,  Physician  Relations 

National  Medical  Enterprises 

11620  wilshire  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (213)  479-5526. 
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This 

Christmas, 


AMERICAN  LUNG  ASSOCIATION 

t1981 


Merry  Christmas 


Seal  it 
with  love. 


AMERICAN  LUNG  ASSOCIATION 

^1981 


Merry  Christmas 


They’re  as  traditional  as 
Norman  Rockwell 
himself. . . Christmas  Seals. 
They’re  a cheerful  sign  of  love. 
Visible  proof  that  you 
care  — on  holiday  cards  and 
letters  you  give  or  get. 

Christmas  Seal  proceeds 
fund  the  fight  against  lung 
cancer,  asthma,  emphysema 
and  200  other  lung  diseases. 
So  they’re  a lot  more  than  a 
lick  and  promise.  They’re 
help.  And  hope.  For  over  47 
million  sufferers. 

Be  sure  to  Seal  every  piece 
of  holiday  mail  this  year. 
Besides  being  a Christmas 
tradition,  it’s  a matter  of 
life... and  breath®. 

American  Lung  Association. 
The  Christmas  Seal  People®. 


Space  contributed  by  the  publisher  as  a public  service 


CYCLAPEN-IY  (cychcillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications : Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  byS  pneumoniae  (formerly 
D.  pneumoniae ) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H . influenzae. 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E.  col,  and  P.  mirabilis. 
(This  drug  should  not  be  used  in  any  E.  co li  and  P.  mirabilis  infec- 
tions other  than  Urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reported  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  nistory  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  otner  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  aose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  hove  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilia  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after.  Persistent  infection  may  require  treatment  for  sev- 
eral weeks 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 


Dosage  (Give 

in  equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q.i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d 

Bronchitis  and 
Pneumonia 

body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

Mild  or 

Moderate 

Infections 

250  mg  q.i.d. 

50  mg/kg/day  q i d. 

Chronic 

Infections 

500  mg  q.i.d. 

100  mg/kg/doy  q.i.d 

Otitis  Media 

250  mg  to  500  mg 
q.  id. t 

50  to  100  mg/kg/doyt 

Skm  & Skin 
Structures 

250  mg  to  500  mg 

q i.d.t 

50  to  100  mg/kg/dayt 

Urinary  Tract 

500  mg  q.i.d. 

100  mg/kg/doy 

‘Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
tdepending  on  severity 


Wyeth 

L U 


Laboratories 

Philadelphia.  Pa  19 101 


Half  the  dose 
is  absorbed  in  9 minutes! 

compared  to  32  minutes  for  ampicillin.* 


* 

- > 
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',*s' 
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Less  rash,  less  diarrhea  than  with  ampicillin  in  studies  to  date. 

Efficacy  proven  in  the  treatment  of  bronchitis, 


Mean  blood  levels  in  mcg/ml  after  250  mg 
cyclacillin  single  oral  dose 


pneumonia,  and  upper  respiratory  infections.t 


1 2 3 4 5 

Time  (hours  after  administration) 


• Rapid,  virtually  complete  absorption  from  Gl  tract 

• Exceptionally  high  peak  blood  levels  — 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

• Rapidly  excreted  unchanged  in  urine  - 
IV2  times  faster  than  ampicillin 


tDue  to  susceptible  organisms. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 


High  Cure  Rates  with  CYCLAPEN^-W  (cyclacillin) 

Causative 

Organism 

Bronchitis/Pneumonia*^ 

No.  of 
Patients 

S.  pneumoniae 

100% 

70 

95% 

/ j 

Chronic  Bronchitist  (acute  exacerbation) 

H.  influenzae 

92% 

Though  clinical  improvement  has  been  shown,  bocterio- 
logic  cures  cannot  be  expected  in  oil  patients  with 
chronic  respiratory  disease  due  to  H . mfluenzoe 

1 1 

Streptococcal  Sore  Throat+ 

Group  A beta- 

hemolytic 

Streptococcus 

100% 

A A 

86% 

I 1 % Clinical  Response 

1 1 % Bacterial  Eradication 

*Based  on  single  oral  doses  of  500  mg  cyclacillin  tablet  and  500  mg 
ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

See  important  information  on  facing  page. 

Wyeth  Laboratories  • Philadelphia,  pa  19101 

\AA 


CVCL4PEN  - W 

(I  * 1 1 * \ 250  and  500  mg  Tabl 

cyclacillin; 


more  than  just  spectrum 


Congratulations  to  the  Mississippi  State  Medical  Associa- 
tion. You  have  come  a long  way  during  the  past  125  years. 

And  so  has  the  State  of  Mississippi. 

We  have  made  tremendous  strides  in  health  care  services  dur- 
ing the  years  you  have  been  in  existence  as  an  association. 

We  have  some  of  the  finest  physicians  in  the  nation;  men  and 
women  dedicated  to  the  care  of  their  patients  and  to  continued 
progress  in  the  practice  of  medicine. 

At  Blue  Cross  & Blue  Shield  of  Mississippi,  we  are  proud  of 
the  34-year  association  we  have  shared  with  the  Mississippi 
State  Medical  Association  and  the  dedicated  physicians  who 
make  up  its  membership. 

Blue  Cross  &C  Blue  Shield  of 
Mississippi  and  the  Mississippi 
State  Medical  Association — 
partners  in  providing  health  care 
services  to  the  people  of  Blue  CrOSS 

Mississippi.  Blue  Shield 

We  Care! 


of  Mississippi 


December  1981 


Dear  Doctor: 

December  15,  1856  was  the  date  of  the  founding  of  the  Mississippi  State  Medical 
Association.  This  issue  of  Journal  MSMA  commemorates  the  125th  anniversary  of  the 
association  with  special  articles  and  pictorial  features.  The  issue  was  compiled 
with  the  help  of  many  people  who  responded  to  a call  for  historical  material. 

We  are  indebted  to  all  who  contributed  material  and  pictures,  who  gathered  infor- 
mation, and  who  donated  their  time  to  make  the  issue  possible. 

We  received  more  material  than  could  be  used  in  a single  issue,  and 
at  press  time  information  and  article  ideas  continued  to  come.  Future 
issues  will  devote  space  to  historical  features  which  we  hope  will  be 
of  interest.  We  encourage  you  to  continue  to  contact  your  journal  office 
if  you  have  historical  information  or  pictures  to  share. 

A committee  of  your  MSMA  past  presidents  has  planned  other  activities  to  celebrate 
the  association’s  125th  anniversary.  One  is  the  establishment  of  a country  doctor’s 
office  at  the  Mississippi  Agriculture  and  Forestry  Museum  in  Jackson.  Your  contri- 
butions are  needed  to  construct  and  furnish  the  exhibit.  Your  tax-deductible  dona- 
tion, made  payable  to  the  Museum  Foundation,  can  be  mailed  to  MSMA  headquarters. 

Physicians  wishing  to  present  a scientific  exhibit  at  the  114th  Annual  Session  are 
urged  to  send  letters  requesting  exhibit  space  to  the  chairman,  scientific  exhibits, 
MSMA,  P.0.  Box  5229,  Jackson,  MS  39216.  Letters  should  give  the  title  of  the 
proposed  exhibit  and  indicate  the  approximate  number  of  linear  feet  the  exhibit 
requires.  Space  is  limited,  so  early  application  is  urged. 

Syndicated  columnist  and  lecturer  Abigail  Van  Buren  will  be  the  guest  speaker  for 
the  MSMA/MSMA  Auxiliary  banquet  scheduled  during  the  114th  Annual  Session,  May 
2-6,  1982,  in  Biloxi.  Future  issues  of  Journal  MSMA  will  include  information  on 
all  activities,  including:  tennis,  golf,  fishing  and  jogging  events;  scientific 
sessions,  alumni  meetings,  House  of  Delegates,  and  special  anniversary  party. 

The  staff  and  officers  of  the  Mississippi  State  Medical  Association  wish  for  all 
members  and  their  families  a most  joyous  holiday  season  and  a happy  and  healthy 
year  in  1982.  During  the  holiday  season  and  always,  "May  you  have  the  spirit  of 
Christmas,  which  is  Peace;  the  gladness  of  Christmas,  which  is  Hope;  the  heart  of 
Christmas,  which  is  Love." 


Sincerely, 


Patsy  Silver 
Managing  Editor 


Special  Banking 
Services  for 
Professional 
People... 


. . .Part  of  the  New  "World  of 
Banking  at  Deposit  Guaranty. 

Deposit  Guaranty  realizes  that  doctors  have 
business  and  personal  banking  needs  that  are 
far  more  complex  and  critical  than  the  average 
person's.  That's  why  we  have  created  a special 
Executive  and  Professional  Department,  staffed 
by  innovative  banking  officers,  to  provide  the 
specialized  banking  services  you  need. 

We  accomplish  this  through  the  establishment  of  a close  personal 
relationship  between  you  and  one  of  our  Executive  and  Professional 
Officers,  who  is  committed  to  serve  you  on  a continuing  basis. 
Through  this  one  person  you  will  have  direct  access  to  all  of 
the  bank's  financial  services. 

We  invite  you  to  arrange  an  appointment  at  your  convenience  to 
discuss  how  this  new,  specialized  service  can  be  of  help  to  you  and 
your  associates.  Please  contact  John  Adams,  Vice  President,  or 
Joel  Varner,  Vice  President;  Executive  and  Professional  Banking 
Department;  Main  Office;  P.O.  Box  1200 ; Jackson,  MS  39205. 
Telephone:  601  / 354-8124. 


DEPOSrr  GUARANTY 


NATIONAL  BANK 


Member  F D I C 


Headquarters:  Jackson,  MS  39205  • Branches:  Centreville  • Greenville  • Greenwood  • Hattiesburg 
Inverness  • McComb  • Monticello  • Natchez  • Newhebron  • Yazoo  City  • and 
Offices  serving  Benton,  Clinton,  Louise,  Pearl,  Petal  and  Summit. 


H+r. 


For  Sneezing  and 
Nasal  Congestion 


Each  prolonged  action  tablet  contains: 


Phenylephrine  Hydrochloride 25  mg 

Phenylpropanolamine  Hydrochloride 50  mg 

Chlorpheniramine  Maleate 8 mg 

Hyoscyamine  Sulfate 0.1 9 mg 

Atropine  Sulfate 0.04  mg 

Scopolamine  Hydrobromide 0.01  mg 


Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours. 


• Vasoconstrictor  antihistaminic  actions 

• Rapid  and  prolonged  relief  of  nasal  and  sinus  congestion 

• Convenient  b.i.d.  dosage 


Boots  Pharmaceuticals,  Inc., 
^^^Pioneei^r^edicine 


For  Coughing  With 
Nasal  and  Bronchial 
Congestion 


Codeine  Phosphate  65.8  mg 

(WARNING:  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 30  mg 

Phenylpropanolamine  Hydrochloride 20  mg 

Pheniramine  Maleate 20  mg 

Pyrilamine  Maleate  20  mg 

Ammonium  Chloride  200  mg 

Alcohol 5% 


• Vasoconstrictor,  antihistaminic,  expectorant  actions  with 
codeine 

• Rapid  relief  of  upper  respiratory  congestion  and  cough 

• Good  tasting 


Shreveport,  Louisiana  7 1 106. 

For  the  Family 


DESCRIPTION 


Each  prolonged  action  tablet  contains 
Phenylephrine  Hydrochloride 

25  mg 

Phenylpropanolamine  Hydrochloride 

50  mg 

Chlorpheniramine  Maleate 

8 mg 

Hyoscyamine  Sulfate 

O.IRmg 

Atropine  Sulfate 

0 04  mg 

Scopolamine  Hydrobromide 

0 01  mg 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours 

Ru-Tuss  Tablets  are  an  oral  antihistaminic.  nasal  decongestant  and  anti-secretory 
preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues.  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  'action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine.  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets. 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant.  Concomitant  use  of 
MAO  inhibitors  is  contraindicated 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics, 
sedatives  or  tranquilizers 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  car- 
diac or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a 
motor  vehicle  or  operating  dangerous  machinery  (See  Warnings ) 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long 
as  12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  ot  time  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication  In  children 
and  infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
agranulocytosis,  and  thrombocytopenia  may  occur  Other  adverse  reactions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes, 
tightness  of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and 
dysuria.  palpitation,  tachycardia,  hypotension/hypertension,  faintness,  dizziness,  tin- 
nitus. headache,  incoordination,  visual  disturbances,  mydriasis,  xerostomia,  blurred 
vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperir- 
ritability. nervousness,  dizzinessand  insomnia  Large  overdoses  may  cause  tachypnea, 
delirium,  fever,  stupor,  coma  and  respiratory  failure 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age.  one  tablet 
morning  and  evening  Not  recommended  for  children  under  12  years  of  age  Tablets 
are  to  be  swallowed  whole 

HOW  SUPPLIED 

Bottles  of  1 00  Tablets  NDC  0524-0058-0 1 

Bottles  of  500  Tablets  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription 


DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains 


Codeine  Phosphate 

(WARNING  MAY  BE  HABIT  FORMING) 

65  8mg 

Phenylephrine  Hydrochloride 

30  mg 

Phenylpropanolamine  Hydrochloride 

20  mg 

Pheniramine  Maleate 

20  mg 

Pyrilamine  Maleate 

20  mg 

Ammonium  Chloride 

200  mg 

Alcohol 

5% 

Ru-Tuss  Expectorant  is  an  oral  antitussive,  antihistaminic.  nasal  decongestant  and 
expectorant  preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatic  relief  of 
upper  respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchitis,  and 
allergic  rhinitis  Also,  for  the  temporary  relief  of  symptoms  associated  with  hay  fever, 
allergies,  nasal  congestion  and  cough  due  to  the  common  cold 
CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  Concomitant  use  of  an  anti- 
hypertensive or  antidepressant  drug  containing  a monoamine  oxidase  inhibitor  is 
contraindicated 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  asthma 
and  in  women  who  are  pregnant 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphate,  therefore,  the  patient 
should  be  warned  of  the  potential  that  this  drug  may  be  habit  forming  Ru-Tuss  Expec- 
torant may  cause  drowsiness  Patients  should  be  warned  of  the  possible  additive  effect 
caused  by  taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tranquilizers 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  avoid  driving  a motor  vehicle 
or  operating  dangerous  machinery  (See  Warnings)  Caution  should  be  taken  with  pa- 
tients having  hypertension,  diabetes,  hyperthyroidism  and  cardiovascular  disease 
Caution  should  also  be  used  in  patients  with  pulmonary,  hepatic  or  renal  insufficiency 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude  giddiness, 
dryness  of  mucous  membranes  tightness  of  the  chest,  thickening  of  bronchial  secre- 
tions. urinary  frequency  and  dysuria.  palpitation,  tachycardia,  hypotension/hyperten- 
sion. faintness,  dizziness,  tinnitus,  headache,  incoordination,  visual  disturbances, 
mydriasis,  xerostomia,  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipa- 
tion. epigastric  distress,  hyperirritability.  nervousness  and  insomnia  Overdoses  may 
cause  restlessness,  excitation,  delirium,  tremors,  euphoria,  metabolic  acidosis,  stupor, 
tachycardia  and  even  convulsions 

DOSAGE  AND  ADMINISTRATION  Adults  1 or  2 teaspoonfuls,  orally,  every  4 hours,  not  to 
exceed  10  teaspoonfuls  in  any  24-hour  period 
Children  6 to  1 2 years  of  age  'h  the  adult  dose,  not  to  exceed  6 teaspoonfuls  in  any 
24-hour  period  Children  2 to  6 years  of  age:  ’/?  teaspoonful  every  4 hours,  not  to  exceed 
3 teaspoonfuls  in  any  24-hour  period  Children  under  2 years  of  age  Use  as  directed  by 
a physician 
HOW  SUPPLIED 

Pint  bottles  ( 16  fl  oz  ) NDC0524-1010-16 

Federal  law  prohibits  dispensing  without  prescription 

DISTRIBUTED  BY: 

Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 

MANUFACTURED  BY: 

Vitarine  Company,  Inc. 

Springfield  Gardens,  New  York  11413 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 

Pioneers  in  Medicine  For  the  Family 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 


Riverside. 


Mississippi’s  Unique  Psychiatric 
Hospital. 


Riverside  Hospital  is  unique  in 
Mississippi. 

As  a privately  owned  56-bed  short 
term  care  facility  for  treating  patients 
with  psychiatric  illness,  emotional 
problems,  or  substance  abuse,  it  is  the 
only  hospital  of  its  kind  in  the  state. 

Architecturally  designed  to  create 
an  attractive  open  environment, 
Riverside’s  “non-institutional” 
atmosphere  helps  prepare  the  patient 
for  specific  therapy,  healthy 
entertainment  and  physical  recreation. 

The  clinical  program  incorporates 
a wide  range  of  modern  psychiatric 
ideas.  Emphasis  is  placed  on 
interpersonal  relationships,  small 
group  functions,  and  professional 
individualized  care. 

The  Medical  Staff  includes  a 
large  number  of  physicians  in  private 
practice  in  the  Jackson  area.  All  are 
qualified  and  limit  their  practice  to 
psychiatry. 

Riverside  is  licensed  by  the 
Mississippi  Commission  on  Hospital 
Care,  and  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of 
Hospitals. 

Physicians  who  have  patients  that 
would  benefit  from  this  type  of 
treatment  approach  may  obtain  referral 
information  by  contacting  the 
Admitting  Office. 

Riverside 

Hospital 

P.O.  Box  4297,  Jackson,  MS  39216 

Telephone:  (601)939-9030 
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Get  The 
ya/ (f  U 
Treatment 


The  toast  of  the  Mississippi  Gulf  Coast. 

A beautiful  place  to  enjoy  sports,  have  meetings  or  just  relax. 

• On  the  beach  • Convention  capacity  1 ,200 

• 288  Luxurious  guest  rooms  • Banquets  to  1 ,000 

• 4 laykold  tennis  courts  • Golf  and  tennis 

• 6 PGA  approved  packages  available 

golf  courses  nearby  • Swimming,  fishing,  sightseeing 


(f  O (ftewfle 


3420  West  Beach  Boulevard 
Biloxi,  Mississippi  39531 

CALL  TOLL  FREE 
n Mississippi:  1-800-222-3906 
Other  states:  1-800-647-3955 
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May  the  joys  of  the  Holiday  season  go 
with  you  throughout  the  coming  year. . . 
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The 

BanK 

of  north  mississippi 


STARKVILLE  • OAKLAND  • BATESVILLE 
Member  ED.I.C. 
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THE  TRADITION  OF  ELEGANCE 
IN  THE  HEART  OF  OXFORD 


Next  time  you  stay  in  Oxford,  surround  yourself 
with  the  quiet  elegance  of  a truly  fine  hotel. 

The  Mississippi  Ramada  Inn  is  under  new  owner- 
ship and  management.  All  rooms  have  been  com- 
pletely remodeled,  and  we  offer  over  120  beautiful  ap- 
pointed rooms  and  suites.  The  big,  comfortable  bed- 
rooms are  handsomely  furnished,  each  featuring  free 
direct  dial  telephone,  Magnavox  color  television  with 
AM/FM  stereo  and  free  HBO  in  your  room. 

We  have  the  right  size  meeting 
room  for  your  business  conference, 
sales  meeting,  presentation  or 
group  meeting.  Think  about  the 
convenience  of  holding  it  at  the 
finest  hotel  in  north  Mississippi 
. ...  in  Oxford  . . . the  home  of  the 
University  of  Mississippi. 

It  makes  sense!  The  Mississippi 


Ramada  Inn  has  complete  facilities  to  get  you  right 
down  to  business.  Our  Conference  Center  accommo- 
dates groups  from  3 to  300  in  complete  comfort. 

Then  there’s  the  beautiful  Annabelle  Lee’s  Lounge 
with  live  entertainment  nightly  and  Annabelle  Lee’s 
Supper  Club  for  imaginative  dining. 

A Special! 

Now  through  December  31,  1981,  the  Mississippi 
Ramada  Inn  offers  a special  Fall/Winter  rate  for  any 
Friday,  Saturday,  Sunday  or  Mon- 
day (except  during  football  games 
and  special  events).  The  rate  is 
$20.00  per  room,  maximum  four  to 
a room. 

Ramada  Inn,  where  your  travel 
dollar  has  more  value  than  ever. 
For  reservations  call  toll  free 
1-800-228-2828 


MISSISSIPPI 


HIGHWAY  6 WEST 
OXFORD,  MISSISSIPPI 
601-234-9112 


PRESCRIBED 


FOR  DOCTORS 


DIAGNOSIS: 

Difficulty  in  obtaining  relevant  continuing 
medical  education,  endless  meetings,  crowded 
hotels,  escalating  travel  costs,  lost  office  time. 

TREATMENT: 

THE  SOUTHERN  MEDICAL  ASSOCIATION 
TELECOURSE  SYSTEM,  the  most  advanced 
videotape  education  program  in  medicine. 
Fully  accredited. 

DOSAGE: 

You  select  programs  designed  especially  for 
your  practice,  from  12  new  telecourses  pro- 


vided each  month.  This  is  the  most  current 
learning  system  available,  with  over  144  new 
program  selections  each  year. 

APPLICATION: 

Absorb  in  the  comfort  of  your  home  or  office. 

ACTION: 

Stabilizes  the  cost  of  CME.  Maintains  control 
of  meetings  attended.  Reduces  lost  income 
from  empty  offices.  Provides  documented 
accreditation  records. 

SIDE  EFFECTS: 

Fully  Tax  Deductible. 


PRESCRIPTION  INFORMATION: 

Annual  subscription  is  only  $600  for  1 2 monthly 
Telecourses  with  accompanying  protocols  and 
self-assessment  tests.  You  keep  all  videotapes 
and  receive  yearly  accreditation  documentation. 

THE  SOUTHERN  MEDICAL  ASSOCIATION 
TELECOURSE  SYSTEM 

Call  Toll  Free  1-800-874-9740  for  more  information 
and  for  details  on  our  money  back  guarantee.  In 
Florida  call  collect  904-434-6696. 

Co-Sponsored  by  lELE  RESEARCH 
229  Beverly  Parkway,  Pensacola,  Florida  32505 


New  from  Janssen  Pharmaceutical 
Introducing  a promising  new  approach 
to  histoplasmosis  therapy 


TM 

TABLETS 


the  first  and  only  orally  effective. 
broad-soectrum  antifungal  agent. 

NIZORAL  (ketoconazole)  is  clinically  effective  against  the  major  yeast 
and  fungal  pathogens.  For  H.  capsulatum,  the  average  MIC  ranges 
from  0.1-0.5  ug/ml.  Absorption  of  ketoconazole  is  rapid;  mean  peak 
plasma  levels  of  approximately  3.5  ^g/ml  are  reached  within  1-2  hours 
following  a single  200  mg  tablet.  Development  of  resistance  to 
NIZORAL  has  not  yet  been  reported. 


. . ketoconazole  may  prove  to  be 
the  drug  of  choice  for... histoplasmosis.”1 

Clinical  trials  employing  200-400  mg  NIZORAL  per  day  have  shown  a 
combined  response  rate*  of  84%  after  10  (median)  weeks  of  therapy.2 
In  a recent  study  in  normal  (not  immunocompromised)  hosts,  6 out  of 
7 patients  with  progressive  cavitary  histoplasmosis  achieved  clinical 
and  radiographic  cures  after  100  days  on  200  mg  ketoconazole  per 
day.2  (Recommended  minimum  treatment  is  180  days.) 


“...can  be  safely  administered 
for  prolonged  periods...”3 

Freedom  from  long-term  toxicity  permits  use  of  extended  therapeutic 
courses  of  NIZORAL,  when  indicated,  and  provides  an  extra  margin 
of  safety  in  presumptive  antifungal  therapy.  Long-term  administration 
has  revealed  no  organ  toxicity  and  no  consistent  changes  in 
important  hematological  or  biochemical  values.  Infrequent,  transient 
increases  in  serum  liver  enzymes  have  been  seen.  Adverse  reactions 
were  generally  minor  and  only  rarely  required  withdrawal  of  therapy. 


Top:  Histoplasmosis  in  56  kg  man. 

Bottom:  After  90  days  oral  NIZORAL  therapy. 


once-a-day  oral  regimen 
fosters  compliance... facilitates  use 
both  in  and  out  of  the  hospital. 


’Includes  cases  in  remission  or  markedly  improved  (no  evidence  of  active  disease);  both  mycological  and 
clinical  criteria  were  considered  in  measuring  overall  response. 

For  further  information  on  NIZORAL  write:  Professional  Services, 

Janssen  Pharmaceutica  Inc  , 501  George  St.,  New  Brunswick,  N J.  08903 
See  the  facing  page  for  Complete  Prescribing  Information. 
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JANSSEN 

PHARMACEUTICA 


c Janssen  Pharmaceutica  Inc  1981 


JPI-210 


NEW  orally  effective 

NIZORAL 

(ketoconazole) 

One  tablet  a day  provides 
broad-spectrum  antimycotic  efficacy 


DESCRIPTION 

NIZORAL'"  (ketoconazole)  is  a synthetic  broad-spectrum  antifungal  agent 
available  in  scored  white  tablets,  each  containing  200  mg  ketoconazole 
Ketoconazole  is  c/s-1  -acetyl-4-[4-[[2-(2,4-dichlorophenyl)-2-(  1 H-  imidazol-1  - 
ylmethyl)-1,3-dioxolan-4-yl]methoxy]phenyl]piperazine  and  has  the  following 
structural  formula 


NIZORAL'"  is  a white  to  slightly  beige,  odorless  powder,  soluble  in  acids,  with  a 
molecular  weight  of  531,44 

CLINICAL  PHARMACOLOGY 

Mean  peak  plasma  levels  of  approximately  3.5  ug  ml  are  reached  within  1 to  2 
hours,  following  oral  administration  of  a single  200  mg  dose  taken  with  a meal 
Subsequent  plasma  elimination  is  biphasic  with  a half-life  of  2 hours  during  the 
first  10  hours  and  8 hours  thereafter  Following  absorption  from  the  gastroin- 
testinal tract,  NIZORAL'"  is  converted  into  several  inactive  metabolites.  The 
maior  identified  metabolic  pathways  are:  oxidation  and  degradation  of  the 
imidazole  and  piperazine  rings,  oxidative  O-dealkylation  and  aromatic 
hydroxylation  About  13%  of  the  dose  is  excreted  in  the  urine,  of  which  2 to  4% 
is  unchanged  drug.  The  major  route  of  excretion  is  through  the  bile  into  the 
intestinal  tract.  In  vitro,  the  plasma  protein  binding  is  about  99%,  mainly  to  the 
albumin  fraction  Only  a negligible  proportion  of  NIZORAL'"  reaches  the 
cerebral  spinal  fluid.  NIZORAL'"  is  a weak  dibasic  agent  and  thus  requires 
acidity  for  dissolution  and  absorption 

NIZORAL'"  is  active  against  clinical  infections  with  Candida  spp  , Coccid- 
ioides  immitis,  Histoplasma  capsulatum.  Paracoccidioides  brasiliensis,  and 
Phialophora  spp  Development  of  resistance  to  NIZORAL'"  has  not  yet  been 
reported. 

The  following  preclimcal  data  are  available,  however,  their  clinical  significance 
is  unknown.  NIZORAL"  is  active  in  vitro  against  dermatophytes,  dimorphic 
fungi,  eumycetes,  yeasts,  actinomycetes,  phycomycetes  and  various  other 
fungi.  In  animal  models,  activity  has  been  demonstrated  against  Candida  spp  , 
dermatophytes  (Trichophyton  spp  , Microsporum  spp  , Epidermophyton  floc- 
cosum),  Blastomyces  dermatitidis,  Histoplasma  capsulatum,  Malassezia 
furfur.  Coccidioides  immitis.  and  Cryptococcus  neoformans 
Mode  ot  Action:  In  vitro  studies  suggest  that  NIZORAL™  impairs  the  synthesis 
of  ergosterol,  which  is  a vital  component  of  fungal  cell  membranes.  Tests  in 
animals  suggest  this  mechanism  is  not  important  in  mammalian  cells. 
INDICATIONS  AND  USAGE 

NIZORAL™  is  indicated  for  the  treatment  of  the  following  fungal  infections 
candidiasis,  chronic  mucocutaneous  candidiasis,  oral  thrush,  candiduria. 
coccidioidomycosis,  histoplasmosis,  chromomycosis,  and  paracoccidioido- 
mycosis. NIZORAL"  should  not  be  used  for  fungal  meningitis  because  it 
penetrates  poorly  into  the  cerebral-spinal  fluid 

For  the  initial  diagnosis,  the  infective  organism  should  be  identified,  however, 
therapy  may  be  initiated  prior  to  obtaining  laboratory  results 

CONTRAINDICATIONS 

NIZORAL1"  is  contraindicated  in  patients  who  have  shown  hypersensitivity  to 
the  drug 

WARNINGS 

In  female  rats  treated  three  to  six  months  with  ketoconazole  at  dose  levels  of 
80  mg  kg  and  higher,  increased  fragility  of  long  bones,  in  some  cases  leading 
to  fracture,  was  seen  The  maximum  “no-effect"  dose  level  in  these  studies 
was  20  mg/kg  (2.5  times  the  maximum  recommended  human  dose).  The 
mechanism  responsible  for  this  phenomenon  is  obscure.  Limited  studies  in 
dogs  failed  to  demonstrate  such  an  effect  on  the  metacarpals  and  ribs 
PRECAUTIONS 

General:  In  four  subjects  with  drug-induced  achlorhydria,  a marked  reduction 
in  NIZORAL'"  absorption  was  observed  NIZORAL™  requires  acidity  for 
dissolution  If  concomitant  antacids,  anticholinergics,  and  H2-blockers  are 
needed,  they  should  be  given  at  least  two  hours  after  NIZORAL™  administra- 
tion In  cases  of  achlorhydria,  the  patients  should  be  instructed  to  dissolve 
each  tablet  in  4 ml  aqueous  solution  of  0.2  N HCI.  For  ingesting  the  resulting 
mixture,  they  should  use  a glass  or  plastic  straw  so  as  to  avoid  contact  with  the 
teeth.  This  administration  should  be  followed  with  a cup  of  tap  water 
Drug  Interactions:  There  is  no  evidence  for  clinically  significant  interaction 
with  oral  anticoagulant  or  oral  hypoglycemic  agents 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  The  dominant 
lethal  mutation  test  in  male  and  female  mice  revealed  that  single  oral  doses  of 
NIZORAL™  as  high  as  80  mg  kg  produced  no  mutation  in  any  stage  of  germ 
cell  development  The  Ames'  Salmonella  microsomal  activator  assay  was  also 
negative. 


Pregnancy:  Teratogenic  effects:  Pregnancy  Category  C NIZORAL"  has 
been  shown  to  be  teratogenic  (syndactylia  and  oligodactylia)  in  the  rat  when 
given  in  the  diet  at  80  mg  kg  day.  (10  times  the  maximum  recommended 
human  dose).  However,  these  effects  may  be  related  to  maternal  toxicity, 
evidence  of  which  also  was  seen  at  this  and  higher  dose  levels. 
Nonteratogemc  effects  NIZORAL™  has  also  been  found  to  be  embryotoxic  in 
the  rat  when  given  in  the  diet  at  doses  higher  than  80  mg  kg  during  the  first 
trimester  of  gestation 

In  addition,  dystocia  (difficult  labor)  was  noted  in  rats  administered  NIZORAL™ 
during  the  third  trimester  of  gestation  This  occurred  when  NIZORAL™  was 
administered  at  doses  higher  than  10  mg  kg  (higher  than  1.25  times  the 
maximum  human  dose). 

It  is  likely  that  both  the  malformations  and  the  embryotoxicity  resulting  from 
the  administration  of  NIZORAL™  during  gestation  are  a reflection  of  the 
particular  sensitivity  of  the  female  rat  to  this  drug  For  example,  the  oral  LD-,  of 
NIZORAL™  given  by  gavage  to  the  female  rat  is  166  mg  kg,  whereas  in  the 
male  rat  the  oral  LD*,  is  287  mg  kg 

Nursing  Mothers:  Since  NIZORAL™  is  probably  excreted  in  the  milk,  mothers 
who  are  under  NIZORAL"  treatment  should  not  breast-feed  the  child 
Pediatric  Use:  Safety  in  children  under  two  years  of  age  has  been  docu- 
mented in  a limited  number  of  cases. 

ADVERSE  REACTIONS 

NIZORAL™  is  usually  well  tolerated  Most  adverse  reactions  reported  have 
been  mild  and  transient  and  have  only  rarely  required  withdrawal  of  therapy. 
The  most  frequent  adverse  reactions  were  nausea  and  or  vomiting,  which 
occurred  in  approximately  3%  of  patients.  Abdominal  pain  was  reported  in 
approximately  1.2%  of  patients:  pruritus  in  approximately  1.5%  of  patients. 
The  following  have  been  reported  in  less  than  1 % of  patients  headache, 
dizziness,  somnolence,  fever  and  chills,  photophobia,  and  diarrhea.  Infre- 
quent, transient  increases  in  serum  liver  enzymes  have  been  seen 
OVERDOSAGE 

In  the  event  of  accidental  overdosage,  supportive  measures,  including  gastric 
lavage  with  sodium  bicarbonate,  should  be  employed 

DOSAGE  AND  ADMINISTRATION 

Adults:  The  recommended  starting  dose  of  NIZORAL™  is  a single  daily 
administration  of  200  mg  (one  tablet).  In  very  serious  infections  or  if  clinical 
responsiveness  is  insufficient  within  the  expected  time,  the  dose  of  NIZORAL™ 
may  be  increased  to  400  mg  (two  tablets)  once  daily. 

Children: 

Children  weighing  20  kg  or  less  . 50  mg  ('A  tablet)  once  daily 

Children  weighing  20-40  kg:  1 00  mg  ('A  tablet)  once  daily 

Children  weighing  over  40  kg:  200  mg  (1  tablet)  once  daily 

Generally,  treatment  should  be  continued  until  all  clinical  and  laboratory  tests 
indicate  that  active  fungal  infection  has  subsided  Inadequate  periods  of 
treatment  may  yield  poor  response  and  lead  to  early  recurrence  of  clinical 
symptoms  Minimum  treatment  for  candidiasis  is  one  or  two  weeks.  Patients 
with  chronic  mucocutaneous  candidiasis  usually  require  maintenance  ther- 
apy. Minimum  treatment  for  the  other  indicated  systemic  mycoses  is  six 
months. 

HOW  SUPPLIED 

NIZORAL"  is  available  as  white,  scored  tablets  containing  200  mq  of 
ketoconazole  debossed  “JANSSEN."  They  are  supplied  in  bottles  ot  60 
tablets. 

U.S.  Patent  Pending  May  1981 

NDC  50458-220-06  (60  tablets) 


Manufactured  by:  For 

Janssen  Pharmaceutica  n.v  Janssen  Pharmaceutica  Inc. 

B-2340  Beerse,  Belgium  New  Brunswick,  New  Jersey  08903  USA 


References: 

1.  Negroni  R,  Robles  AM,  ArechavalaA.  etal:  Ketoconazole  in  the  treatment  of 
paracoccidioidomycosis  and  histoplasmosis.  Reviews  of  Infectious  Diseases 
2 (4)  643-648,  1980.  2.  Data  on  file,  Janssen  Pharmaceutica.  3.  Graybill  JR. 
Lundberg  D,  Donovan  W,  et  al:  Treatment  of  coccidioidomycosis  with 
ketoconazole:  Clinical  and  laboratory  studies  of  18  patients.  Reviews  of 
Infectious  Diseases  2 (4):  661-673,  1980 


Committed  to  research... 

because  so  much  remains  to  be  done. 


£ 


JANSSEN 

PHARMACEUTICA 


Janssen  Pharmaceutica  Inc  , 501  George  St..  New  Brunswick.  N.J.  08903 
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BREAKTHROUGH. 


Unifirst  announces  a major  breakthrough  in  retirement  plans  that 
allows  everyone  to  have  more  than  one  plan,  with  greater  contribu- 
tions, tax-deferred. 


Unifirst  Individual  Retirement 
Accounts  (IRA) 

• Now  allows  up  to  a $ 2000  tax-deferred 
contribution  - more  if  you  are  married. 

• Can  be  set  up  even  ifyou're  presently 
covered  by  another  pension  plan. 

• Funds  are  not  taxed  until  retirement. 


Member  FSLIC 


Unifirst  Keogh,  for  the 
self-employed. 

• Double  last  year's,  allows  up  to  a $15,000 
tax-deferred  contribution  annually. 

• Funds  are  not  taxed  until  distribution  at 
retirement. 

Stop  by  any  Unifirst  office  and  let  one  of  our 
financial  counselors  show  you  about  the 
breakthrough  in  retirement. 

Unifirst, 

Federal  Savings  and  Loan  Association 

Home  office:  Jackson.  Mississippi 


Medical  Office 
Space 
For  Lease 


Approximately  6500  square  feet  in  a new 
building.  Space  can  be  custom  designed. 
Plenty  of  free  parking.  Beautiful  area.  Con- 
venient to  six  hospitals. 

Contact 

hclEN  qREENbERq,  reaItor 

362-1145 


The  MONY 
Building 

1640  Lelia  Drive 
Jackson,  MS 

(one  block  south  of  Lakeland  Drive, 
just  behind  Sizzler  Steak  House.) 


JOURNAL  OF  THE  MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 
December  1981 , Vo/.  XXII,  No.  12 


SPECIAL  ARTICLES 


History  of  the  Mississippi  State 
Medical  Association 

CHARLES  L.  MATHEWS 


There  has  been  an  official  History  of  the  Mississip- 
pi State  Medical  Association  published  on  two  occa- 
sions. The  first  was  published  in  1910.  It  was  com- 
piled by  the  secretary  of  the  association,  Dr.  E.  F. 
Howard  of  Vicksburg,  in  collaboration  with  Drs. 
H.  L.  Sutherland  of  Rosedale  and  J.  C.  Hall  of 
Anguilla.  Dr.  Howard  served  as  secretary  of  the 
association  from  1907  to  1918  and  later  was  elected 
president  in  1930-31. 

The  second  history  was  published  in  1949  by  the 
“historian”  of  the  association,  Dr.  James  Grant 
Thompson  of  Jackson.  Dr.  Thompson  also  later  be- 
came president  of  the  association,  serving  in  that 
office  in  1951-52. 

Parenthetically,  it  should  be  noted  at  this  time  that 
a third  edition  of  the  History  of  the  Mississippi  State 
Medical  Association  is  scheduled  for  publication 
next  year.  It  will  cover  the  period  from  1 950  to  1 98 1 . 

Dr.  Thompson’s  description  of  how  he  was 
elected  “historian”  of  the  association  is  perhaps  of 
interest  to  those  who  have  been  present  (or  absent)  at 
a meeting  of  the  MSMA  House  of  Delegates.  In  his 
introduction  to  the  second  history  he  stated: 

Editorial  note:  In  researching  various  writ- 
ten materials  for  an  article  that  would  provide 
highlights  of  the  125  year  history  of  the  Missis- 
sippi State  Medical  Association,  one  is  im- 
pressed by  the  fact  that  there  are  more  peaks 
than  valleys.  There  are,  however,  limits  on 
space,  if  not  the  reader’s  attention,  so  this  arti- 
cle will  necessarily  not  include  all  the  high- 
lights of  the  oldest  professional  association  in 
Mississippi. 


“While  sitting  peacefully  in  the  House  of  Dele- 
gates in  1944,  and  listening  more  or  less,  to  the 
motions  and  discussions  of  my  elders,  the  discus- 
sion of  a new  Historian  for  the  association  came 
up,  and  before  any  real  protest  on  my  part  could  be 
made,  it  happened;  and  I found  myself  thrust  into 
the  position  of  Historian.  ...” 

The  first  history  of  the  association  covered  the 
period  1856  to  1906.  Dr.  Fox  had  very  little  avail- 
able material  to  refer  to  in  compiling  the  history.  In 
his  words,  “there  was  not  even  a file  of  the  official 
Transactions,  due  to  the  fact  that  at  least  twice  the 
secretary’s  office  had  been  wiped  out  by  fire.”  He 
apparently  spent  many  hours  gathering  information 
about  the  association’s  early  years. 

After  publication  of  the  first  history,  Dr.  Fox 
continued  to  compile  information  for  a second  his- 
tory until  his  death  in  1933.  His  efforts  were  noted 
by  Dr.  Thompson,  who  stated  that  they  came 
“.  . . from  a sheer  love  of  wanting  to  do  something 
for  his  (professional)  association.” 

With  this  background,  some  of  the  highlights  of 
the  history  of  the  Mississippi  State  Medical  Associa- 
tion from  1856  to  1949  are: 

1856  — Jackson 

The  association  held  its  first  organizational  meet- 
ing and  elected  Dr.  W.  Y.  Gadberry  of  Benton, 
president.  “The  association  adjourned  to  meet  on 
the  second  Monday  in  November,  1857  but  there 
was  no  other  meeting  until  1869.” 

1869  — Vicksburg 

The  association  prepared  “an  address  to  the  peo- 
ple of  the  state  respecting  the  importance  of  a 
more  perfect  system  of  drainage  upon  plantations 
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with  a view  to  so  far  as  possible  arresting  the 
production  of  miasma,  so  fruitful  as  a source  of 
grave  forms  of  fever.” 

1877  — Grenada 

The  association  called  for  establishment  of  a State 
Board  of  Health. 

1879  — Aberdeen 

It  was  reported  that  some  twenty  members  of  the 
association,  nearly  ten  per  cent  of  the  mem- 
bership, died  in  the  great  yellow  fever  epidemic  of 
1878. 

1880  — Vicksburg 

The  association  began  efforts  to  enact  legislation 
“to  regulate  the  practice  of  medicine  in  the  state . ’ ’ 

1890  — Meridian 

“On  several  previous  occasions  the  minutes  of 
meetings  of  the  association  record  the  expulsion 
of  a member  for  unprofessional  conduct,  but  here 
is  a record  of  a member  being  called  before  the 
president  and  by  him  publicly  reprimanded  in 
open  meeting;  a remarkable  testimony  to  the 
loyalty  and  self  control  of  the  member  especially 
when  we  consider  how  comparatively  feeble  the 
association  was  at  the  time.” 


Dr.  W.  Y.  Gadberry  of  Yazoo  City  was  the  first  presi- 
dent of  the  Mississippi  State  Medical  Association.  He  was 
elected  at  the  organizational  meeting,  December  15, 
1856.  Dr.  M.  S.  Craft  of  Jackson  was  named  recording 
secretary. 


1895  — Jackson 

The  association  called  for  establishment  of  a 
medical  department  of  the  state  university. 

1897  — Jackson 

The  Mississippi  Medical  Record  was  named  as  the 
association’s  official  publication. 

1902  — Jackson 

The  association  called  for  enactment  of  legislation 
to  equalize  the  salaries  and  duties  of  county  health 
officers  and  to  provide  that  county  coroners  be 
doctors. 

1903  — Jackson 

The  association  adopted  an  AMA  plan  for  a 
nationwide  federation  of  state  and  county  medical 
societies. 

1904  — Jackson 

The  Journal  of  the  Mississippi  State  Medical 
Association  was  adopted  as  the  association’s  offi- 
cial publication.  Its  name  was  changed  to  the 
Mississippi  Medical  Monthly  in  1906. 

1907  — Gulfport 

The  association  began  efforts  to  enact  legislation 
to  require  a diploma  as  a prerequisite  for  examina- 
tion to  practice  medicine  in  the  state. 

1909  — Jackson 

The  association  urged  passage  of  a compulsory 
vaccination  law  for  school  children. 

1910  — Oxford 

The  association  supported  appointment  of  the 
state’s  first  full  time  state  health  officer,  Dr.  W.  S. 
Leathers  of  Oxford. 

1911  — Jackson 

The  association  established  a “medico-legal  de- 
fense fund’  ’ to  defend  members  charged  with  mal- 
practice. 

1915  — Hattiesburg 

The  association  urged  establishment  of  a state 
hospital  for  tubercular  patients. 

1917  — Jackson 

The  association  turned  the  site  of  its  meeting  into  a 
recruiting  station  for  World  War  I. 

1924  — Jackson 

The  New  Orleans  Medical  and  Surgical  Journal 
was  named  as  the  association’s  official  publica- 
tion. 

1925  — Biloxi 

The  association  called  for  legislation  to  protect 
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Dr.  Ewing  Fox  Howard  of  Vicksburg  compiled  the  first 
history  of  the  association.  He  was  elected  secretary  in 
1907,  and  for  three  years  he  worked  to  assemble  material 
for  the  volume. 

children  from  bums  by  lye  and  similar  commod- 
ities in  the  home. 

1927  — Jackson 

The  association  contributed  $2,000  for  relief  of 
flood  victims  in  the  Delta. 

1931  — Jackson 

The  association  called  for  a state  subsidy  for  small 
community  hospitals. 

1934  — Natchez 

The  association  formulated  a fee  schedule  for  use 
under  the  Federal  Emergency  Relief  Act. 

1936  — Greenville 

The  Mississippi  Doctor  was  adopted  as  the  asso- 
ciation's official  publication. 

1937  — Meridian 

The  association  appointed  a committee  to  work 
with  the  Mississippi  Hospital  Association  to  im- 
plement a non-profit  hospital  insurance  plan. 
(Blue  Cross) 


Dr.  James  Grant  Thompson  of  Jackson  edited  the 
second  history  ofMSMA.  The  House  of  Delegates  named 
him  historian  of  the  association  in  1944,  and  he  brought 
the  volume  forward  to  1949. 

1938  — Jackson 

The  association  supported  establishment  of  an 
“Isolation  Hospital  for  Polio”  and  Cancer  and 
Crippled  Children’s  Annexes  at  the  State  Charity 
Hospital  in  Jackson. 

1943  — Jackson 

The  association  supported  establishment  of  a four 
year  medical  school  “provided  that  it  can  be  set 
up  free  of  political  domination  to  insure  its  prac- 
tical operation.” 

1945  — Jackson 

The  association  urged  enactment  of  a state  scho- 
larship fund  for  medical  students  who  agreed  to 
practice  in  a rural  area. 

1946  — Jackson 

The  association  urged  enactment  of  state  legisla- 
tion required  to  participate  in  the  Hill-Burton 
Program.  ★★★ 
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The  Mississippi  State  Asylum  was  located  on  North  State  Street  in  Jackson,  where  the  University  Medical  Center  is 
now.  Members  of  the  asylum  staff  in  1923  are  pictured  in  front  of  one  of  the  asylum  buildings.  From  left  are:  Dr.  C.  D. 
Mitchell,  superintendent;  Dr.  I.  Whitten,  staff  dentist;  Dr . Ross  Anderson;  Dr . G.  T.  Sheffield;  Dr.  Turner  Googe;  Dr. 
M.  E.  Clark;  Dr.  Johnson;  and  Dr.  Brown,  clinical  director. 


The  Component  Society  — 

A "Sine  Qua  Non"  to  Membership 

CHARLES  L.  MATHEWS 


Organization  of  MSMA’s  component  (county) 
medical  societies  began  in  1902-1903  in  accordance 
with  a plan  of  the  American  Medical  Association  to 
create  a national  federation  of  state  and  county 
medical  societies.  Urging  adoption  of  the  plan  in  his 
president’s  address  to  the  1903  MSMA  Annual  Ses- 
sion in  Vicksburg,  Dr.  H.  L.  Sutherland  of  Rosedale 
stated  in  part: 

The  central  idea  in  the  plan  is  to  promote  the  orga- 
nization of  county  societies  and  to  make  membership  in 
them  constitute  and  be  a “sine  qua  non”  to  mem- 
bership in  the  state  body.  The  county  society  is  primari- 
ly a business  body  to  foster  the  interests  of  the  medical 
profession,  to  cultivate  our  social  relations  and  bring  us 
into  closer  touch  with  each  other,  to  engender  a more 
cordial  fraternal  feeling,  to  originate  measures  of  state 
interest  and  present  them  to  the  state  association,  and  to 
report  cases  or  read  papers  and  discuss  them  if  so 
desired.  ...  “In  union  there  is  strength”  is  a proverb 
as  true  as  it  is  trite,  and  if  we  could  weld  the  doctors  of 
Mississippi  into  one  active,  harmonious  body,  acting 
under  the  inspiration  to  keep  our  state  up  with  the 
foremost  in  all  that  pertains  to  our  profession,  we 
would  not  have  long  to  wait  before  our  endeavors 
would  reach  fruition. 

Apparently,  Dr.  Sutherland’s  organizational  call 
was  taken  to  heart  because  at  the  1904  MSMA 
Annual  Session  in  Jackson  the  secretary  of  the  asso- 
ciation, Dr.  J.  J.  Haralson  of  Forest,  reported  that  46 
counties  had  been  organized  with  a total  mem- 
bership of  520,  a net  gain  of  378  members. 

Over  the  succeeding  years  the  county  societies 
organized  and  reorganized  into  larger  entities  so  that 
today  the  82  counties  of  the  state  are  organized  into 
18  MSMA  component  medical  societies. 

Journal  MSMA  requested  and  received  several 
commentaries  on  the  organization  of  the  current 
component  societies  of  the  association,  and  we  wish 
to  express  our  appreciation  to  the  following  persons 
for  their  assistance  in  this  regard:  Dr.  Lawrence  W. 
Long,  Jackson  (Central  Medical  Society);  Dr.  and 
Mrs.  Martin  E.  Hinman,  Vicksburg  (West  Missis- 
sippi Medical  Society);  Dr.  William  L.  Bass,  Jr., 
Gulfport  and  Dr.  C.  D.  Taylor,  Pass  Christian 
(Coast  Counties  Medical  Society). 


Central  Medical  Society 

A Hinds  County  Medical  Society  is  first  listed  in 
the  1904  Transactions  of  the  Mississippi  State 
Medical  Association.  Dr.  Julius  Crisler,  W.  L.  Britt, 
B.  L.  Culley,  E.  H.  Galloway,  S.  H.  McLean  and 
T.  J.  Mitchell  were  among  those  listed  on  the  mem- 
bership rolls  of  the  Society  who  were  well  known  in 
the  practice  of  medicine  at  the  time. 

In  1912-1913  Hinds  and  Rankin  counties  joined  to 
form  the  Hinds-Rankin  County  Medical  Society. 
Drs.  J.  H.  Fox,  J.  C.  Herrington,  F.  E.  Rehfeldt  and 
S.  L.  Hollingsworth  were  listed  as  doctors  at  the  old 
asylum.  Among  other  doctors  who  were  listed  on  the 
membership  rolls  who  became  well  known  over  the 
next  15  to  20  years  were  Drs.  A.  S.  Applewhite, 
W.  L.  Britt,  W.  B.  Dobson,  E.  H.  Galloway,  S.  H. 
McLean,  G.  W.  F.  Rembert,  H.  R.  Shands.  W.  W. 
Smithson,  W.  H.  Watson  and  Noel  C.  Womack,  Sr. 

During  1918-1919  Hinds,  Rankin,  Madison  and 
Yazoo  counties  joined  together  to  form  the  “Central 
County  Medical  Society.”  At  this  time  Drs.  J.  B. 
Anderson,  J.  Darrington,  J.  Crisler,  W.  E.  Noblin, 
W.  D.  McCalip,  and  O.  H.  Swayze  from  Yazoo 
County  made  quite  an  addition  to  the  rolls  of  the 
society.  It  was  also  reported  that  “the  return  of  the 
boys  from  the  war  gave  a renewed  spirit  and  interest 
in  the  society.” 

In  1921-1922  Simpson  County  joined  the  “Cen- 
tral Medical  Society”  composed  then  of  Hinds, 
Rankin,  Madison  and  Yazoo  counties. 

In  1928  a member  of  the  society.  Dr.  R.  N.  Whit- 
field, was  in  charge  of  medical  licensure  and  issued 
temporary  licenses  to  practice  medicine  until  the 
Board  of  Health  issued  a permanent  license.  The 
society  met  in  the  Chamber  of  Commerce  offices, 
which  were  on  Capitol  Street  in  Jackson  near  what  is 
now  Primos  Restaurant.  Dr.  R.  W.  Hall  was  secret- 
ary of  the  Society. 

Scott  (1934-1935)  and  Leake  (1936-1937)  coun- 
ties later  joined  the  society  to  comprise  its  present 
membership.  Dr.  Lawrence  W.  Long  was  secretary 
of  the  society  during  this  period. 

During  this  century,  Central  Medical  Society  has 
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grown  from  a small  one  county  society  to  a seven 
county  society  composed  of  over  600  members, 
mostly  from  Hinds  County.  Jackson  in  turn  has 
grown  to  become  the  state’s  major  medical  center. 

West  Mississippi  Medical  Society 

History  was  undoubtedly  being  made  throughout 
the  78-year  life  of  the  West  Mississippi  Medical 
Society,  but  the  absence  of  minutes  books  prior  to 
1952  makes  it  difficult  to  unlock  the  secrets  of  the 
past. 

A copy  of  the  August  1903  charter  reveals  that  the 
organization  was  originally  known  as  “The  Warren 
County  Medical  Society,’’  and  lists  Dr.  R.  A.  Quin 
as  president,  and  Dr.  E.  F.  Howard  as  secretary. 

A second  charter,  issued  in  August  1927,  refers  to 
the  group  as  the  Issaquena-Sharkey- Warren  county 
Medical  Society.”  Dr.  Edley  H.  Jones  was  presi- 
dent, and  Dr.  Leon  S.  Lippincott  was  secretary. 
Dues  in  1927  were  $5.00  per  annum. 

The  1903  charter  is  signed  by  state  president  Dr. 
Charles  D.  Mitchell,  the  grandfather  of  Dr.  Tom 
Mitchell,  who  currently  represents  West  Mississippi 
in  the  House  of  Delegates  of  the  Mississippi  State 
Medical  Association.  Dr.  E.  F.  Howard,  mentioned 
in  the  same  document,  went  on  to  become  president 
of  the  state  association  in  1930-1931. 

After  Dr.  Howard’s  death  in  1935,  his  widow 
turned  over  a suitcase  full  of  memorabilia  to  Dr.  and 
Mrs.  Willard  H.  Parsons.  It  has  since  awaited  its 
destiny  in  the  basement  of  the  Parsons’  home  and 
yielded  the  following  items  which  appeared  in  1930 
and  1931. 

“On  Thursday,  June  10,  the  first  of  two  joint 
meetings  of  the  Fifth  District  Medical  Society  of 
Louisiana  and  the  Tri-County  Medical  Society  of 
Mississippi  will  be  held  in  Monroe.”  Tri-county 
was  yet  another  name  for  the  West  Mississippi 
Medical  Society.  In  a letter  to  local  physicians,  Dr. 
Lippincott  referred  to  the  “fine  entertainment  those 
good  fellows  in  Louisiana  are  planning,”  and  sug- 
gested, “it  is  probably  best  to  go  (to  Monroe)  by 
train.  We  can  have  an  enjoyable  party  on  the  train  on 
the  trip  over  and  back.” 

One  hundred  twelve  attended  a similar  get- 
together  in  December,  which  was  held  in  Vicksburg. 
“A  feature  of  the  meeting  was  the  presence  of  the 
president  and  vice-president  of  the  Southern  Medical 
Association  and  three  presidents  of  state  associa- 
tions.” 

Among  the  projects  described  in  1930  was  a vote 
“to  request  the  Warren  County  Health  department  to 
establish  a list  of  patients  who  have  recovered  from 


infantile  paralysis  with  a view  to  obtaining  serum  for 
treatment.” 

The  Mississippi  State  Medical  Association  held 
its  annual  meeting  in  Vicksburg  May  13,  1930,  at 
the  YMCA.  It  was  at  this  time  that  Dr.  Howard  was 
chosen  as  state  president.  Names  figuring  promi- 
nently in  the  proceedings  were  Dr.  Hugh  Gamble, 
Greenville;  Drs.  John  C.  Cully  and  P.  W.  Rowland, 
Oxford;  Dr.  F.  J.  Underwood,  Jackson;  and  Dr. 
Henry  Boswell,  Sanatorium. 

Among  members  who  were  particularly  active  in 
West  Mississippi’s  early  years  were  Dr.  E.  F.  How- 
ard, Dr.  Augustus  Street,  Dr.  W.  H.  Parsons,  Dr.  J. 
A.  K.  Birchett,  Dr.  Preston  Street  Herring,  Dr. 
George  M.  Street,  and  Dr.  C.  Jarratt. 

It  was  not  necessary  to  present  a weighty  paper  in 
order  to  be  immortalized  in  the  minutes  of  the  West 
Mississippi  Medical  Society.  To  wit,  the  following 
excerpt  from  the  April  13,  1971  records: 

“After  the  evening  meal,  the  vice-president,  Dr. 
Charles  Marascalco,  introduced  Dr.  Tom  Mitchell, 
who  in  turn  introduced  Dr.  Messina,  who  in  turn 
introduced  Dr.  Wiygul,  who  presented  the  pro- 
gram.” Dr.  Wiygul  then  introduced  three  nurses, 
Mrs.  Grant,  Mrs.  Crozier  and  Mrs.  Little. 

Some  problems  tackled  by  West  Mississippi  over 
the  years  were  fleeting  — for  instance,  this  matter 
from  the  minutes  of  April  9,  1968: 

“It  was  brought  out  that  on  two  separate  occasions 
local  ambulances  ran  out  of  gas  while  transporting 
some  very  seriously  injured  patients  and  finally  reached 
the  hospital  by  being  towed  by  one  of  the  local  wrecker 
services.  On  another  occasion,  it  was  reported  that  two 
ambulances  arrived  at  the  scene  of  an  accident  at  the 
same  time  and  the  ambulance  picked  to  bring  the  victim 
to  the  hospital  was  decided  by  a fist  fight.  On  still 
another  occasion,  an  ambulance  driver  brought  the 
patient  to  the  hospital  and  the  driver  was  reminded  by 
one  of  the  doctors  that  he  had  failed  to  turn  off  the 
engine  to  his  car,  upon  which  he  replied  that  if  he 
turned  the  engine  off  he  would  be  unable  to  start  the 
motor  again.  Dr.  Messina  made  a motion  that  a com- 
mittee be  formed  to  investigate.” 

And  some  situations  are  always  with  us.  Take  this 
example  from  the  minutes  of  March  11,  1958. 
“Then  there  was  a discussion  of  local  chiropractors. 
Dr.  Joseph  Moore  pointed  out  that  a local  pharma- 
cist’s wife  had  broken  a bone  in  her  arm  and  that 
soon  afterward  a local  chiropractor  had  called  her 
offering  his  service.  Dr.  Hugh  Johnson  then  read  an 
advertisement  of  a local  chiropractor  relative  to  can- 
cer treatment.  Dr.  Herring  suggested  that  since  the 
medical  society  is  not  a legislative  body  that  we 
continue  to  ignore  the  chiropractors.  Dr.  Gus  Street 
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suggested  that  the  matter  be  turned  over  to  the  Coun- 
ty Attorney.” 

Coast  Counties  Medical  Society 

This  account  of  the  history  of  the  Coast  Counties 
Medical  Society  is  incomplete,  as  some  of  the  rec- 
ords have  been  victims  of  natural  disasters;  other 
went  unrecorded  and  faded  from  memory. 

The  Coast  Counties  Medical  Society  has  brought 
into  one  organization  the  physicians  of  the  area  to 
increase  the  effectiveness  of  professional  opinion  on 
scientific,  legislative,  public  health,  and  socio- 
economic issues. 

It  had  its  beginning  as  the  Harrison  County  Medi- 
cal Society.  It  was  founded  in  Gulfport  by  Drs.  E.  C. 
Parker,  Dan  Williams,  C.  A.  Sheeley,  and  H.  M. 
Folkes  in  1904,  and  had  monthly  meetings.  In  1919 
they  united  with  the  Stone  County  Group  and  be- 
came the  Harrison-Stone  Medical  society.  Dr.  Park- 
er was  elected  president  in  1920.  This  society  in 
December  1928  became  the  Harrison-Stone- 
Hancock  Medical  Society.  In  1937  the  Jackson 
County  Society  joined  them.  At  a meeting  on  May  5, 
1937,  Dr.  Riley  Burnett  made  a motion  to  change  the 
name  to  the  Coast  Counties  Medical  Society. 

On  May  20,  1938,  a charter  was  issued  by  the 
Mississippi  State  Medical  Association  to  the  Coast 
Counties  Medical  Society,  Dr.  W.  W.  Lake,  presi- 
dent and  Dr.  D.  L.  Hollis,  secretary.  The  society 
boasted  of  58  members  and  one  honorary  member, 
Dr.  W.  W.  Ely  of  Biloxi.  Members  elected  a vice- 
president  from  each  of  the  counties  represented, 
Harrison,  Jackson,  Hancock,  and  Stone.  Meetings 
were  held  monthly  in  one  of  the  officer’s  homes. 
Scientific  papers  were  the  highlights  of  the  meet- 
ings, and  at  times  as  many  as  three  papers  were 
delivered  at  one  meeting.  On  March  4,  1942,  Dr. 
Marshall  of  Appleton,  Wisconsin,  delivered  a paper 
on  the  use  of  liver  extract  in  acne  and  keloids.  The 
presentation  used  both  still  and  moving  pictures;  and 
while  the  members  failed  to  be  impressed  by  the 
improvement  of  the  patients,  they  were  impressed 


by  the  quality  of  the  pictures. 

The  year  1942  found  the  country  at  war,  and  the 
society  notified  the  public  that  due  to  tire  and  gas 
rationing,  calls  would  have  to  be  grouped.  There 
would  be  no  night  calls  after  9:00  p.m.  except  as  an 
emergency.  Drs.  Cummings  McCall  and  Archie 
Hewes  served  as  presidents  of  the  society  in  the  early 
1940s  while  Dr.  D.  L.  Hollis  continued  as  secretary. 
At  its  February  1943  meeting,  the  society  was  the 
guest  of  Colonel  Strong,  at  the  Gulfport  Air  Station 
Hospital.  Minutes  described  it  as  one  of  the  largest 
meetings  the  society  had  ever  had.  By  the  end  of 
1943,  the  membership  was  75,  including  61  in  active 
practice  and  14  in  the  Armed  Forces.  There  were  two 
honorary  members,  Drs.  McArthur  and  L.  C. 
Rouse.  The  society  celebrated  its  40th  Anniversary 
on  February  2,  1944,  and  dues  had  risen  to  $8.00 
from  the  $6.00  imposed  when  the  society  was 
formed. 

In  the  1950s  the  meeting  alternated  between  Gulf- 
port, Biloxi,  Pascagoula,  Pass  Christian,  and  Bay 
St.  Louis.  Drs.  J.  M.  Howell,  E.  L.  Bolton,  and 
W.  J.  Weatherford  were  presidents  during  the  early 
1950s,  followed  by  Drs.  C.  D.  Taylor,  H.  Schmidt, 
F.  C.  Minkler,  A.  V.  Hays,  E.  A.  Trudeau  and 
James  T.  Thompson. 

Dr.  Ray  Foster  was  president  in  1962  when  the 
membership  decreased  the  meetings  to  6 times  a 
year,  in  Bay  St.  Louis,  Biloxi,  Gulfport,  Pasca- 
goula, Pass  Christian  and  a special  November  social 
meeting.  In  1963  the  society  was  the  fourth  largest  in 
the  state,  with  129  active  members,  and  202  doctors 
practicing  in  the  area. 

The  Pascagoula  area  had  grown  enormously  by 
1968  with  the  Ingalls  Shipbuilding  Industry  and  the 
Chevron  Oil  Company  having  been  located  there.  In 
November  the  Singing  River  Medical  Society  was 
given  a charter  that  separated  Jackson  County  from 
the  Coast  Counties  Medical  Society.  The  Coast 
Counties  Medical  Society  continues  to  represent  the 
interest  of  medical  practitioners  of  Harrison,  Han- 
cock and  Stone  Counties.  ★★★ 
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PATSY  SILVER 

For  many  Mississippi  physicians,  medicine  has 
been  a family  tradition;  for  three  Mississippi  medical 
families,  MSMA  leadership  has  been  a custom.  The 
list  of  past  presidents  of  the  Mississippi  State  Medi- 
cal Association  includes  the  names  of  three  physi- 
cians who  followed  their  fathers  to  the  association’s 
highest  post. 

The  first  to  follow  in  his  father’s  footsteps  as 
MSMA  president  was  Dr.  Stanley  Hill  of  Corinth 
(1959-60).  His  father,  Dr.  J.  R.  Hill  of  Corinth,  was 
president  in  1935-36.  When  Dr.  Everett  Crawford  of 
Tylertown  became  president  in  1965,  he  followed  by 
some  20  years  the  presidency  of  his  father.  Dr.  B. 
Lampton  Crawford  of  Tylertown,  the  only  man  to 
serve  two  terms  as  MSMA  president  (1944-46). 
Completing  the  list  of  father-son  presidencies  are 
Dr.  Lyne  S.  Gamble  of  Greenville  (1976-77)  and  his 
father,  Dr.  Hugh  A.  Gamble  of  Greenville  (1929- 
30). 

The  elder  Drs.  Hill,  Crawford  and  Gamble  have 
more  in  common  than  having  been  elected  to  the 
MSMA  presidency  and  having  been  followed  in  that 
post  by  their  sons.  All  have  received  recognition  as 
outstanding  men  of  medicine,  and  all  have  received 
tribute  as  respected  citizens. 

Dr.  Jim  Hill 

When  he  addressed  the  MSMA  House  of  Dele- 
gates on  May  5,  1936,  Dr.  Hill  called  attention  to 
some  of  the  accomplishments  of  medicine  in  Missis- 
sippi, particularly  the  reduction  in  the  incidence  of 
certain  preventable  diseases.  He  called  upon  his  col- 
leagues to  make  preventive  medicine  the  “watch- 
word,” stating,  . .as  long  as  the  mortality  rate 
from  malaria,  tuberculosis,  typhoid  fever,  diphthe- 
ria and  pellagra  shows  such  inroads  on  our  populace 
we  should  be  up  and  doing  until  these  preventative 
diseases  are  controlled.”  At  the  time  of  his  death  in 
1963,  time  had  demonstrated  the  success  of  that 
effort. 

Dr.  Hill  was  recognized  as  more  than  a perceptive 
medical  leader,  however.  When  he  had  been  practic- 
ing medicine  for  50  years,  his  colleagues  and  his 
neighbors  in  Corinth  and  Alcorn  County  paid  tribute 
to  him  with  a special  celebration.  An  editorial  de- 
scribing that  celebration  in  the  November  1953  issue 


of  The  Mississippi  Doctor  observed,  “He  has  served 
outstandingly  as  doctor  citizen  — a great  factor  in 
preserving  the  profession’s  noblesse.  He  has  rightly 
appraised  the  importance  of  building  a citizenship 
adequate  to  meet  all  problems.  He  has  ministered  to 
the  physical  needs  of  his  people,  shown  them  the 
way  in  mental  development,  and  activated  spiritual 
responsibility  in  his  community.  He  has  entered  into 
the  pleasures  and  joys  and  sympathies  of  his  people. 
He  has  laughed  with  them,  wept  with  them  and 
counseled  with  them.” 

Dr.  Jim  Hill  received  his  M.D.  degree  from  the 
Memphis  Hospital  Medical  College  in  1903.  He 
practiced  in  Kossuth  for  20  years  before  moving  his 
family  to  Corinth.  In  addition  to  serving  as  MSMA 
president,  he  served  three  terms  as  president  of 
Alcorn  County  Medical  Society  and  once  as  presi- 
dent of  Northeast  Thirteen  Counties  Society . He  also 
served  two  terms  in  the  Mississippi  House  of  Repre- 
sentatives. 

Dr.  Stanley  A.  Hill 

Stanley  Allison  Hill  received  his  M.D.  degree 
from  the  University  of  Tennessee  College  of  Medi- 
cine in  1931  and  established  practice  in  his  native 
Corinth  in  1933.  Like  his  father,  Dr.  Hill  has  long 
been  active  in  his  community’s  civic  organizations 
and  has  devoted  many  years  to  active  participation  in 
professional  societies. 

Dr.  Hill  was  president  of  Northeast  Mississippi 
Medical  Society  in  1942;  chairman  of  the  Section  on 
General  Practice  of  Southern  Medical  Association  in 
1953;  member  of  the  editorial  board  of  Southern 
Medical  Journal  from  1955-75;  and  president  of  the 
Mid-South  Postgraduate  Medical  Assembly  in  1963. 
In  addition  to  serving  as  MSMA  president,  he  has 
held  many  other  posts  in  the  association,  including 
ten  years  as  speaker  of  the  House  of  Delegates 
(1948-58)  and  alternate  delegate  to  the  American 
Medical  Association  since  1963. 

Formerly  chairman  of  the  Mississippi  Commis- 
sion on  Hospital  Care,  Dr.  Hill  has  been  on  the  board 
of  Blue  Cross  and  Blue  Shield  of  Mississippi  since 
1968.  He  was  a delegate  to  the  White  House  Confer- 
ence on  Aging  in  1961.  As  chairman  of  the  Alcorn 
County  Hospital  Building  Commission,  he  was  in- 
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strumental  in  the  planning  and  development  of  Mag- 
nolia Hospital,  which  opened  in  1965. 

Dr.  Hill  has  served  as  president  of  the  Corinth 
Kiwanis  Club  and  deacon  in  the  First  Presbyterian 
Church  of  Corinth. 

Dr.  B.  Lampton  Crawford 

The  expansion  of  the  Walthall  Hospital,  which 
Dr.  Crawford  had  opened  in  1938,  prompted  an 
editorial  writer  in  the  Tylertown  Times  to  remark  in 
1949,  “the  service  Dr.  Crawford  is  rendering  the 
community  can  not  be  limited  to  his  latest  achieve- 
ment, for  over  most  of  the  past  half-century  this 
south  Mississippi  doctor  has  served  this  area  as  a 
medical  man,  a citizen  and  a leader.  His  story  is 
more  than  that  of  the  struggles  of  a small  town 
county  doctor  in  his  efforts  to  safeguard  the  health  of 
his  community.” 

A fifty-year  celebration  for  Dr.  Crawford  was 


held  in  Tylertown  on  June  14,  1953.  An  editorial  in 
the  December  1953  issue  of  The  Mississippi  Doctor 
stated,  “Dr.  Crawford,  well-educated  and  balanced 
in  judgment,  is  himself  a great  citizen-doctor,  finely 
dividing  health  assets  — physical,  mental  and  spir- 
itual. He  has  walked  and  advised  with  his  people, 
coveted  for  them  the  best  in  medicine,  carried  it  even 
to  the  one-room  cabin.  . . . For  fifty  years  Dr. 
Lampton  Crawford  has  served  well  in  building  a 
better  citizenship  for  his  town  and  county.” 

During  his  career  in  Walthall  County  he  delivered 
more  than  6,000  babies,  and  in  1938  he  delivered 
more  babies  than  any  other  physician  in  the  state. 

Dr.  Crawford  received  his  B.A.  degree  from  Mis- 
sissippi College  in  1901  and  his  M.D.  degree  from 
Jefferson  Medical  College  in  Philadelphia,  Pennsyl- 
vania in  1904.  He  began  practice  in  Tylertown  in 
1906.  In  addition  to  his  service  in  medical  organiza- 
tion, he  was  active  in  many  civic  organizations  and 
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in  his  church . For  eight  years  Dr.  Crawford  served  as 
a member  of  the  Mississippi  State  Board  of  Health. 

Dr.  Crawford  was  the  only  man  to  serve  two  terms 
as  president  of  the  Mississippi  State  Medical  Associ- 
tion.  When  he  was  inaugurated,  he  received  the 
gavel  from  his  brother,  Dr.  W.  W.  Crawford  of 
Hattiesburg,  who  had  served  as  MSMA  president  in 
1906. 

Dr.  Everett  Crawford 

Everett  Howell  Crawford  received  his  B.S.  de- 
gree from  Mississippi  College  in  1932  and  the  M.D. 
from  the  University  of  Tennessee  College  of  Medi- 
cine in  1936.  He  served  in  the  U.  S.  Navy  from  1943 
to  1946.  Following  a fellowship  in  surgery  at  Tulane 
University  and  Oschner’s  Clinic  in  New  Orleans 
from  1946-1948,  he  entered  practice  in  Tylertown. 

In  addition  to  serving  as  MSMA  president.  Dr. 
Crawford  has  been  a member  of  the  association’s 
Board  of  Trustees  and  has  served  on  the  Council  on 
Medical  Service.  He  is  a member  and  past  president 
of  the  South  Central  Medical  Society  and  a member 
and  past  councilman  of  the  Southern  Medical  Asso- 
ciation. He  holds  membership  in  the  American 
Medical  Association  and  the  Southeastern  Surgical 
Congress.  In  1961  Dr.  Crawford  served  as  vice- 
president  of  the  Mid-South  Postgraduate  Assembly. 

Dr.  Crawford  is  active  in  Tylertown  civic  orga- 
nizations, and  in  1977  he  received  the  Service  to 
Humanity  Award  presented  by  Mississippi  College 
in  recognition  of  his  contributions  in  the  field  of 
medicine  and  his  contributions  to  his  community. 

He  is  the  eldest  of  three  Crawford  doctor  sons.  He 
and  his  brothers  Walter  and  Ben  are  associated  in 
practice  in  Tylertown.  His  son,  Everett  Howell 
Crawford,  Jr. , is  a third-year  student  at  the  Universi- 
ty of  Mississippi  School  of  Medicine. 

Dr.  Hugh  A.  Gamble 

A memorial  tribute  to  Dr.  Hugh  Gamble  declared, 
“His  devotion  to  loved  ones,  patients,  and  profes- 
sion would  fill  one  book,  and  his  humble,  never- 
ending  search  for  the  key  to  the  mystery  of  life  would 
fill  another.  Scientific  research  was  second-nature 
with  this  man,  and  so  was  civic  responsibility.” 

Another  memorial  observed,  “His  way  of  life  was 
simple  and  can  be  expressed  in  one  word,  service. 
He  was  truly  ‘his  brother’s  keeper,’  giving  freely  of 
his  time,  his  money  and  his  surgical  ability  to  all 
those  who  came  to  him,  regardless  of  race,  color  or 
creed;  and  over  the  past  forty-odd  years  in  Green- 


ville and  in  the  surrounding  Delta  area  the  number 
who  came  to  him  for  aid  was  legion.  Not  one  was 
ever  refused.  He  was  a bom  physician,  a doctor  in 
the  true  sense  of  the  word,  his  life  dedicated  to  the 
care  of  the  sick.” 

Dr.  Gamble  received  his  degree  from  Mississippi 
A & M College  in  1898.  Following  service  in  the 
Spanish-American  War  as  an  enlistee  with  the  Mis- 
sissippi State  National  Guard,  he  received  his  M.D. 
degree  from  Tulane  University  School  of  Medicine 
in  1904.  He  interned  at  Charity  Hospital  in  New 
Orleans,  and  opened  his  practice  in  Greenville  in 
1907. 

In  addition  to  his  membership  in  the  MSMA  and 
Southern  Medical  Associations,  Dr.  Gamble  was  a 
member  of  the  Southern  Surgical  Association  and 
the  Southeastern  Surgical  Congress.  He  was  a 
founding  member  of  the  American  Board  of  Surgery 
and  of  the  American  College  of  Surgeons.  It  was 
said  that  his  chief  professional  interest  was  cancer, 
and  in  1951  he  received  the  First  Distinguished  Ser- 
vice Award  from  the  Mississippi  Division  of  the 
American  Cancer  Society. 

His  many  years  of  service  to  his  church  and  to 
Greenville  civic  organizations  include  12  years  as  a 
member  of  the  Greenville  City  Council. 

Dr.  Lyne  S.  Gamble 

Lyne  Starling  Gamble  received  his  M.D.  degree 
from  the  Vanderbilt  University  School  of  Medicine 
in  1938.  He  served  his  internship  and  residency  in 
ophthalmology  at  Charity  Hospital  of  Louisiana  at 
New  Orleans,  and  did  graduate  work  in  ophthalmol- 
ogy at  the  Graduate  School  of  Medicine  at  the  Uni- 
versity of  Pennsylvania. 

Dr.  Gamble  has  been  in  practice  in  Greenville 
since  1942.  He  is  a diplomate  of  the  American  Board 
of  Ophthalmology  and  a fellow  of  the  American 
Academy  of  Ophthalmology.  He  is  a member  of  the 
American  Medical  Association,  Southern  Medical 
Association,  Delta  Medical  Society,  and  he  has  held 
membership  in  the  Mississippi  Eye,  Ear,  Nose  and 
Throat  Association.  He  is  a past  president  of  the 
Louisiana-Mississippi  O and  O Society  and  former 
member  of  the  MSMA  Board  of  Trustees. 

Dr.  Gamble  has  been  on  the  Board  of  Directors  for 
Blue  Cross  and  Blue  Shield  of  Mississippi  since 
1975  and  was  a member  of  the  Board  of  Directors  of 
the  Mississippi  Foundation  for  Medical  Care  from 
1975-80.  Dr.  Gamble  served  for  20  years  as  medical 
advisor  of  the  local  board  of  the  Selective  Service 
System  and  was  a member  of  the  Board  of  Directors 
for  the  Greenville  YMCA.  He  is  a member  of  the 
First  Presbyterian  Church  of  Greenville  and  has 
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served  in  the  offices  of  deacon,  elder  and  clerk  of  the 
Session. 

His  oldest  son,  Dr.  Hugh  A.  Gamble,  II,  joined 
his  father’s  group  this  year  for  the  practice  of  tho- 
racic and  cardiovascular  surgery. 

Tradition  of  Service 

The  professional  lives  of  Dr.  Jim  Hill,  Dr.  Lamp- 
ton  Crawford  and  Dr.  Hugh  Gamble  spanned  the 
first  half  of  the  20th  Century.  It  was  a time  of 
tremendous  progress  in  the  prevention  and  treatment 
of  disease,  and  these  three  men  witnessed  and  con- 
tributed to  that  progress. 

The  presidential  messages  delivered  by  these  doc- 
tors at  the  conclusion  of  their  terms  had  a common 
theme.  They  proudly  recounted  the  progress  in 
medicine  and  eagerly  anticipated  much  progress  to 
come.  As  Dr.  Crawford  concluded  when  he  ad- 
dressed the  House  of  Delegates  in  1946,  “Prevent- 
ive medicine  dreams  of  the  time  when  there  shall  be 
no  unnecessary  suffering  and  no  premature  deaths; 


when  the  welfare  of  the  people  shall  be  our  highest 
concern;  when  humanity  and  mercy  shall  replace 
greed  and  selfishness;  and  it  dreams  that  all  these 
things  will  be  accomplished  through  the  wisdom  of 
man.  When  young  men  have  visions,  the  dreams  of 
the  old  men  come  true.” 

On  May  8,  1956,  Dr.  Howard  A.  Nelson  of 
Greenwood  told  the  House  of  Delegates,  “His  life 
has  been  an  inspiration,  his  memory  a benediction; 
for  he  felt  and  believed  that  it  was  still  morning  in 
American  Medicine.”  Dr.  Nelson  was  delivering 
the  Distinguished  Service  Oration  in  memory  of  Dr. 
Hugh  Gamble,  but  he  might  have  been  speaking  of 
all  three  — “Dr.  Jim,”  “Dr.  Lampton,”  and  “Dr. 
Hugh.” 

It  was  said  of  one  of  these  early  doctors,  and  it 
could  be  said  of  each,  that  “he  instilled  a vision  for 
service”  in  his  son.  Those  three  sons  who  followed 
to  the  MSMA  presidency  have  compiled  records  of 
accomplishments  and  service  to  continue  the  tradi- 
tion established  by  their  fathers.  ★★★ 
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{Sapatoplp  fop  the  bipeapep  of  Wopiep. 

I ) RS.  M AUK  Y cY  M I TCH ELL, 

111  COURT  ST.,  MEMPHIS,  TENN. 


TIIIS  building  has  been  elected  especially  as  a Sanatorium  for  the  treatment 
of  the  diseases  of  women.  It  has  been  constructed  with  great  care  and  in 
accordance  with  the  most  approved  principles  of  Sanitary  Science.  It* 
equipment  with  all  the  appliances  necessary  for  tire  treatment  of  disease,  is  com- 
plete It  is  the  emleawii  of  those  in  charge  to  make  this  a temporary  home,  as 
well  as  a place  <d  iest,  wheic  invalids  will  find  every  comfort  they  may  desire. 

Physicians  who  wish  in  send  patients  away  from  home  for  the  surgical  and 
medical  treatment  necessary  in  ihis  class  ol  diseases,  may  feel  confident  that 
everything  possible  will  be  done  here  for  then  restoration  to  health. 

l'oi  furt  h c- 1 information  hi  Maury  i an  be  addressed  at  the  Sanatorium. 

— From  the  1889  Transactions  of  the  Mississippi  State  Medical  Association 
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Shai^p  § Dohme, 

'Jffanufactur ing  Qhemists, 

Baltimore,  CQd., 

MANUFACTURERS  OF  ALL  THE  OFFICINAL  AND  OTHER  STANDARD 


Including  all  the  NEW  REMEDIES; 


PURE  CHEMICALS,  ELIXIRS, 


SYRUPS,  DIALYSED  IRON, 

PURE  SACCHARATED  PEPSIN,  (TJ.  S.  P.) 
GRANULAR  EFFERVESCENT  SALTS, 

COMPRESSED  TABLETS, 

COMPRESSED  LOZENGES, 

TABLET  TRITURATES,  ETC.,  ETC. 


SOLUBLE  GELATIN-COATED  AND  SUGAR-COATED  PILLS, 


Comprising  all  the  officinal  and  other  well-known  favorite  formulae. 


These  PILLS  are  all  Prepared  with  the  Utmost  Care,  under  our  Immediate  Su- 
pervision . 

The  DRUGS  entering  into  their  Compositi'  n are  of  the  Best  Quality. 

The  Quantities  and  Proportions  are  Invariably  as  Represented  on  the  Labels. 

The  Excipients  to  make  the  Masses  are  Carefully  Chosen  in  each  Case,  to  make 
the  Pill  Permanently  Soluble  in  the  Fluids  of  the  Stomach  and  Bowels. 

The  Sugar-Coating  and  Gelatin-Coating  will  be  found  very  Soluble,  and  not  ex 
celled  by  anv  other  in  point  of  Beau  tv  or  Finish. 

Physicians  will  find  our  PlL:  LapaCTIC>£  (s.  & D.) 


Composition  : 


I:} 


RECKNTI.Y  INTRODUCED  11Y  US 
j Aloin.  '4  gr.  Extr.  Bellad,  1-8  gr. 

( Strychnine,  1-60  gr.  Ipecac,  i - 1 6 gr. 

An  elegant  and  most  efficient  combination  for  the  relief  of  Habitual  Con- 
stipation, Atonic  Dyspepsia,  Biliary  Engorgement,  and  many  gastric  disorders. 
©‘^“'Sample  sent  upon  application. 


WE  CAM.  SPECIAL  ATTENTION  TO  OUR 

SOLUBLE  HYPODERMIC  TABLETS. 

These  Tablets  are  quickly  and  perfectly  soluble  in  Col.D  or  warm  water.  They 
combine  accuracy  of  dose  with  perfect  preservation  ol  the  active  ingredient. 
Th  e base  wi  h which  the  latter  is  combined  is  perfectly  harmless  and  unobject- 
ionable. 1 ltev  will  cause  no  absces-es.  They  will  not  become  insoluble  by 
age.  They  may  also  be  administered  by  the  mouth. 

Catalogues  giving  Composii ion,  Doses,  etc.,  ok  all  our  Preparations 
Mailed  to  Physicians  on  Application. 


— From  the  1890  Transactions  of  the  Mississippi  State  Medical  Association 


FflIRCHILD  BROS,  ft  FOSTER, 

^V^MAKERS  QFsvT\  Vo 

THE 

flojrt  jlctiVe  apd  Reliable  Preparations 

OF  THE  DIGESTIVE  FERMENTS. 


■EN  FAERY  USEFUL  AND  RELIABLE  COMBINATION— AS  REME- 
DIES  PER  SE  FOR  THE  ARTIFICIAL  DIGESTION  OF 

MILK,  BEEF,  GRUELS 

AND  OTHER  FEPTONISED  FOOD  FOR  THE  SICK 

AND  KOR  TIIE 


QTJ  ALI'J’ATI  VK  AlsTD  QUANTITATIVE:  MODIFICA- 
TION OF  COWS’  MlLlv.  TO  THE  STANDARD 
OF'  NORMAL  II IJ IMA. "NT  MILK  AS  A FOOD 
H'OIt  ROTTLK-FKD  INFANTS. 

82  and  84  FULTON  ST.,  NEW  YORK  CITY. 


— From  the  1890  Transactions  of  the  Mississippi  State  Medical  Association 


MEMPHIS,  TENNESSEE. 


V.  1-  SIM,  M.  I , Professor  of  tho  Principles  and  Practice  of  Medicine. 

A.  <1.  SIN(!l,Allt,  M.  D.,  Professor  of  < iptbalmology,  Otology  anil  l.arynology. 

W.  B.  UOOKKS,  M.  D.,  Professor  of  Principles  and  Practice  of  Surgerv,  and  Clinical  surgerv. 
It.  II.  MAUItY,  M,  I)..  Professor  of  Diseases  of  Women. 

A I.KX  AN  PER  KKSKINE,  M.  D.,  Professor  of  Olistetiics  and  Diseases  of  Children. 

T.  J.  CltOKFoKD,  M.  D.,  Professor  of  Physiology. 

II.  (j.  IIKNNINO,  M.  D.,  Professor  of  Materia  Medica,  Therapeutics,  and  Cliniaal  Professor  of 
Diseases  of  til*  Rectum. 

At.STKN  M.  WEST,  M D.,  Professor  of  Chemistry,  Pharmacy,  Toxicology,  and  Hygiene. 

K.  A.  NKK.I.Y,  M.  D.,  Professor  of  Clinical  Medicine,  Physical  Diagnosis  and  Diseases  of  the 

Chest. 

S.  A IIOOERN,  M.  D.,  Professor  of  Anatomy. 


THE  WINTER  COURSE  OF  LECTURES 

ItKGINS  OC'I'OHEB  UWtfi  AND  CONTINffES  PIVK 

MONTHS. 

The  College  Building  is  immediately  opposite  the  City  Hospital,  where 

#*-DAILY  CLINICS  WILL  BE  HELD,  AND  INSTRUCTIONS  GIVEN.*# 

IN  ADDITION  TO  THESE, 

THE  CITY  AND  COLLEGE  DISPENSARIES  AFFORD  A LARGE  AMOUNT 
OF  CLINICAL  MATERIAL. 

It  can  he  safely  asserted  that  for  Clininil  Advantages,  Memphis  is  unsur- 
passed hy  any  city  in  the  Southwest, 

Laboratory,  Library,  Museum  and  Dissecting-Room,  all  well-ventilated, 
and  each  fully  supplied  in  the  most  modern  manner. 

EXPENSES  OF  SCHOOL. 


Dissecting  Material free. 

Matriculation  Fee $ 5 o0 

Demonstrator’s  Ticket to  oo 

Professor’s  Ticket  (full  course) 50  oo 

Graduation  Fee • • 00 


Students  may,  after  matriculating, .attend  any  one  or  more  of  the  courses  <>l 
lectures,  by  paying  $10  00  for  each  ticket.  Graduates  of  other  recognized  Med- 
ical Colleges  are  required  to  matriculate  only. 

For  Catalogues  and  further  information,  address 

W.  B.  ROGERS,  M.  D.,  Dean, 

Office  6f»  Madiion  Street,  cor.  t hird. 

One  square  east  of  the  Cotlou  Exchange, 

MEMPHIS,  TENN. 


— From  the  1889  Transactions  of  the  Mississippi  State  Medical  Association 


€8$  THE  ALBAN  *3 

0. 


DEPOT  : 

2 1 8 MAIN  ST.,  MEMPHIS,  TENN. 


/mi^N  DENWILi  7iNl>  gaRGICTHi  ('(>.. 


- DEALERS  IN 


ELECTRIC  HATTER  I ES.  AM  ITT  ATI  NT.  (ASIA, 

OKT1 IOPOEDIC  AITARATUS,  CALI  LAI.  OPERATING  CASES, 
TRUSSES,  POCKET  ( ASMS. 

SHOULDER  BRACES,  CLIN1CA1  THERMOMETERS. 

ETC’.,  ETC.,  HYPODERMIC  SYRINGES. 


AND  A GENERAL-  ASSORTMENT  OF 


A 


KEPT  CONSTANTLY  ON  HAND 


Hlt:l  (kifitruiyvrtfi  aw1  Ylnfisi'urtti1 

Ordiks  ISN  Mam  «:m  Rmum  Lk-mm  'hiaiihv 


PRICES  AS  LOW  AS  ANY  RELIABLE  HOUSE. 


Dr.  Alban  will  be  present  at  the  Annual 

Medical  Association  with  a large  assortment  <>t 


Meetings  of  the 
iii't  i ument'. 


M lhM"i|>pi 


State 


— From  the  1889  Transactions  of  the  Mississippi  State  Medical  Association 


SANITARIUM 

i-'ok  Tin:  tu i:atm i.\t  m 


m COIKT -I  I'l.l.l . M l:\IHIIS,  I \\ 


DRS.  MITCHELL  & MAURY 


Have  established  a Sanitarium  for  t ho  accommodation  of  ladie..  wlui  arc  suf. 
ferine  from  disease--  of  a special  character  and  have  to  leav  e home  for  treatment. 

I lie  building  is  constructed  especially  for  the  purpose,  in  accordance  with  i lie 
most  approved  principles  of  sanitary  science. 


Physicians  desiring  to  send  their  patients  from  home  for  treatment,  may  feel 
assured  that  everything  possible  will  be  done  here  to  prov  ide  for  their  comfort 
and  safety. 

DR.  R.  B.  MAURY 


(live'  hk  personal  attention  to  the  inmates  of  the  Sanitarium. 

FURTHER  INFORMATION'  01YFN  UY  LETTER  WHEN  UESIKEU. 


— From  the  1887  Transactions  of  the  Mississippi  State  Medical  Association 
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From  Chloroform  to  CT  Scans  — 
Doctors  Recall  Early  Days  of  Practice 


PATSY  SILVER 


The  young  doctor  has  just  begun  his  practice  of 
medicine.  He  has  no  office  and  no  partners.  In  the 
county  where  he  practices,  there  are  no  paved  roads, 
and  few  are  gravel.  The  doctor  sees  his  patients  in 
their  homes  at  all  hours  of  the  day  and  night.  He 
makes  his  calls,  often  as  many  as  20  a day,  in  a 
horse-drawn  buggy  or  wagon.  His  black  bag  is 
equipped  with  few  instruments  and  few  medications 
other  than  quinine,  calomel,  aspirin,  opium,  mor- 
phine, and  laudanum.  His  patients  are  ill  with  such 
diseases  as  typhoid  fever,  diphtheria,  tuberculosis, 
tetanus,  influenza  and  pneumonia,  and  he  does  what 
he  can  to  relieve  their  suffering.  If  surgery  is  re- 
quired, the  patient  is  placed  on  the  kitchen  table, 
instruments  are  sterilized  in  a dishpan  of  boiling 
water,  and  chloroform  is  the  anesthesia.  Often  the 
only  light  source  is  a kerosene  lantern  and  the  only 
heat  source  is  a wood-burning  stove. 


Editorial  Note:  In  preparation  for  this  special 
anniversary  issue.  Journal  MSMA  interviewed 
several  Mississippi  physicians  to  get  their  recollec- 
tions about  the  early  days  of  their  medical  practices. 
What  emerged  from  the  interviews  was  not  only  a 
graphic  picture  of  the  practice  of  medicine  between 
the  1920s  and  1940s,  but  also  an  image  of  the  doc- 
tors themselves  and  their  concerns  about  their  pro- 
fession. 

For  giving  of  their  time  and  sharing  their  experi- 
ences, we  are  grateful  to  the  following  physicians: 
Dr.  G.  T.  Sheffield  of  Gulfport,  who  began  his 
career  in  general  practice  and  psychiatry  in  1917; 
Dr.  Lamar  Bailey  of  Kosciusko,  a general  practi- 
tioner and  surgeon  who  began  practice  in  1925;  Dr. 
Omar  Simmons,  who  has  practiced  general  medicine 
and  surgery  in  Newton  County  since  1927;  Dr.  J.  T. 
Thompson  of  Moss  Point,  who  established  his  prac- 
tice of  surgery  in  1939:  and  Dr.  C.  P.  Crenshaw,  a 
family  physician  who  has  practiced  in  Collins  since 
1946.'' 


To  many  people,  accustomed  to  hearing  of  so- 
phisticated and  commonplace  diagnostic  and  treat- 
ment techniques  such  as  CT  scans,  kidney  dialysis 
and  organ  transplants,  and  having  been  cared  for  by 
numerous  specialists  in  modem  medical  centers,  the 
primitive  scene  described  above  seems  hundreds  of 
years  in  the  distant  past. 

But  Dr.  G.  T.  Sheffield  remembers  those  days. 
When  he  began  his  practice  of  medicine  in  1917,  the 
scene  was  a reality. 

With  just  a few  modifications  (such  as  traveling  in 
an  automobile  and  having  the  miracle  drug  sulfa)  the 
scene  describes  the  early  days  of  practice  for  a num- 
ber of  other  Mississippi  doctors  — and  as  recent  as 
35  or  40  years  ago. 

Even  after  the  automobile  became  the  customary 
mode  of  transportation  for  doctors  in  rural  Mississip- 
pi, the  dirt  roads  were  often  impassable  after  rains. 
Dr.  Bailey  recalls  that  on  many  occasions  it  was 
necessary  to  have  his  car  pulled  out  of  the  mud  by  a 
mule.  Dr.  Crenshaw  kept  containers  of  water  in  his 
car  to  wash  the  mud  off  the  windshield,  since  the 
wipers  did  no  good. 

Dr.  Crenshaw,  like  the  other  doctors,  became 
very  familiar  with  the  roads  in  his  area.  “I  knew 
every  pig  trail  in  Simpson  County,”  he  recalled, 
“and  I learned  which  of  the  mud  holes  the  car  could 
get  through  without  getting  stuck  just  by  getting  a 
running  start  and  sliding  through.” 

Even  after  doctors  established  offices  in  town, 
they  continued  to  see  patients  at  home.  Fees,  accord- 
ing to  Drs.  Bailey  and  Crenshaw,  were  $1.00  or 
$1 .50  for  office  visits,  $2.50  for  house  calls,  $25.00 
for  a tonsillectomy,  and  $25.00  for  home  delivery  of 
a baby.  The  obstetrics  charge,  said  Dr.  Crenshaw, 
included  prenatal  and  postnatal  care  in  addition  to 
delivery.  Some  patients  complained  about  their 
bills,  and  non-payment  of  fees  was  a problem  at 
times,  although  Dr.  Crenshaw  recently  received 
payment  for  a bill  which  had  been  outstanding  for 
more  than  20  years.  Far  from  being  a romanticized 
fable,  it  is  a fact  that  doctors  did  receive  payment 
with  things  other  than  money.  Dr.  Bailey  has  a 
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ledger  which  documents  that  he  and  his  physician 
father  were  paid  with  turkeys,  hams,  and  water- 
melons. 

It  was  not  until  around  the  year  1946,  when  com- 
munities began  to  build  hospitals  with  the  aid  of 
Hill-Burton  funds,  that  the  logistics  of  medical  prac- 
tice in  rural  Mississippi  underwent  a dramatic 
change.  Dr.  Crenshaw  recalled  a time  when  he  had  a 
number  of  patients  who  needed  treatment  with  peni- 
cillin. At  the  time  the  drug  had  to  be  administered 
every  three  hours  around  the  clock.  In  order  to  treat 
all  his  patients,  it  was  necessary  for  the  doctor  and 
his  patients  to  check  into  the  hotel  in  Collins,  where 
he  would  set  his  alarm  clock  and  make  rounds  during 
the  night. 

Descriptions  of  early  days  of  practice  in  rural 
Mississippi  were  echoed  by  Dr.  Sheffield  and  Dr. 
Simmons. 

As  dedicated  as  these  country  doctors  were,  they 
were  not  immune  to  discouragement.  But  when  dis- 
couragement did  appear,  it  was  erased  by  the  re- 
wards, stated  Dr.  Simmons.  He  acknowledged  that 
discouragement  could  be  worse  when  attending  an 
uncooperative  patient  in  difficult  labor  after  an 
already  long  and  tiring  day  of  making  calls  in  the 
middle  of  winter.  But  the  delivery  of  a healthy  baby 
and  the  joy  of  a happy  mother  made  it  all  worth- 
while, he  declared. 


Dr.  C.  P Crenshaw 


Dr.  Omar  Simmons 


Progress  in  Medicine 

Rather  than  dwell  on  the  hardships  and  difficulties 
of  their  early  days  in  practice,  the  doctors  seemed  to 
prefer  to  reflect  on  the  advances  of  medicine  since 
they  began. 

Dr.  Sheffield  recalled  that  when  he  began  the 
practice  of  psychiatry,  mental  patients  were  locked 
up  securely  and  mental  care  facilities  had  an  oppres- 
sive air.  He  remembers  the  introduction  of  the  first 
barbiturates,  which  occurred  around  1922,  when  he 
was  on  staff  at  the  state  insane  asylum  in  Jackson. 
The  hospital  had  a standing  order  for  Luminal® 
($99.00  worth  every  30  days)  and  epileptics  were 
treated  with  the  drug.  It  was  around  1941,  he  re- 
called, that  electro-shock  therapy  was  advocated, 
and  in  the  beginning  it  was  used  to  treat  most 
psychiatric  disorders. 

Dr.  Thompson  pointed  out  that  when  he  was  in 
medical  school  there  were  three  specifics:  digitalis 
for  heart  ailments,  quinine  for  malaria  and  fever,  and 
neoarsphenamine  for  syphilis.  He  took  note  of  the 
remarkable  advances  in  diagnostic  aids,  remember- 
ing that  in  the  beginning  of  his  practice  there  were 
few  diagnostic  techniques  other  than  x-ray,  electro- 
cardiogram, blood  count  and  urinalysis.  The  most 
important  advance  in  treatment,  he  stated,  was  the 
introduction  of  antibiotics.  He  also  recounted  the 
tremendous  strides  in  his  specialty,  surgery. 

Dr.  Bailey,  a general  practitioner  and  surgeon, 
pointed  to  strides  which  he  has  witnessed  in  anesthe- 
sia — from  chloroform  to  the  drop  ether  technique. 
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to  the  modern,  safe,  intravenous  anesthesia  drugs. 
When  he  thinks  of  progress  in  medicine,  he  recalls 
the  prediction  expressed  by  the  physician  who 
addressed  his  graduating  class  at  Tulane  Medical 
School.  That  doctor  told  the  young  physicians  in 
1925  that  as  they  began  their  practices  they  would 
need  a large  medical  bag  and  later,  an  even  larger 
one;  then,  in  a few  years  it  would  become  smaller, 
and  eventually  they  would  be  able  to  put  it  into  their 
vest  pockets.  Dr.  Bailey  notes  that  the  prediction  has 
come  true,  and  likes  to  say  that  he  is  a part  of  the 
“vest  pocket  age”  of  medicine. 

“There  will  be  as  much  advance  in  medicine  in 
the  next  30  years  as  there  has  been  in  the  past  30 
years,”  predicted  Dr.  Simmons.  He  expects  that 
medicine  will  be  as  much  a “new  ball  game”  50 
years  from  now  as  his  experience  through  the  past  50 
years  has  found  it  to  be. 

Time  to  reflect  on  the  early  days  of  practice  and 
the  opportunity  to  recount  medicine’s  progress  since 
those  days  produced  thoughts  and  comments  on 
other  subjects: 

Specialization.  The  great  body  of  knowledge 
seems  to  make  increasing  specialization  necessary, 
agreed  the  doctors,  but  care  must  be  taken  to  avoid 
the  hazards  of  over-specialization.  Several  ex- 
pressed concern  that  too  many  times  the  specialist  is 
not  in  contact  with  the  patient  long  enough  to  get  to 
know  him  and  develop  a personal  relationship.  As 
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urban  areas  become  oversupplied  with  physicians, 
more  specialists  will  go  into  rural  areas,  predicted 
Dr.  Simmons,  and  “they  will  discover  that  there  are 
opportunities  there  for  a rewarding  professional  and 
satisfying  personal  life.” 

Medical  Organization.  Organized  medicine  has 
sought  to  accomplish  many  things  for  doctors  and 
patients  alike,  and  must  continue  those  efforts.  That 
seemed  to  be  the  consensus  of  the  doctors  inter- 
viewed. Throughout  the  span  of  years  represented 
by  these  physicians,  there  were  many  battles  fought 
on  behalf  of  the  profession,  and  some  were  unsuc- 
cessful. The  collective  belief  in  the  importance  of 
medical  organization  might  best  be  illustrated  by  the 
fact  that  four  of  the  five  physicians  have  served  as 
president  of  the  MSMA.  An  experience  related  by 
Dr.  Crenshaw  demonstrates  not  only  his  early  belief 
in  the  importance  of  participating  in  organized  medi- 
cine, but  also  the  growth  of  MSMA.  At  the  begin- 
ning of  his  practice  he  attended  an  annual  session  of 
the  association,  where  he  was  denied  entrance  be- 
cause there  was  no  record  of  his  having  paid  dues.  At 
the  time  there  was  no  headquarters  office,  and  asso- 
ciation records  were  kept  in  a small  box  in  the  office 
of  the  physician  who  served  as  MSMA  secretary- 
treasurer.  Dr.  Crenshaw  sat  on  the  steps  of  the  Buena 
Vista  Hotel  in  Biloxi  for  two  days  until  word  came 
that  his  dues  payment  had  been  found  and  he  was 
permitted  to  attend  the  session. 
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Medical  Education.  Some  of  the  doctors  ex- 
pressed regret  at  not  having  had  the  opportunity  to 
pursue  more  advanced  training  at  the  beginning,  but 
all  agreed  to  the  importance  of  continuing  medical 
education  for  the  practicing  physician.  Dr.  Cren- 
shaw’s extensive  collection  of  tapes  has  been  a par- 
ticularly good  source  of  CME  instruction,  he  said, 
and  one  he  has  little  difficulty  fitting  into  his  busy 
schedule.  Dr.  Thompson  expressed  the  opinion  that 
some  of  the  public  relations  problems  which  beset 
the  profession  might  be  prevented  from  the  begin- 
ning if  some  demonstration  of  an  attitude  of  caring 
and  dedication  were  added  as  criteria  for  medical 
school  entrance. 


Advice  to  Young  Doctors.  More  than  anything 
else,  there  was  expressed  the  hope  that  young  doc- 
tors of  today  and  tomorrow  will  establish  personal, 
caring  relationships  with  their  patients.  The  key  to 
this  effort,  the  doctors  declared,  is  to  take  time  — 
time  to  listen  and  time  to  answer.  It  is  Dr.  Simmons’ 
belief  that  often  many  patients  have  an  emotional 
problem  underlying  their  physical  ailments,  and 
a doctor  can  do  much  toward  healing  those  persons  if 
he  takes  time  to  listen  and  counsel.  Many  times,  he 
says,  the  patient  needs  only  to  have  a question 
answered.  Dr.  Simmons  stated  that  with  all  the  re- 
markable diagnostic  aids  that  are  available,  it  some- 
times becomes  too  easy  to  wait  for  the  test  results. 
“When  we  began,’’  he  recalled,  “we  had  to  rely  on 
our  senses  for  diagnosis.”  He  considers  that  sensi- 
tivity as  another  key  to  establishing  a good  doctor- 
patient  relationship.  As  additional  advice,  several  of 
the  doctors  said  they  would  also  caution  young  doc- 
tors to  not  permit  the  dollar  sign  to  get  between 
themselves  and  service  to  their  patients. 

Image  of  the  Doctor.  All  acknowledged  that  there 
has  been  a decline  in  the  image  of  the  doctor,  and  all 
agreed  that  the  general  public  does  not  seem  to 
respect  the  profession  as  in  the  past.  Lack  of  com- 
munication was  often  cited  as  a reason.  Several 
stressed  the  importance  of  a physician’s  participa- 
tion in  community  activities.  The  years  of  experi- 
ence represented  by  these  five  physicians  includes 
uncounted  hours  of  service  to  their  communities  in 
civic  and  church  activities.  The  honors  that  have 
been  presented  to  these  men  by  their  communities 
expresses  the  esteem  that  their  neighbors  have  felt 
for  them.  Commenting  on  the  “image”  problem, 
one  doctor  said,  “It’s  not  that  doctors  of  today  are 
not  dedicated,  but  that  somehow  the  public  fails  to 
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see  that  they  are.”  Communicating  that  quality  of 
dedication  was  most  important  to  restoring  the  im- 
age, he  felt. 

Some  people  feel  that  the  phrase  “dedicated  doc- 
tor’ ’ is  in  danger  of  becoming  a cliche;  but  conversa- 
tions with  doctors  such  as  these  five  makes  the 
phrase  become  a reality.  Hearing  them  describe  their 
ideals  provides  an  appreciation  of  their  purpose; 
looking  at  their  record  of  service  produces  evidence 
of  their  commitment;  watching  them  at  work  gives 
proof  of  their  dedication. 

The  interview  experience  with  one  doctor  might 
best  demonstrate  that  quality  of  dedication. 
Although  some  of  the  doctors  interviewed  are  now 
retired,  there  is  no  doubt  that  this  experience  would 
have  been  typical  of  them  all. 

It  was  the  doctor’s  afternoon  off  and  the  clinic  was 
closed.  Throughout  our  conversation  he  fully  re- 
sponded to  questions  and  eagerly  shared  his  memo- 
ries. During  the  interview,  the  phone  ran  repeatedly. 
The  staff  had  gone  home,  so  the  doctor  answered  the 
phone  each  time.  With  no  complaints  he  counseled 
patients,  ordered  prescriptions,  and  cheerfully 
answered  insurance  questions.  In  the  middle  of  the 
afternoon,  a worried  young  couple  appeared  with 
their  infant  daughter  and  apologetically  asked  if  the 
doctor  could  check  the  baby  again.  They  appeared 
relieved  and  grateful  when  he  terminated  the  inter- 
view in  order  to  examine  the  child.  At  the  time  the 
interview  ended,  the  topic  under  discussion  was 
“public  relations.”  ★★★ 
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Auxiliary  History  Is  Record  of  Service 

PATSY  SILVER 


The  MSMA  Auxiliary’s  emphasis  on  stress  man- 
agement as  an  educational  project  in  1981  is  part  of  a 
continuing  effort  to  meet  the  goal  adopted  at  the 
organization’s  founding  in  1923. 

During  the  20th  annual  session  of  the  Mississippi 
State  Medical  Association.  22  physicians’  wives 
gathered  in  Vicksburg  for  the  purpose  of  organizing 
a “Woman’s  Auxiliary  to  the  Mississippi  State 
Medical  Association.”  The  three-fold  purpose 
adopted  by  the  group  was  “to  extend  the  aims  of  the 
medical  profession  through  the  wives  of  doctors,  to 
the  various  women’s  organizations,  which  look  to 
advancement  in  health  and  education;  to  assist  in 
entertainment  at  state,  district  and  county  society 
meetings;  to  promote  acquaintanceship  among  doc- 
tor’s families  that  unity  and  harmony  may  be  in- 
creased.” The  major  emphasis  of  the  founders  was 
to  spread  health  information  in  their  communities. 

A glance  through  Torchbearers,  the  history  of  the 
MSMA  Auxiliary's  first  50  years,  reveals  the  extent 
to  which  the  members  have  sought  to  express  that 
emphasis.  And  much  can  be  learned  about  the 
medical  history  of  the  state  as  well,  since  the  health 
concerns  of  society  have  become  the  concerns  of  the 
auxiliary. 

Led  for  three  years  by  the  first  president,  Mrs. 
Dan  J.  Williams  of  Gulfport,  the  women  put  their 
goal  into  action.  First  projects  included  the  distribu- 
tion to  schools  and  libraries  of  a new  popular  health 
magazine  Hygeia  (renamed  Today’ s Health  in  1950) 
and  support  for  the  Child  Health  Camp  in  Biloxi. 


Although  flood  relief  became  a special  focus  in 
1927  due  to  the  devastating  Mississippi  River  flood, 
the  young  auxiliary  also  adopted  other  projects. 
Many  members  donated  time  to  work  for  county 
health  departments.  The  auxiliary  encouraged  birth 
registration;  worked  for  control  of  communicable 
diseases,  especially  rabies  and  tuberculosis;  and 
sought  enforcement  of  state  health  laws.  Special 
educational  projects  promoted  better  prenatal  care. 

Tuberculosis  became  the  priority  project  of  the 
auxiliary  around  1929.  It  was  then  that  the  Preven- 
torium was  established  on  the  grounds  of  the  state 
Sanatorium.  For  many  years  the  auxiliary  endeav- 
ored to  support  the  facility  for  tuberculosis- 
threatened  children.  Their  work  was  successful  even 
to  the  point  of  raising  enough  funds  to  have  the 
Preventorium  reopened  in  1937  after  it  had  been 
closed  by  the  legislature. 

Support  for  the  Preventorium  continued  for  many 
years,  and  during  the  war  years  beginning  in  1941, 
other  projects  were  added  to  the  auxiliary’s  goals: 
civilian  defense,  Red  Cross  work,  first  aid  and  nutri- 
tion classes,  blood  bank  aid  and  donor  recruitment, 
and  for  the  first  time,  cancer  control. 

At  the  end  of  the  war,  auxiliary  reports  indicated 
war  participation  had  been  the  priority  effort,  with 
over  19,110  hours  contributed  to  service  projects  by 
the  members.  The  organization  then  turned  to  dis- 
tributing literature  on  maternal  and  child  health  care 
and  sending  out  information  on  the  use  of  sulfa  drugs 
and  penicillin. 


1925  MSMA  Auxiliary  Convention , Biloxi. 
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Auxiliary  Leaders,  1931 


Polio  campaigns  were  among  the  priorities  in 
1949,  along  with  cancer  and  tuberculosis  projects.  A 
new  interest  in  rural  health  programs  was  begun  at 
this  time.  The  auxiliary  also  initiated  nurse  recruit- 
ment projects,  which  were  to  continue  for  some 
years.  In  the  1950s  emphasis  was  placed  on  in- 
formation about  heart  disease,  education  about  safe- 
ty in  the  home  and  automobile,  and  support  for 
cerebral  palsy  victims.  Added  to  the  existing  proj- 
ects regarding  polio,  cancer  and  tuberculosis,  the 
auxiliary  members  had  expanded  their  health  educa- 
tion efforts  perhaps  even  beyond  the  visions  of  the 
founders. 

Most  of  the  previous  health  education  efforts  con- 
tinued into  the  1960s,  along  with  a new  emphasis 
illustrated  by  the  1960  theme  — “Preserve  and  En- 
hance the  Heritage  of  American  Medicine.’'  It  was 
during  these  years  that  the  auxiliary  members  began 
to  work  actively  for  legislation,  and  to  spend  many 
hours  distributing  messages  regarding  the  dangers  of 
federal  regulation  of  the  health  care  system.  Late  in 
that  decade  the  organization  added  education  about 
measles  prevention  to  its  growing  list  of  projects. 
The  1960s  ended  with  the  nation’s  worst  hurricane, 
Camille,  which  hit  the  Gulf  Coast,  and  the  auxil- 
iary’s chapters  across  the  state  responded  with  relief 
projects. 

“Service  in  the  Seventies”  was  the  auxiliary’s 
theme  in  1970,  a year  which  ushered  in  such  projects 
as  education  about  drug  abuse  and  venereal  disease. 
The  need  for  such  projects  illustrated  something  of 
the  changing  nature  of  society  at  the  time.  A new 


Children  are  pictured  in  one  of  the  classrooms  at  the 
Preventorium,  the  state  facility  for  tuberculosis- 
threatened  children.  Built  in  1929,  the  institution  was  for 
many  years  the  focus  of  MSMA  Auxiliary  support.  The 
Preventorium  was  located  on  the  grounds  of  the  Missis- 
sippi State  Tuberculosis  Sanitorium. 


project  which  appeared  in  the  1970s  also  demon- 
strated something  of  the  remarkable  advances  being 
made  in  medicine,  because  the  members  developed 
projects  to  distribute  information  about  organ  donor 
programs. 
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The  1980s  began  with  the  auxiliary’s  emphasis  on 
fitness,  with  projects  emphasizing  individual  re- 
sponsibility in  nutrition  and  exercise.  This  was  a 
manifestation  of  the  nation’s  growing  concern  with 
preventive  health  care.  And  in  1981,  as  stress  has 
become  a major  concern  of  society,  the  auxiliary  has 
responded  with  stress  management  workshops  and 
the  development  of  community  educational  projects 
on  that  subject. 

As  in  past  years,  when  the  auxiliary's  projects 
reflected  society’s  “state  of  health”  at  certain 
periods  of  time,  it  may  be  assumed  that  auxiliary 
initiatives  in  the  1980s  will  continue  to  identify  soci- 
ety's health  concerns.  Communities  throughout  the 
state  undoubtedly  will  reap  the  benefits  of  auxiliary 
members’  energetic  efforts  to  carry  out  the  purpose 
stated  by  the  organization’s  founders.  ★★★ 

The  logo  of  the  MSMA  Auxiliary  was  designed  in  1939 
by  Mrs.  John  Howell  of  Canton,  yearbook  chairman  at 
that  time.  Her  son,  Dr.  John  Howell,  Jr.,  sketched  the 
design.  The  logo  is  said  to  symbolize  the  phrase,  ‘ ‘We  are 
the  torchbearers  of  the  medical  profession,  ’ ' by  picturing 
a caduceus  converted  into  a torch  which  sheds  light  all 
around  and  is  upheld  by  a woman’s  hand. 


MSMA  AUXILIARY  PRESIDENTS 

Mrs.  Dan  J.  Williams,  Gulfport  

. . 1923-25 

Mrs.  M.  M.  Snelling,  Gulfport  

1954-55 

Mrs.  S.  H.  Hairston,  Meridian  

. . 1925-26 

Mrs.  R.  Carter  O’Ferrall,  Jackson 

1955-56 

Mrs.  Sydney  W.  Johnston,  Vicksburg 

. . 1926-27 

Mrs.  Joseph  B.  Rogers,  Oxford 

1956-57 

Mrs.  W.  H.  Frizell,  Brookhaven 

. . 1927-28 

Mrs.  A.  E.  Brown,  Columbus 

1957-58 

Mrs.  Harvey  Garrison,  Jackson  

. . 1928-29 

Mrs.  Mayo  Flynt,  Meridian  

1958-59 

Mrs.  M.  H.  Bell,  Vicksburg  

. . 1929-30 

Mrs.  James  T.  Thompson,  Moss  Point  . . 

1959-60 

Mrs.  L.  L.  Polk,  Purvis 

. . 1930-31 

Mrs.  Lee  R.  Reid,  Jackson  

1960-61 

Mrs.  Mabel  Mason,  Lumberton 

. . 1931-32 

Mrs.  John  G.  Egger,  Drew  

1961-62 

Mrs.  W.  C.  Pool,  Cary  

. . 1932-33 

Mrs.  A.  T.  Tatum,  Hattiesburg  

1962-63 

Mrs.  F.  L.  Van  Alstine,  Jackson 

. . 1933-34 

Mrs.  M.  S.  Riddell,  Jr.,  Winona 

1963-64 

Mrs.  Henry  Boswell,  Sanitorium 

. . 1934-35 

Mrs.  Thomas  J.  Safley,  Jackson  

1964-65 

Mrs.  Leon  S.  Lippincott,  Vicksburg  . . . 

. . 1935-36 

Mrs.  J.  Hurd  Gaddy,  Long  Beach 

1965-66 

Mrs.  A.  G.  Wilde,  Jackson  

. . 1936-37 

Mrs.  J.  Gordon  Dees,  Jackson 

1966-67 

Mrs.  C.  C.  Hightower,  Hattiesburg  . . . . 

. . 1937-38 

Mrs.  D.  L.  Clippinger,  Hazelhurst  

1967-68 

Mrs.  John  B.  Howell,  Canton  

. . 1938-39 

Mrs.  Paul  B.  Brumby.  Lexington  

1968-69 

Mrs.  Hugh  Johnston,  Vicksurg  

. . 1939-40 

Mrs.  Louis  Charles  Lehmann,  Natchez  . . 

1969-70 

Mrs.  E.  C.  Parker,  Gulfport  

. . 1940-41 

Mrs.  Curtis  Caine,  Jackson  

1970-71 

Mrs.  W.  K.  Stowers,  Natchez 

. . 1941-42 

Mrs.  T.  E.  Ross,  III,  Hattiesburg  

1971-72 

Mrs.  V.  B.  Philpot,  Houston 

. . 1942-43 

Mrs.  Clarence  H.  Webb,  Jr.,  Jackson  . . . 

1972-73 

Mrs.  H.  C.  Ricks,  Jackson  

. . 1943-44 

Mrs.  William  H.  Preston,  Jr.,  Booneville 

1973-74 

Mrs.  L.  J.  Clark,  Vicksburg  

. . 1944-46 

Mrs.  Dan  Reikes,  Hattiesburg  

1974-75 

Mrs.  Stanley  Hill,  Corinth 

. . 1946-47 

Mrs.  J.  Edward  Hill,  Jr.,  Hollandale  . . . . 

1975-76 

Mrs.  S.  B.  Mcllwain,  Pascagoula  

. . 1947-48 

Mrs.  W.  A.  Brown,  Jr.,  Mathiston 

1976-77 

Mrs.  James  K.  Avent,  Grenada 

. . 1948-49 

Mrs.  William  Hilbun,  Jr.,  Meridian  

1977-78 

Mrs.  Augustus  Street,  Vicksburg 

. . 1949-50 

Mrs.  G.  R.  Rowlett,  Jr.,  Vicksburg  

1978-79 

Mrs.  W.  H.  Anderson,  Booneville  . . . . 

. . 1950-51 

Mrs.  Jim  C.  Barnett,  Brookhaven  

1979-80 

Mrs.  George  W.  Owen,  Jackson  

. . 1951-52 

Mrs.  Curtis  Roberts,  Jackson 

1980-81 

Mrs.  Richard  Clark,  Hattiesburg  

. . 1952-53 

Mrs.  John  Estess,  Hollandale 

1981-82 

Mrs.  S.  Lamar  Bailey,  Kosciusko 

. . 1953-54 
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Public  Health  in  Mississippi 

ALTON  B.  COBB,  M.D.  and 
W.  E.  RIECKEN,  JR.,  M.D. 


Mississippi’s  history  for  nearly  two  centuries  is 
dotted  with  landmarks  in  public  health.  In  March 
1799,  just  one  year  after  the  formation  of  the  terri- 
tory, Governor  Winthrop  Sargent  signed  into  law  an 
act  entitled  “A  Law  Concerning  Aliens  and  Conta- 
gious Diseases,”  which  was  designed  “to  prevent 
the  admission  within  the  Territory  of  foreigners  of 
infamous  character  . . . and  to  provide  as  far  as 
possible  against  the  fatal  calamities  of  contagious 
diseases.” 

Although  nothing  was  known  in  those  early  days 
about  the  manner  in  which  germs  were  spread,  and 
nothing  was  known  of  vaccines  against  typhoid  fe- 
ver, diphtheria,  or  any  other  disease  except  small- 
pox, several  good  health  laws  were  passed. 

Historically,  Mississippi’s  public  health  programs 
have  focused  on  prevention.  Today’s  State  Health 
Officer  is  responsible  to  the  Board  of  Health  and  the 
people  of  Mississippi  for  planning  and  carrying  out  a 
comprehensive  public  health  program  which  in- 
cludes prevention  and  control  of  chronic  and  com- 
municable diseases,  maternal  and  child  health  ser- 
vices, family  planning,  environmental  sanitation, 
environmental  engineering,  emergency  medical  ser- 
vices, and  licensure  of  child  care  centers.  The  agen- 
cy also  operates  the  designated  State  Center  for  Pub- 
lic Health  Statistics  and  provides  public  health 
laboratory  services. 

This  comprehensive  public  health  approach  to 
“supervising  the  health  interests  of  people”  of  Mis- 
sissippi developed  not  overnight  but  through  many 
decades  of  trial  and  error.  This  modem  management 
system  for  the  good  health  status  of  the  state’s  people 
evolved  through  the  diligent  efforts  of  physicians, 
legislators,  and  others  who  not  only  followed  but  set 
trends  toward  the  development  of  today’s  Mississip- 
pi State  Board  of  Health. 

Acts  of  the  Territorial  Assembly  in  1803  and  1807 
strengthened  the  1799  laws;  the  acts  prescribed 
quarantine  measures  against  smallpox  with  penalties 
for  willful  disobedience. 


Dr.  Cobb  is  State  Health  Officer  for  Mississippi,  and  Dr.  Rieck- 
en  is  medical  assistant  to  the  State  Health  Officer. 


In  1818,  one  year  after  Mississippi  became  a 
state,  the  legislature  approved  an  act  which  author- 
ized the  City  of  Natchez  to  establish  a board  of  health 
to  provide  “for  the  more  healthy  police  of  the  City  of 
Natchez,  and  to  provide  against  infectious  and  pes- 
tilential diseases.”  In  1822  the  legislature  passed  a 
law  relating  to  the  sale  of  unwholesome  food,  and  in 
1823  the  body  provided  that  the  justices  of  the  coun- 
ty court  should  take  measures  as  would  best  tend  to 
secure  prisoners  from  escape,  sickness,  and  infec- 
tion and  to  have  the  jails  cleaned  from  filth  and 
vermin. 

An  act  passed  in  1846  established  at  Jackson  a 
vaccine  depot  and  state  agency  charged  with  the 
prevention  of  smallpox.  The  governor-appointed 
agent  was  to  procure  and  make  available  a supply  of 
fresh  and  genuine  vaccine,  to  vaccinate  or  re- 
vaccinate all  who  would  apply  to  him  for  that  pur- 
pose and  to  keep  a record  of  all  subjects  vaccinated. 
This  agent  was  to  be  a physician  in  good  report  for 
professional  learning  and  skill  and  was  to  receive 
compensation  in  the  amount  of  four  hundred  dollars 
per  year.  Whether  the  provisions  of  this  law  were 
ever  put  into  effect  is  not  known,  but  the  principles 
outlined  were  much  ahead  of  the  day  and  remarkably 
similar  to  present  plans  for  contracting  for  biological 
products,  having  them  on  hand  for  rapid  distribu- 
tion, having  the  health  officer  or  physician  vacci- 
nate, and  keeping  proper  records. 

In  1857  the  counties  and  towns  were  empowered 
to  adopt  such  measures  as  they  deemed  expedient  to 
“prevent  the  introduction  or  spread  of  yellow  fever, 
smallpox,  and  other  infectious  diseases,  and  to  pre- 
vent communication  with  persons  or  houses  infected 
therewith.”  The  Mississippi  State  Medical  Associa- 
tion, which  had  been  organized  in  1856,  supported 
this  legislation  and  actively  worked  for  the  passage 
of  health  laws  and  the  establishment  of  a state  board 
of  health. 

The  advent  of  the  Civil  War  disrupted  this  prog- 
ress in  public  health,  just  as  it  retarded  all  other 
development  in  Mississippi.  History  does  not  record 
any  new  health  measures  enacted  from  1857  to 
1876,  but  in  March  1876,  the  legislature  passed  a 
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law  which  created  a board  of  health  for  Hancock, 
Harrison,  and  Jackson  counties.  This  board  con- 
sisted of  five  physicians  who  were  to  select  a physi- 
cian to  serve  as  quarantine  physician  and  health 
officer  in  all  ports  of  the  state  and  in  the  three  coast 
counties.  The  board  was  empowered  to  prescribe 
rules  and  regulations  for  the  government  and  en- 
forcement of  quarantine  and  other  sanitary  measures 
which  they  deemed  necessary  and  expedient. 

The  creation  of  the  State  Board  of  Health  — 
essentially  the  product  of  the  Mississippi  State 
Medical  Association  — discloses  the  vision  of  the 
men  who  laid  the  foundation  for  the  present  struc- 
ture. The  Transactions  of  the  Mississippi  State 
Medical  Association  record  statements  in  1874  of 
the  president.  Dr.  J.  M.  Taylor  of  Corinth,  and  in 
1875  of  his  successor,  Dr.  P.  F.  Whitehead  of 
Vicksburg,  who  recommended  the  establishment  of 
a state  board  of  health.  An  MSMA-appointed  com- 
mittee worked  through  the  year  1876  toward  ap- 
plying to  the  legislature  for  the  passage  of  an  act  to 
establish  a state  board  of  health;  they  presented  a bill 
to  the  law-making  body  in  its  1877  session. 

On  February  1 , 1 877 , the  legislature  passed  an  act 


to  create  the  Mississippi  State  Board  of  Health.  The 
MSMA  executive  committee  chairman.  Dr.  J.  M. 
Taylor,  reported  to  the  association  that  the  bill  which 
the  association  had  proposed  “had  been  completely 
emasculated  and  radically  altered  before  passage  and 
the  law  as  enacted  was  worthless  to  the  State  and 
illiberal  to  the  profession.” 

The  association  continued  to  work  for  proper  leg- 
islation. Amendments  were  made  in  1 878,  and  final- 
ly, in  March  1880,  all  21  sections  were  repealed  and 
24  sections  passed  in  their  place.  This  legislation 
was  satisfactory  to  the  association;  no  further 
amendments  were  made  to  the  State  Board  of  Health 
law  for  many  years. 

Fifteen  physician  members  composed  the  first 
State  Board  of  Health.  The  association  nominated  to 
the  governor  two  members  from  each  of  the  six 
congressional  districts,  and  the  governor  appointed 
three  members  from  the  state  at  large.  The  board  at 
its  first  meeting  on  April  7,  1877,  elected  Dr.  Robert 
Kells,  president  and  Dr.  Wirt  Johnston,  secretary. 
Members  of  the  board  were  appointed  reporters  on 
special  subjects,  and  those  reports  were  submitted 
during  the  next  two  years.  At  the  December  1878, 
meeting,  plans  were  made  to  institute  the  registra- 
tion of  vital  statistics  and  inaugurate  measures  for 
the  control  of  yellow  fever. 


Typhoid  and  diphtheria  immunizations  are  administered  at  a plantation  clinic  in  the  early  1930s. 
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With  the  passage  of  the  1880  revised  law  for  the 
State  Board  of  Health,  county  health  officers  were 
nominated  for  58  of  the  state’s  82  counties.  This 
action  provided  a mechanism  for  the  implementation 
of  the  programs  established  by  the  board. 

A law  regulating  the  practice  of  medicine,  with 
administration  in  the  hands  of  the  State  Board  of 
Health,  was  passed  in  1882.  The  era  of  a statewide 
public  health  system  had  begun. 

In  1888  the  legislature  authorized  the  State  Board 
of  Health  to  provide  free  vaccine  for  smallpox  to 
regular  practicing  physicians  in  the  state.  This  vac- 
cine was  to  be  distributed  during  the  year  and  every 
three  years  afterwards.  Compulsory  vaccination  of 
persons  within  five  miles  of  a smallpox  case  was 
legislated  in  1896.  As  a result  of  the  yellow  fever 
epidemic  of  1898,  the  legislature  strengthened  the 
powers  of  the  State  Board  of  Health  in  the  matters  of 
quarantine  against  yellow  fever  and  other  contagious 
and  epidemic  diseases  and  established  the  duty  of 
every  practicing  physician  to  report  such  diseases. 

The  year  1910  ushered  in  the  modem  era  of  public 
health  in  Mississippi.  Dr.  W.  S.  Leathers  was 
appointed  State  Director  of  Public  Health;  the  State 
Hygienic  Laboratory  was  established;  seven  physi- 
cians were  appointed  to  serve  as  full-time  field  direc- 
tors; and  the  Rockefeller  Commission  provided 
funds  to  mount  a statewide  campaign  against  hook- 
worm infestation.  In  1912  the  office  of  State  Sani- 
tary Inspector  was  created,  and  the  Bureau  of  Vital 
Statistics  was  established.  In  1913,  the  Board  of 
Health  authorized  an  annual  meeting  of  county 
health  officers,  and  the  State  Public  Health  Associa- 
tion was  organized;  24  years  later,  in  1937,  the 
membership  was  expanded  to  include  all  public 
health  workers,  and  the  organization  became  the 
Mississippi  Public  Health  Association. 

The  legislature  in  its  1917  session  changed  the 
title  of  State  Director  of  Public  Health  to  Executive 
Officer  of  the  State  Board  of  Health  and  State  Health 
Officer.  Dr.  Leathers  continued  in  the  post  until 
1924,  when  he  resigned  to  become  professor  of 
preventive  medicine  at  Vanderbilt  University. 

On  the  board’s  appointment,  Dr.  Felix  J.  Under- 
wood became  in  1925  the  first  full-time  Executive 
Officer  and  State  Health  Officer  for  Mississippi. 
Under  his  leadership,  public  health  continued  to 
advance,  and  Mississippi  soon  became  known 
nationally  and  internationally  for  its  achievements  in 
the  field. 

In  1915,  Dr.  Leathers  had  proposed  the  establish- 
ment of  full-time  county  health  departments  with 
funding  assistance  for  the  first  year’s  operation  to 
come  from  the  Rockefeller  Foundation. 


Harrison  County  in  1917  employed  a full-time 
health  officer  and  established  a county  health  depart- 
ment. The  results  accomplished  were  effective,  and 
that  county  has  maintained  a health  department  on  a 
full-time  basis  since  that  date.  It  is  the  oldest  existing 
full-time  department  in  the  state. 

The  real  impetus  for  the  establishment  of  county 
health  departments  came  in  1920,  when  the  legisla- 
ture authorized  each  county  or  group  of  counties  to 
create  a department  of  health.  During  the  formative 
stage,  the  State  Board  of  Health  from  its  central 
location  in  Jackson  urged  vigorous  statewide  cam- 
paigns against  specific  diseases;  the  board  realized 
that  to  effectively  combat  diseases  in  a community,  a 
local  agency  would  have  to  perform  the  task.  The 
full-time  county  health  department  was  the  agency 
of  choice. 

With  assistance  from  the  Rockefeller  Foundation 
and  the  Commonwealth  Fund,  the  development  of 
county  health  departments  proceeded  throughout  the 
1920’s  and  1930’s.  By  1941,  county  health  depart- 
ments had  been  established  in  63  counties  of  the 
state.  World  War  II  interrupted  this  development, 
but  by  1953  every  county  had  established  a full-time 
health  department  (see  map). 


DECEMBER  1981 


321 


Above,  Dr.  Felix  Underwood  accepts  an  incubator  for  the  Mississippi  State  Board  of  Health  in  1949. 

Below,  in  1949  Dr.  C.  D.  Taylor  of  Pass  Christian  and  a nurse  check  premature  quadruplets  who  were  placed  in 
Gordon  Armstrong  X-4  incubators  on  loan  to  the  hospital  from  the  Harrison  County  Health  Department. 
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A group  of  public  health  nurses  preview  child  health  eduction  materials  during  the  late  1940s. 


Mississippi’s  public  health  thrust  has  been  toward 
prevention.  Early  emphasis  was  placed  on  the 
dreaded  epidemics  of  smallpox  and  yellow  fever; 
later,  hookworm,  typhoid  fever,  and  syphilis  were 
the  major  targets.  Vaccines  that  became  available 
for  various  diseases  have  been  employed  to  reduce 
preventable  diseases  to  a minimum,  and  the  passage 
of  the  School  Immunization  Law  in  1978  has  given 
the  state  a 98.1  percent  immunization  compliance 
rate  for  children  in  kindergarten  through  grade  12. 

During  the  1930’s,  programs  were  developed  to 
assist  in  the  prevention  of  morbidity  and  mortality  of 
pregnancy,  child  bearing,  and  infancy.  These  pro- 
grams have  been  continued  and  have  expanded  with 
increasing  knowledge  and  new  techniques.  Major 
efforts  have  been  aimed  at  a sanitary  environment, 
public  water  supplies,  sewerage  disposal,  safe  milk 
and  food,  and  vector  control. 

In  the  past  decades,  emphasis  has  shifted  from 
infectious  diseases  alone  to  include  control  of  chron- 


ic diseases  and  a concern  for  the  quality  of  life  for  all 
citizens.  The  shift  from  an  agrarian  to  an  urban, 
industrial  society  has  produced  new  and  complex 
problems  in  the  health  and  environmental  fields. 

The  State  Board  of  Health  concentrates  efforts  on 
such  aspects  of  preventive  health  care  as  immuniza- 
tions, family  planning,  hypertension  control,  sex- 
ually transmitted  disease  control,  tuberculosis  con- 
trol, fluoridation,  and  services  to  high  risk  mothers 
and  babies.  State  leadership  has  responded  positive- 
ly to  offset  and  control  potential  environmental 
health  hazards.  Particularly  emphasis  has  been  re- 
quired in  the  past  decade  in  the  critical  areas  of 
hazardous  waste  management  and  the  protection  of 
the  public  from  harmful  effects  of  ionizing  radiation . 

Legislative  action  in  the  1980  session  marked  the 
first  major  reorganization  of  the  State  Board  of 
Health  in  more  than  50  years.  The  same  legislation 
that  reorganized  the  Board  of  Health  created  a sepa- 
rate State  Board  of  Medical  Licensure. 
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Public  health  nurses  teach  granny  midwives  in  the  1930s. 


As  reorganized,  the  Board  of  Health  includes  13 
members,  two  from  each  congressional  district  and 
three  from  the  state  at  large.  The  members  are 
appointed  by  the  governor  with  the  advice  and  con- 
sent of  the  senate  and  serve  staggered  six-year  terms. 
The  newly  reorganized  State  Board  of  Health  re- 
elected Dr.  Alton  B . Cobb  to  a six-year  term  as  State 
Health  Officer. 

The  State  Health  Officer  directs  agency  activities 
through  four  central  office  bureaus  and  six  special 
offices,  nine  district  offices,  and  81  county  health 
departments.  Of  the  agency’s  1,800  employees,  36 
are  physicians,  and  four  are  dentists.  Local  health 
departments  rely  heavily  on  local  private  physicians 
to  provide  medical  services  in  the  various  clinics. 
This  close  relationship  between  public  health  and 
local  private  physicians  has  meant  better  and  more 
effective  medical  care  for  the  needy  citizens  of  the 
state. 

The  real  challenge  of  public  health  is  in  a con- 
tinued commitment  to  improved  health  status  for  all 


Mississippi  people.  We  must  continue  this  public/ 
private  cooperation  and  turn  a torrent  of  words  on 
prevention  into  a commitment  of  public  dollars  to 
the  kinds  of  cost-effective  preventive  and  health 
promotional  programs  we  have  the  knowledge  base 
to  implement  during  the  1980's.  We  must  turn  our 
policy  makers  at  both  the  federal  and  state  levels 
around  to  address  the  prevention  of  dental  disease 
instead  of  hiring  with  public  funds  more  dentists  to 
fill  teeth  which  should  not  have  been  cavity-filled. 
We  must  turn  our  prime  enthusiasm  away  from 
chronic  renal  dialysis  long  enough  to  realize  that 
adequate  treatment  of  our  young  hypertensives 
would  be  a great  deal  more  cost  and  health-effective. 
We  must  gain  public  understanding  and  support  for 
community-wide  coordinated  efforts  to  control  our 
rising  tide  of  sexually  transmitted  diseases.  We  must 
assure  a responsible  public  leadership  serving  an 
informed  public.  We  must  learn  to  put  issues  in 
proper  perspective  to  make  the  best  decisions  for  us 
all.  *** 


P.O.  Box  1700  (39205) 


324 


JOURNAL  MSMA 


Medical  Education  in  Mississippi 


JANIS  QUINN 

The  opening  of  the  University  of  Mississippi 
Medical  Center  in  1955  was  the  culmination  of 
hopes  half  a century  old. 

Medical  educators  on  the  Oxford  campus  were  the 
first  to  realize  that  the  two-year  medical  program 
was  insufficient  to  meet  Mississippi  medical  man- 
power needs. 

“The  program  was  undeniably  excellent  in  the 
quality  of  its  instruction,”  according  to  UMC  vice 
chancellor  and  School  of  Medicine  dean  Dr.  Nor- 
man C.  Nelson.  “The  two-year  school  amassed  an 
outstanding  track  record  in  the  numbers  of  its  stu- 
dents who  were  accepted  as  juniors  into  some  of  the 
country’s  finest  medical  schools.” 

Yet  many  of  the  students  who  left  the  state  to 
finish  their  education  never  returned  to  practice.  A 
survey  in  1946  revealed  the  painfully  obvious  drain 
on  one  of  the  state’s  most  valuable  resources  and  a 
dire  shortage  of  hospital  beds  as  well. 

The  delay  in  obtaining  a four-year  school  with  a 
teaching  hospital  wasn’t  the  result  of  any  lack  of 
foresight.  As  early  as  1905,  just  two  years  after  the 
first  students  enrolled  in  the  Ole  Miss  medical  prog- 
ram, faculty  member  Dr.  Peter  B.  Rowland  voiced 
the  dream  of  a hospital  training  site  to  complete  the 
basic  sciences  curriculum  at  Ole  Miss. 

“It  is  my  deliberate  judgment,”  he  said,  “that  the 
legislature  should  construct  a . . . hospital  in  . . . 
Jackson  to  be  owned  by  the  state,  operated  and 
controlled  by  the  University  of  Mississippi,  for  clin- 
ical instruction,  thus  giving  us  a full  four-year 
medical  college  in  this  state.” 

The  school  did  have  a site  for  clinical  instruction 
in  its  grasp  briefly  in  1909  when  officials  offered  the 
State  Charity  Hospital  in  Vicksburg  to  the  Universi- 
ty as  a clinical  affiliation. 

Chancellor  Andrew  Kincannon  jumped  at  the 
opportunity.  He  gathered  five  professors  and  nine 
assistants  for  the  Vicksburg  experiment  to  teach  five 
juniors  and  three  seniors  for  the  academic  year  1909- 
1910.  But  lack  of  money  and  equipment  cut  the 
attempt  short,  and  after  a year,  the  idea  was  aban- 
doned. 


From  the  Department  of  Public  Relations  and  Information  Ser- 
vices, University  Medical  Center,  Jackson,  MS. 


In  the  late  1940’s,  the  Mississippi  State  Medical 
Association,  Governor  Thomas  Bailey,  and  in- 
terested legislators  and  educators  began  seeking  sup- 
port for  a four-year  medical  school.  They  had  little 
luck  then,  but  they  set  the  stage  for  the  1950  legisla- 
tive session  during  which  Rep.  Zelma  Price  of 
Greenville  was  wheeled  onto  the  floor  of  the  House 
of  Representatives  on  a stretcher  to  cast  a yea  vote 
for  the  establishment  of  the  Medical  Center.  She  was 
joined  in  enough  affirmative  votes  from  both  houses 
to  pass  the  legislation  authorizing  the  expansion  of 
the  medical  school  and  the  building  of  the  teaching 
hospital  in  Jackson. 

Appropriated  funds  amounted  to  $4  million  at 
first,  a half-million  later.  To  that  sum  was  added  $3 
million  in  Hill-Burton  money  and  $1,500,000  from 
Hinds  County. 

The  first  director  of  the  Medical  Center  and  the 
first  dean  of  the  four-year  school,  the  late  Dr.  David 
S.  Pankratz,  often  said,  “Getting  the  legislature  to 
vote  for  the  school  was  a struggle,  but  I don’t  know 
of  any  medical  school  in  the  country  that  came 
easy.” 

The  main  concern  of  the  legislators  then  was 
money.  Could  the  state  afford  the  large  yearly  ex- 
penditure it  would  take  to  operate  the  Medical  Cen- 
ter? Supporters  of  the  four-year  school  asked  a dif- 
ferent question:  Could  Mississippi  afford  not  to  have 
its  own  medical  school? 

When  bricks  and  mortar  were  formed  into  the 
seven-story,  three-wing,  T-shaped  building  on  the 
site  of  the  old  state  insane  asylum  and  when  the  core 
faculty  had  been  assembled  from  around  the  coun- 
try, it  was  the  beginning  of  an  adventure  long  hoped 
for  by  many  people.  But  if  any  one  person  could  be 
credited  with  the  institution’s  existence,  it  is  Dr. 
Pankratz,  who  had  become  dean  of  the  two-year 
school  in  1946.  Dr.  Thomas  J.  Brooks,  Jr.,  one  of 
the  original  chairmen  who  retired  this  year  from  the 
Department  of  Preventive  Medicine,  recalls  that  Dr. 
Pankratz  “wore  out  two  Desotos”  traveling  the 
state,  drumming  up  support  for  the  proposed  Medi- 
cal Center. 

Ole  Miss  chancellor  emeritus  John  D.  Williams 
said  Dr.  Pankratz’s  flair  for  identifying  and  bringing 
in  aggressive  promising  young  people  was  the  key  in 
the  Medical  Center’s  rapid  growth.  During  the  six- 


DECEMBER  1981 


325 


year  tenure  of  the  first  dean,  the  medical  school 
earned  accreditation,  funds  were  secured  for  a re- 
search wing,  and  four  classes  of  MDs  — the  first 
ever  trained  entirely  at  home  — were  graduated. 

It  took  $4,500,000  to  run  the  place  the  first  year 
of  operation.  Today’s  budget  is  more  than 
$114,000,000.  There  were  166  students  in  1955, 
including  135  medical  students,  two  graduate  stu- 
dents, 14  interns,  12  residents  and  three  who  audited 
classes.  This  fall,  total  enrollment  is  1680,  with  600 
in  the  School  of  Medicine.  The  creation  of  the  four- 
year  school  and  teaching  hospital  provided  the  nu- 
cleus for  a major  health  sciences  center  which  now 
includes  the  Schools  of  Nursing,  Health  Related 
Professions,  Dentistry;  graduate  programs  in  the 
basic  sciences;  postgraduate  training  for  residents 


SCHOOL  OF  MEDICINE  FOUR  YEAR  GRADUATES 


Some  two-thirds  of  the  School  of  Medicine  graduates 
who  have  finished  all  training  and  are  in  practice  are  in 
Mississippi  - in  108  communities  and  cities  in  69  of  the  82 
counties. 


and  fellows;  and  certificate  programs  for  a variety  of 
allied  health  professionals. 

Clinical  instruction  site  for  all  students  is  Uni- 
versity Hospital.  In  its  26-year  history,  the  hospital 
has  served  2.6  million  patients,  a figure  which 
approximates  the  total  population  of  the  entire  state. 

Square  feet  under  roof  in  1955  totaled  473,379. 
Now  the  Medical  Center  covers  1,501,072  square 
feet,  or  34 ’/2  acres. 

Every  year,  the  institution  becomes  increasingly 
complex;  the  pace  on  the  155-acre  campus  is  always 
a little  quicker  than  it  was  the  year  before;  numbers 
keep  spiralling  upwards. 

But  the  Texas-like  statistics  — 4,000,000  pounds 
of  linen  washed  and  45  tons  of  breakfast  eggs  cooked 
in  a year’s  time  — are  really  only  footnotes  in  the 
history  of  an  institution  fulfilling  its  original  charter: 
to  train  health  professionals  for  Mississippi,  to  tend 
the  sick,  and  to  foster  research. 

The  Medical  Center  has  graduated  2110  physi- 
cians since  1955.  Programs  to  encourage  their 
permanent  location  in  Mississippi  and  the  proven 
phenomenon  that  physicians  generally  practice 
where  they  train  has  combined  to  produce  a substan- 
tial increase  in  the  state’s  physician  population.  Be- 
fore the  Medical  Center  opened,  1449  physicians 
practiced  in  state;  42  percent  of  that  number  were 
over  60.  In  1981 , according  to  MSMA  figures,  there 
are  2527  MDs  practicing  here. 

“Of  the  physicians  who  have  earned  degrees  here 
and  who  have  completed  all  training,  two  thirds  are 
practicing  in  the  state,”  said  Dr.  Nelson.  “We’re 
enormously  proud  of  that  retention  rate.  It  easily 
betters  the  national  average  for  state  supported 
medical  schools.” 

The  school’s  graduates  practice  in  108  of  the 
state’s  communities  and  in  69  of  its  82  counties. 
They  represent  all  of  medicine’s  specialties  and  a 
good  number  are  family  physicians.  Some  are  fami- 
ly medicine  preceptors  who  teach  students  in  their 
practices  under  the  auspices  of  the  Department  of 
Family  Medicine. 

Dr.  James  D.  Hardy,  chairman  of  the  Department 
of  Surgery,  since  1955  recalls  that  there  were  only  a 
few  board  certified  surgeons  in  any  specialty  in  the 
state  when  he  came  here  from  Tennessee  26  years 
ago.  “Now  you  can’t  find  a town  of  any  size  at  all 
that  doesn’t  have  at  least  one  well  qualified  surgeon 
and  usually  more.  The  impact  of  this  institution  on 
the  state  has  been  tremendous.” 

Dr.  Hardy  is  one  of  the  original  department  heads 
still  in  the  chair.  Others  are  Dr.  Arthur  C.  Guyton, 
physiology  and  biophysics.  Dr.  Blair  E.  Batson, 
pediatrics,  and  Dr.  Warren  N.  Bell,  clinical  labora- 
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Dr.  David  Pankratz  with  registrar  Lallah  White  at  the  Medical  Center’ s first  registration  in  1955 . 


tory  sciences.  Dr.  Brooks  retired  in  July  1981  and 
Dr.  Robert  D.  Sloan,  radiology  chairman  in  1955, 
stepped  down  as  department  head  last  year  but  still 
teaches  in  the  department. 

They  and  seven  others,  including  Dr.  Pankratz 
and  Dr.  Williams,  received  special  recognition  for 
their  exemplary  leadership  during  the  institution’s 
25th  anniversary  year  in  1980.  Others  honored  were 
Judge  J.  P.  Coleman,  chief  justice  of  the  fifth  circuit 
district  of  the  United  States  Court  of  Appeals,  Eliz- 
abeth Graves,  professor  emeritus  of  nursing,  Dr. 
Charles  Randall,  microbiology  department  chair- 
man from  1957-1978,  Dr.  Louis  Sulya,  first  bio- 
chemistry department  chairman  until  his  retirement 
in  1977,  and  Dr.  David  Wilson,  first  director  of 
University  Hospital. 

Dr.  Nelson,  the  fifth  man  at  the  Center’s  helm 
since  1955,  has  guided  the  institution  since  1973, 
perhaps  the  period  of  most  burgeoning  growth.  In 
that  time,  the  Center  has  added  the  clinical  sciences 
wing,  the  dental  school  and  classroom  addition,  the 
library/leaming  resources  center,  and  the  acute  ser- 
vices wing,  scheduled  to  open  in  April,  1982. 


Leadership  has  come  from  other  arenas,  too.  In 
1956,  Judge  Coleman,  then  governor,  appointed  Dr. 
Vemer  S.  Holmes,  a McComb  otolaryngologist,  to 
the  Board  of  Trustees,  Institutions  of  Higher  Learn- 
ing. Other  board  members  had  requested  a new 
appointee  to  help  them  interpret  the  needs  of  the  new 
Medical  Center.  Dr.  Holmes  served  24  years  — two 
terms  — on  the  board,  the  longest  tenure  in  the 
board’s  history. 

Dr.  Holmes  recalls  what  his  first  meeting  on  the 
board  was  like.  “I  had  made  up  my  mind,  I was  just 
going  to  listen  and  keep  quiet,  not  say  a word, 
because  I figured  I needed  to  learn  some  things.” 

But  another  board  member  suggested  that  the  new 
four-year  medical  school  accept  students  with  low 
grades  because  it  was  his  opinion  that  they  would  be 
the  ones  most  likely  to  practice  in  Mississippi’s 
small  towns. 

‘‘Well,  I just  hit  the  ceiling  when  he  said  that,” 
Dr.  Holmes  recalls.  ‘ ‘I  said,  ‘Don’t  you  think  people 
in  little  towns  deserve  good  doctors  just  as  much  as 
the  folks  in  the  big  cities?’  It  just  didn’t  make  sense, 
and  I just  couldn’t  sit  still  and  say  nothing.” 
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Above,  the  vacant  site  of  the  proposed  four-year  medical  school  where  the  state  insane  asylum  once  stood.  Building  in 
the  lower  right  is  Bailey  Junior  High  school  at  North  State  Street  and  Riverside  Drive.  St.  Dominic  Hospital  is  at  upper 
right. 

Below,  today’ s Medical  Center  - with  34Vi  acres  under  roof. 
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Dr.  Norman  Nelson  on  the  construction  site  of  the  acute  services  wing  with  construction  supervisor  Dave  Davis. 


Those  first  comments  by  Dr.  Holmes,  setting  the 
tone  for  his  long  tenure,  fell  on  appreciative  ears  at 
the  Medical  Center.  The  remarks  were  a true  barom- 
eter of  his  feelings  about  excellence  in  medical 
education,  and  a succession  of  Medical  Center  ad- 
ministrators came  to  rely  on  the  man’s  unfailing 
commitment  to  high  standards. 

The  tradition  of  high  standards  also  has  put  the 
Medical  Center  at  the  forefront  of  scientific  inves- 
tigation. Research  into  the  transplantation  of  organs 
began  almost  as  soon  as  the  first  labs  were  outfitted 
in  1955,  culminating  in  the  world’s  first  heart  and 
lung  transplant  in  man.  Likewise,  the  physiologists 
at  the  Medical  Center  were  studying  body  function 
by  mathematical  analyses  as  early  as  1955  and  sim- 
ply waited  for  the  computer  technology  to  multiply 
and  store  their  computations.  Today,  with  a growing 
interest  in  the  computer  simulation  of  body  function, 
the  institution  is  looked  to  as  a world  leader  in  the 
field.  It  was  a Medical  Center  physician  who  was  the 
steering  committee  chairman  for  the  landmark 
Hypertension  Detection  and  Follow-up  Program  by 
the  National  Institutes  of  Health,  the  study  which 
once  and  for  all,  proved  the  efficacy  of  treating  mild 
hypertension. 

The  institution’s  research  effort  is  suppoorted  by 


more  than  $13  million  in  grants  and  contracts.  Proj- 
ects cover  a broad  range:  the  effects  of  hard  water 
minerals  on  hypertension  and  atherosclerosis,  how 
the  body  reacts  to  mirex,  determining  how  genes  in 
identical  cells  code  for  completely  different  func- 
tions, the  implantation  of  artificial  tracheas,  the 
effects  of  television  violence  on  children’s  behavior, 
and  a continuing  look  at  the  herpes  virus  group  and 
its  link  to  cancer. 

“Our  primary  reason  for  existence  is  the  educa- 
tion of  health  professionals,”  Dr.  Nelson  said.  “But 
no  institution  of  this  kind  can  excell  at  teaching 
unless  it  also  conducts  a vigorous  research  program 
and  demonstrates  excellence  in  patient  care.  The 
three  activities  have  a symbiotic  relationship,  and 
the  failure  of  one  inevitably  leaves  one  or  the  other 
bereft. 

“Those  three  components  are  the  focal  points  of 
our  mission  in  state  higher  education  today  just  as 
they  were  in  1955.  A dynamic  institution,  such  as 
this  Medical  Center  has  proven  to  be,  is  subject  to 
change  and  growth  — change  in  people,  growth  in 
numbers.  But  as  surely  as  things  change,  the  base 
upon  which  we  stand  remains  the  same:  our  commit- 
ment to  respond  to  the  health  needs  of  Mississippi . ’ ’ 
2500  North  State  Street  (39216)  ★★★ 
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The  President  Speaking 

Happy  Birthday  MSMA 


R.  FASER  TRIPLETT 
Jackson,  Mississippi 


This  issue  of  Journal  MSMA  recognizes  the  125th  birthday  of 
the  association  and  appropriately  recalls  some  of  its  long  history  of 
service  to  our  profession  and  the  public  we  serve. 

It  all  began  on  December  15,1 856  when  a few  physicians  met  in 
Jackson,  adopted  a constitution  and  by-laws,  elected  a president, 
and  appointed  delegates  to  the  American  Medical  Association. 

They  were  a dedicated  and  public  spirited  group.  Their  ensuing 
efforts  to  improve  the  profession,  community,  state  and  nation  in 
the  midst  of  civil  war,  pestilence  and  general  public  ignorance 
about  good  health  made  them  giants  among  men.  Some  of  their 
earliest  accomplishments  were  the  establishment  of  a State  Board 
of  Health  in  1877  and  enactment  of  a medical  practice  act  in  1882. 
In  1903  they  joined  with  their  professional  colleagues  throughout 
the  country  to  organize  a federation  of  state  and  county  medical 
societies  we  know  as  the  American  Medical  Association  today. 

They  met  with  opposition  more  often  than  not,  but  it  did  not 
deter  them.  Their  initial  recommendations  for  the  State  Board  of 
Health  were  “completely  emasculated”  by  the  legislature.  Their 
proposal  for  a more  stringent  medical  practice  act  was  opposed  by 
many  of  their  colleagues  and  ‘ ‘allowed  to  sleep’  ’ for  a few  years  in 
the  Senate  Committee  on  Judiciary.  It  took  several  years  to  orga- 
nize county  medical  societies  in  accordance  with  the  plan  of  the 
AM  A approved  at  their  1903  meeting. 

Their  practice  of  medicine  relative  to  now  was  much  more 
“art”  than  science.  They  were  victims  of  many  of  the  dread 
diseases  they  attempted  to  treat.  For  example,  a report  in  the 
Transactions  of  a meeting  of  the  association  in  1879  indicates  that 
20  percent  of  the  membership  died  of  yellow  fever  during  1878. 

Much  has  transpired  since  that  first  meeting  of  the  association 
on  December  15,  1856.  But  the  goals  of  the  profession  to  advance 
the  art  and  science  of  medicine  and  to  improve  the  public’s  health 
through  this  association  have  remained  constant.  ★★★ 
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Guest  Editorial 

Old  Volumes  Provide  Links 
With  Medicine  of  Today 

When  asked  to  review  the  transactions  of  MSMA 
for  the  years  1885-86,  1892-93  and  1901  to  obtain  a 
picture  of  medicine  as  practiced  in  that  era,  I was 
fully  prepared  to  wade  through  the  musty-smelling, 
yellowed  pages  to  glean  an  item  or  two  that  might 
have  passing  interest  to  the  profession  of  today  — a 
chore  I rather  dreaded.  To  my  intense  surprise  I 
found  myself  scanning  the  carefully  edited  pages 
with  a mounting  interest.  Suddenly  I realized  why  I 
was  probably  picked  for  this  job  — my  age!  My 
parents  were  married  in  1901  and  I came  along 
eighteen  years  later.  So  instead  of  trudging  through 
long-past  material  with  no  connecting  links  with  the 
medicine  of  today  I came  upon  a steady  stream  of 
them  that  have  touched  my  life  and  the  lives  of  my 
peers  — the  advertisements,  the  names,  the  articles 
and  even  the  editorials. 

Sharp  and  Dohme  plugged  their  saccharated  pep- 
sin prepared  from  the  stomach  of  the  hog  and  free 
from  unpleasant  odor  and  taste  in  1885.  I have 
dusted  and  wiped  many  a dispensing  bottle  of  this 
and  other  similar  preparations  behind  the  prescrip- 
tion glass  of  my  father’s  drug  store,  even  remember- 
ing the  medicine-smell!  Wonder  what  the  FDA 
would  have  done  with  this  one. 

In  the  ad  of  the  Medical  Department  of  the  Tulane 
University  of  Louisiana,  I find  the  matriculation  fee 
is  $5.00,  but  the  tickets  to  the  professor’s  lectures 
were  $140  and  the  “Demonstrator”  of  Anatomy 
was  Rudolph  Matas,  M.D.,  who  was  still  active 
when  I entered  medical  school.  The  Jefferson 
announcement  boasted  such  names  as  DaCosta  and 
Pancoast.  Bellevue  Hospital  Medical  College  listed 
Austin  Flint  and  Janeway. 


I was  amazed  to  find  that  Dr.  P.  W.  Rowland  of 
Coffeeville  in  1885  was  Dr.  Peter  Whitman  Row- 
land, or  “Bunny  Rabbit,”  who  taught  pharmacolo- 
gy at  Ole  Miss  when  I was  a freshman.  I didn’t  call 
him  by  his  nickname.  I only  heard  the  medical  stu- 
dents call  him  that  — like  Charles  Neill  and  Ralph 
Sneed! 

J.  A.  Crisler  practiced  in  Flora  in  1892,  then  in 
Yazoo  City  in  1901 . Now  I wonder  if  he  went  on  to 
Memphis  with  Dr.  J.  B.  McElroy  (“Big  Jim”),  who 
taught  me  in  his  last  year  at  UT  (’36)  and  Dr.  Eugene 
Johnson  who  was  still  operating!  They  were  both  in 
Yazoo  City  at  one  time,  because  Dr.  Johnson  came 
from  Yazoo  City  to  Goodman  (where  I grew  up)  in  a 
buggy  and  operated  on  my  uncle,  a young  doctor  in 
his  first  year  of  practice  at  Thomastown  who  had  a 
perforated  typhoid  ulcer.  As  our  cerebral  perfusion 
diminishes  our  nostalgic  urges  increase! 

At  the  meeting  in  1892  in  the  Senate  chamber, 
Bishop  Galloway  offered  the  opening  prayer.  The 
only  way  we  get  in  there  now  is  to  be  Doctor  of  the 
Day  or  have  another  Cliff  Finch  hearing! 

In  1893,  there  were  16  active  practicing  physi- 
cians in  Holmes  County.  Now  we  have  half  that 
number.  But  then  Hinds  County  had  only  22.  How’s 
that  for  centralization  of  power! 

In  reviewing  the  scientific  (?)  presentations,  one 
is  stuck  by  the  courtliness  of  the  prose.  Do  you  know 
of  one  courtly  Mississippi  Doctor?  Even  if  what  they 
wrote  about  is,  yes,  primitive,  their  sincerity  and 
dedication  came  through;  and  now  that  we  have  an 
armamentarium  that  would  astound  them,  I fear  we 
have  lost  something  in  the  process.  Not  patients,  for 
our  mortality  rates  are  most  impressive,  but  for  lack 
of  a better  word  our  “image”  is  dwindling  while  we 
fondle  our  lab  reports  and  order  in  milli-equivalents 
with  the  malpractice  lawyers  hovering  in  the  wings. 


114th  Annual  Session  May  2-6  Biloxi 
Celebrating  MSMA's  125th  Anniversary 
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(EDITORIAL/Continued) 

As  our  fees  rise  to  astronomical  heights,  I hope 
somebody  has  the  answer  to  all  this,  I surely  don't. 
They  didn’t  get  sued  and  they  treated  — I’m  quoting 
— things  like  malarial  flux,  puerperal  nephritis, 
menstrual  epilepsy,  permanent  headaches,  la  grippe 
and  urinary  fever  with  what  we  now  would  consider 
nostrums  such  as  veratrum  viride,  gelsemium  sem- 
pervirens,  euphorbiaceae,  aqua  camph,  ol.  tere- 
binth, spt.  nit.  dulc.,  and  caustic  potash. 

Though  I wince  at  some  of  their  therapeutics,  I 
bow  in  deep  reverence  to  our  forbears  in  this  state  as 
they  blazed  a trail  we  have  all  followed. 

A.  A.  Derrick,  Jr.,  M.D. 

Durant,  Mississippi 


Dear  Faser:  I understand  that  December  15,  1981 
will  mark  the  beginning  of  the  Mississippi  State 
Medical  Association’s  125th  anniversary  year.  En- 
during so  long  is  an  achievement  in  itself,  but  for  an 
organization  to  make  the  contributions  that  the 
MSMA  has  to  this  state  and  her  people  merits  excep- 
tional recognition.  You  and  others  who  have  served 
the  association  in  leadership  roles  over  the  years 
deserve  enormous  credit  for  building  the  organiza- 
tion into  the  superb  professional  body  it  is. 

I also  want  to  take  this  opportunity  to  express  the 
University  of  Mississippi  School  of  Medicine’s 
appreciation,  indeed  the  entire  university’s  grati- 
tude, for  the  association’s  continuing  support  of  and 
interest  in  the  health  sciences  campus.  The  associa- 


tion’s very  strong  support  of  a four-year  medical 
curriculum  helped  make  this  School  of  Medicine  a 
reality;  your  continuing  commitment  to  our  common 
goal  of  excellence  in  medical  education  has  helped 
this  school  become  one  of  the  finest  in  America  in 
less  than  three  decades. 

Thus  during  the  historic  anniversary  year,  I hope 
all  of  our  colleagues  will  recall  the  establishment  of 
the  School  of  Medicine  and  take  pride  in  that 
achievement.  Certainly  it  deserves  a special  place  in 
the  association’s  long  and  distinguished  history. 

My  heartiest  congratulations  to  all  of  you. 
Sincerely  yours, 

Norman  C.  Nelson,  M.D. 

Vice  Chancellor  for  Health  Affairs 
Dean,  School  of  Medicine 


Dear  Dr.  Triplett:  What  an  honor  to  serve  as  presi- 
dent of  a prestigious  organization  such  as  the  Missis- 
sippi State  Medical  Association  and  particularly  dur- 
ing its  125th  Anniversary. 

The  accomplishments  of  the  State  Medical  Asso- 
ciation over  the  years  have  been  innumerable.  The 
dedication  of  physicians  in  Mississippi  having  the 
foresight  in  promoting  programs  and  services  to  ben- 
efit all  Mississippians  through  the  Medical  Associa- 
tion is  well  documented.  In  addition,  MSMA  has 
been  a leader  in  advancing  the  concept  of  private 
enterprise  in  the  practice  of  medicine  and  delivery  of 
health  care. 

The  120  member  institutions  of  the  Mississippi 
Hospital  Association  have  enjoyed  the  close  work- 
ing relationship  with  the  MSMA  and  look  forward  to 
the  continued  cooperation  between  the  organizations 
in  promoting  quality  health  care  in  Mississippi. 

Sincerely, 

Sam  W.  Cameron,  President 

Mississippi  Hospital  Association 
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AND 


WE  NEED 


YOU 


DID  YOU  KNOW  . . . 

1 . That  Blue  Cross-Blue  Shield  of  Mississippi  as  well  as  every  private  insurance  carrier  in  this  state 
must  pay  for  chiropractic  services? 

2.  That  many  non-M.D.  practitioners  are  seeking  the  right  to  practice  medicine  through  legislative 
action  without  attending  one  day  of  medical  school? 

3.  That  the  groups  that  traditionally  do  battle  with  medicine  in  congress  and  the  state  legislatures  are 
giving,  and  giving  heavily,  to  defeat  candidates  who  support  our  views? 

4.  That  one  way  to  stem  the  rising  tide  against  medicine  is  to  join  the  Mississippi  Medical  Political 
Action  Committee  and  the  American  Medical  Political  Action  Committee? 

5 . That  less  than  half  the  MSMA  members  belong  to  MMPAC  and  those  who  do  belong  are  “carrying 
the  load”  for  those  who  don’t  belong? 

6.  That  a sustaining  membership  in  MMPAC  and  AMPAC  costs  only  $100.00  a year  and  that  is  less 
than  the  price  of  one  Coke  a day? 

7.  That  you  can  be  a part  of  the  growing  number  of  Mississippi  physicians  who  have  recognized  the 
need  for  effective  political  action  by  paying  MMPAC/AMPAC  dues  when  you  pay  your  MSMA 
dues  or  by  sending  a check  to  MMPAC,  P.  O.  Box  5229,  Jackson,  Mississippi  39216? 

MMPAC  AND  AMPAC  ARE  DOING  THEIR  BEST  TO  HELP  YOU. 
ARE  YOU  DOING  YOUR  PART  TO  HELP  THEM? 

An  individual  is  free  to  contribute  more  or  less  than  suggested  and  neither  AM  A nor  MSMA  will  favor  or  disadvantage  anyone  based  on 

the  amount  of  or  failure  to  contribute.  MMPAC  and  AMPAC  voluntary  contributions  may  be  used  in  connection  with  a federal  election 

and  are  subject  to  the  prohibitions  and  limitations  of  the  Federal  Election  Campaign  Act. 
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CONGRATULATIONS  FOR  COMPLETING 
125  YEARS  OF  PROFESSIONAL  SERVICE! 

(YOU  doserve  Q VQCQtiOn!)  —Dr.  Faser Triplett,  Vice  Pres. 


Just  one  call  to  Avanti  takes  care  of  your  plane  reservations,  car  rental, 
hotel  accommodations,  and  much  more.  And  everything  we  do  for  you  is 
absolutely  free.  And  when  all  your  plans  are  complete,  well  even  deliver 
your  tickets  to  you. 


/ The  Avanti  staff  of  experts  \ 

Curtiss  Brown  Peggy  Borromeo  Jackie  Whitmire 

l Marcia  Henderson  Linda  Wright  Dea  Dea  Baker  ) 

Call  the  travel  professionals. 

You’ve  got 
our  number. 
981-9111 


5025  1-55  North  Jackson,  Mississippi  39206 

Vacations  / Business  Trips  / Conventions  / Group  Tours 


We  know  the  IBM  Personal  Computer. 


If  anyone  knows  the  new 
IBM  Personal  Computer  as 
well  as  IBM,  it's  Computer- 
Land. Because  we  know 
small  computers. 

The  name  IBM  speaks  for 
itself.  And  the  advanced 
features  of  the  IBM  Personal 
Computer  are  exactly  what 
you'd  expect  trom  IBM  — 
superb.  It  can  help  you  with 
everything  trom  financial 


modeling  to  word  process- 
ing to  accounting.  And,  it 
tells  you  how  with  step-by- 
step  instructions. 

Let  us 

introduce  you. 

Come  in  today  tor  a 
hands-on  demonstration. 
After  all,  how  can  you  tell 
it  it's  right  for  you  unless 
you  get  personal? 

ComputerLand 

We  know  small  computers. 

Let  us  introduce  you. 


4328  North  State  Street  • Jackson,  Mississippi  39206 

362-8754 


©ComputerLand  1981 
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BANKofJACKSON 
BANKcf  MERIDIAN 


^ ^ BANKof  HATTIESBURG 

Great  Southern  National  Bank 

BANKcf  QUITMAN 
BANKcf  BACHUTA 

V-  BANKof  ENTERPRISE 

BANKcfWAYNE  COUNTY 

Member  FDIC  BANKcf  UTICA 


Citizens  Dank  fih 

CrTrust  Company  igjpr 


A New  Banking  Experience  in 
Madison  County 


202  N.  LIBERTY,  CANTON,  MISSISSIPPI 
CANTON  859-1022  JACKSON  969-3241 


While  visiting  Jackson, 
come  have  a taste 


RESTAURANTS 


For  over  45  years,  Primos  Restaurants  have 
been  known  for  quality  food  and  service. 
Even  today,  when  some  restaurants  and  fast 
food  chains  give  people  cold  impersonal 
treatment,  we  turn  on  the  warmth  with 
service,  trained  personnel,  reasonable 
prices  and  good  food. 
We  invite  you  to  compare  Primos  with  the 
other  restaurants  and  fast  food  chains  . . . 
you'll  find  out  who  offers  quality  service  and 
competitive  prices. 
Primos  Restaurants  . . . we've  been  friends 
for  a long  time. 

Primos 

RESTAURANTS 

Jackson's  Favorite  for  Forty- Five  Years 


MEDICAL  FACILITY  DEVELOPMENT 


LET  US  SHOW  YOU 
HOW  TO  OWN 
YOUR  OWN  BUILDING 


MFD  will 
locate  land, 
design  a building 
to  suit  your  needs, 
secure  financing  and 
supervise  construction. 


C5Q4]  581-5144 


PRINTING-OFFICE  SUPPLIES 
EQUIPMENT  — FURNITURE 


Premier  Printing  Company 


2485  West  Capitol  Jackson,  Mississippi 

Phone  352-4091 
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Thomas 
Yates  & Co. 

Insurance  with  Innovation 


The  basic  idea  of  Thomas  Yates  & Co.  hasn’t  changed.  It’s  just 
grown.  Good  ideas  usually  do. 

As  we  begin  our  fourth  decade  of  service  to  the  Mississippi  State 
Medical  Association,  Thomas  Yates  & Co.  has  continued  to  upgrade 
coverages  and  to  design  well  planned  group  insurance  programs 
responsive  to  some  very  special  needs  of  its 
members.  Our  aim  is  to  steadily  strengthen 
membership  benefit  programs  through  the 
introduction  of  new  and  improved  coverages;  to 
give  members  more  protection  for  their  money; 
to  make  insurance  more  adaptable  and  to  back 
up  the  plans  we  offer  with  imagination  and 
thorough  service  . . . That’s  the  Thomas  Yates 
idea  — the  simple  but  profound  idea  to  offer  its 
members  the  best  possible  group  insurance 
plan. 

Yes,  the  basic  idea  . . . Insurance  With 
Innovation  . . . it  hasn’t  changed  . . . it’s  just 


grown.  Thomas  Yates 


Thomas  Yates  & Co. 

GROUP  INSURANCE  ADMINISTRATORS 

735  Riverside  Drive  • RO.  Box  5048  • Jackson,  Mississippi  39216 


DECEMBER  1981 


337 


MEETINGS 


National  and  Regional 

American  Medical  Association,  Annual  Meeting,  June  13-17, 
1982,  Chicago.  James  H.  Sammons,  Executive  Vice  Presi- 
dent, 535  N.  Dearborn  St.,  Chicago,  IL  60610. 

State  and  Local 

Mississippi  State  Medical  Association,  114th  Annual  Session, 
May  2-6,  1982,  Biloxi.  Charles  L.  Mathews,  Executive 
Secy.,  735  Riverside  Drive,  P.O.  Box  5229,  Jackson  39216. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting, 
June  30-July  3,  1982,  Biloxi.  Mrs.  Alyce  Palmore,  Executive 
Secy.,  P.O.  Box  12330,  Jackson  39211. 

Amite-Wilkinson  Counties  Medical  Society \ 3rd  Monday, 
March,  June,  September,  December.  James  S.  Poole,  Secy., 
The  Gloster  Clinic,  Gloster  39638.  Counties:  Amite,  Wilkin- 
son. 

Central  Medical  Society,  1st  Tuesday,  January,  April,  October, 
December,  6:30  p.m.,  Primos  Northgate  Restaurant,  Jack- 
son.  Patsy  Douglas,  Executive  Secy . , B6  Medical  Arts  Bldg. , 
1151  N.  State  St.,  Jackson  39201.  Counties:  Hinds,  Leake, 
Madison,  Rankin,  Scott,  Simpson,  Yazoo. 

Claiborne  County  Medical  Society,  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital,  Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County: 
Claiborne. 

Clarksdale  and  Six  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  p.m.,  Clarks- 
dale. Rodney  Baine,  Secy.,  110  Yazoo  Ave.,  Clarksdale 
38614.  Counties:  Coahoma,  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Society,  1st  Wednesday,  January, 
March,  May,  September  and  November.  H.  S.  Barrett, 
Secy.,  P.O.  Box  1898,  Gulfport  39501.  Counties:  Hancock, 
Harrison,  Stone. 

Delta  Medical  Society,  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751. 
Counties:  Bolivar,  Humphreys,  Leflore,  Sunflower, 
Washington. 

DeSoto  County  Medical  Society,  3rd  Thursday,  February  and 
August,  1 :00  p.m.,  Kenny’s  Restaurant,  Hernando.  Malcolm 
D.  Baxter,  Jr.,  Secy.,  BaxterClinic,  Hernando 38632.  Coun- 
ty: DeSoto. 

East  Mississippi  Medical  Society , 1st  Tuesday.  February,  April, 
June,  October,  December.  J.  Barry  Gilbert,  Secy..  Mail:  Ms. 
Jenkins,  1415  50th  Ave.,  Meridian  39301.  Counties:  Clarke, 
Kemper,  Lauderdale,  Neshoba,  Newton,  Winston. 

Homochitto  Valley  Medical  Society,  1st  Tuesday,  February, 
June,  September,  December,  Ramada  Inn,  Natchez.  Walter 
T.  Colbert,  Secy. , P.O.  Box  1488,  Natchez  39120.  Counties: 
Adams,  Jefferson. 

North  Central  District  Medical  Society’,  3rd  Wednesday, 
March,  June,  September,  December.  Robert  L.  Coggin,  Pres, 
and  Secy. , 965  A vent  Dr. , Grenada  38901 . Counties:  Attala, 
Carroll,  Choctaw,  Grenada,  Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Society,  1st  Thursday,  March, 
June,  September,  December.  Roger  L.  Lowery,  Secy.,  618 
Pegram  Dr.,  Tupelo  38801.  Counties:  Alcorn,  Calhoun, 
Chickasaw,  Itawamba,  Lee,  Monroe,  Pontotoc,  Prentiss, 
Tishomingo,  Union. 

North  Mississippi  Medical  Society,  1st  Thursday,  March,  Au- 
gust, December.  Cherie  Friedman,  Secy.,  424  South  5th, 
Oxford  38655.  Counties:  Benton,  Lafayette,  Marshall,  Pano- 
la, State,  Tippah,  Yalobusha. 

Pearl  River  County  Medical  Society,  2nd  Monday,  March, 


June,  September,  December.  J.  C.  Griffing,  Secy.,  Crosby 
Memorial  Hospital,  Picayune  39466.  County:  Pearl  River. 

Prairie  Medical  Society,  2nd  Tuesday,  March,  June,  Septem- 
ber, December.  Albert  H.  Laws,  Secy.,  816  Second  Ave. 
North,  Columbus  39701.  Counties:  Clay,  Oktibbeha, 
Lowndes,  Noxubee. 

Singing  River  Medical  Society,  3rd  Monday,  February,  May, 
August,  November.  Robert  D.  Holbert,  Secy.,  P.O.  Box 
1502,  Pascagoula  39567.  County:  Jackson. 

South  Central  Mississippi  Medical  Society,  2nd  Tuesday, 
March,  June,  September,  December.  Julian  T.  Janes,  Secy., 
304  Clark,  McComb  39648.  Counties:  Copiah,  Franklin, 
Lawrence,  Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Society,  2nd  Thursday,  March,  June, 
September,  December.  Douglas  F.  Thomas,  Secy.,  415 
South  28th  Ave.,  Hattiesburg  39401.  Counties:  Covington, 
Forrest,  George,  Greene,  Jasper,  Jefferson  Davis,  Jones, 
Lamar,  Marion,  Perry,  Smith,  Wayne. 

West  Mississippi  Medical  Society,  2nd  Tuesday,  January, 
March,  May,  September,  October,  November,  6:30  p.m.. 
Magnolia  Motor  Motel,  Vicksburg.  Martin  E.  Hinman, 
Secy.,  The  Street  Clinic,  Vicksburg  39180.  Counties:  Issa- 
quena, Sharkey,  Warren. 


Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organiza- 
tions have  been  accredited  in  accordance  with  the  “Essentials 
for  Accreditation  of  Institutions  and  Organizations  Offering 
Continuing  Medical  Education  Programs”  of  the  Liaison  Com- 
mittee on  Continuing  Medical  Education.  Information  concern- 
ing CME  programs  for  physicians  offered  by  these  accredited 
sources  may  be  obtained  by  writing  the  Director,  Continuing 
Medical  Education,  at  the  individual  institution  or  organization. 


Council  on  Scientific  Assembly 

Mississippi  State  Medical  Association 
735  Riverside  Drive 
Jackson,  MS  39216 

North  Mississippi  Medical  Center 
830  Gloster  Avenue 
Tupelo,  MS  38801 

Forrest  General  Hospital 
Box  1897 

Hattiesburg,  MS  39401 

Mississippi  Baptist  Hospital 
1225  N.  State  Street 
Jackson,  MS  39201 

Gulf  Coast  Community/Gulfport 
Memorial  Hospital  Consortium 
4642  W Beach  Boulevard 
Biloxi.  MS  39531 

Jefferson  Davis  Memorial  Hospital 
Box  1488 

Natchez.  MS  39120 

King’s  Daughter  Hospital 
Box  948 

Brookhaven,  MS  39601 

Delta  Medical  Center 
Greenville,  MS  38701 


Mississippi  Radiological  Society 
316  Medical  Arts  Building 
Jackson,  MS  39201 

Northwest  Mississippi  Regional  Medical  Center 
Box  1218 

Clarksdale,  MS  38614 

Mississippi  Chapter 
American  College  of  Surgeons 
Box  5229 

Jackson,  MS  39216 

Mercy  Regional  Medical  Center 
100  McAuley  Drive 
Vicksburg.  MS  39180 

North  Panola  County  Hospital 
Drawer  160 
Sardis.  MS  38666 

Singing  River  Hospital 
2809  Denny  Avenue 
Pascagoula.  MS  39567 

Magnolia  Hospital 
Alcorn  Drive 
Corinth,  MS  38834 

Greenwood  Leflore  Hospital 
1508  Leflore  Avenue 
Greenwood.  MS  38930 


Riverside  Hospital 
Lakeland  Drive 
Jackson.  MS  39208 

Biloxi  Regional  Medical  Center 
1559  Lafayette  St. 

Biloxi.  MS  39533 
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POSTGRADUATE 

CALENDAR 


Jan.  16,  1982 

Endocrinology  of  the  Aging  Woman 

The  Jackson  Regency,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Medicine  Department  of  Obstetrics  and 
Gynecology  and  the  Medical  Center  Division  of 
Continuing  Health  Professional  Education. 

Coordinator:  G.  William  Bates,  MD,  associate  pro- 
fessor of  obstetrics  and  gynecology. 

This  seminar  will  present  .current  concepts  of 
menopause  and  emphasize  indications  and  con- 
traindications for  hormonal  replacement  therapy. 
The  physiology  of  ovarian  failure  and  pathophys- 
iology and  estrogen  deficiency  will  be  covered. 
Fee:  $30.  Credit:  3.5  credit  hours  in  Category  I of 
the  AMA  Physician’s  Recognition  Award;  AAFP 
credit  applied  for. 

Jan.  23,  1982 

Photography  for  Education  and  Slide 

Programs 

University  Medical  Center,  Jackson 

Sponsored  by  the  University  of  Mississippi 
School  of  Dentistry  and  the  Medical  Center  Divi- 
sion of  Continuing  Health  Professional  Educa- 
tion. 

Coordinator:  William  B.  Akerly,  DDS,  UMC 
associate  professor  of  restorative  dentistry. 

This  program  is  open  to  physicians,  dentists, 
teachers  and  hobbyists.  Sessions  will  focus  on 
macro-lens  and  close-up  photography.  Films,  fil- 
ters and  reverse-text  production  techniques  will  be 
covered.  Methods  for  graphic  illustration  and 
copying,  such  as  polarization,  glass  supports  and 
background  materials,  also  will  be  demonstrated 
as  a means  for  making  effective  title  or  lecture 
slides.  Fee:  $50. 

Feb.  4-5,  1982 

Renal  Update 

Ramada  Inn  Coliseum,  Jackson 

March  11-13,  1982 

Surgical  Forum  IX 

Holiday  Inn  Downtown,  Jackson 

March  25-26,  1982 

Fourth  Annual  Neurology  Spring  Symposium 

Holiday  Inn  Medical  Center,  Jackson 


‘Data  on  file  Parke-Davis  Marketing  Research  Dept. 
“Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 
The  National  Prescription  Audit.  IMS  America  ltd.. 
September  1980. 
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TUCKS*  Pre-Moistened  HemorehoidalA/aginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de  ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOL-HC*  SUPPOSITORIES 

Hemontioidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescnption. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg;  bismuth  subgallate.  225%;  bismuth  resorcin  compound. 

I. 75%;  benzyl  benzoate.  12%;  Peruvian  balsam.  1.8%;  zinc  oxide. 

II. 0%:  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate.  5.0 
mg;  bismuth  subgallate.  225  mg;  bismuth  resorcin  compound.  17.5  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  achon  on  mucous  Inembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis,  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol*  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  cf 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS' 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories— 

Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  he  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

Hew  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9  -86  F (1S-30C). 
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PARKE-DAVIS 

Div  of  Warner-Lambert  Co 
Morris  Plains,  NJ  07950  USA 


PLACEMENT  SERVICE 


Physicians  Wanted 

Anesthesiologist  to  join  large  community  hospi- 
tal. Contact  Tom  Askew,  Administrator,  Green- 
wood-Leflore  County  Hospital,  Greenwood,  MS 
38930. 

Associate  or  Physicians  interested  in  independent 
practice  in  family  medicine,  internal  medicine, 
pediatrics,  surgery  or  ob-gyn.  Suite  ready  for  lease 
or  will  build  to  suit  tenant.  Located  in  rapidly  grow- 
ing Northeast  Jackson  suburban  area.  Contact 
Robert  Cates,  M.D.,  Cates  Plaza  Clinic,  Ridgeland, 
MS  or  call  (601)  856-6000. 

Surgeon  to  associate  in  active  practice  in  town  of 
15,000  in  Southwest  Mississippi.  Drawing  area 
75,000.  Contact  Marvin  Harvey,  M.D.,  Box  728, 
McComb,  MS  39648. 


Situations  Wanted 

Board  Eligible  Anesthesiologist  seeks  practice 
location.  M.D.  from  M.  P.  Shah  Medical  College, 
Jamnagar,  India,  1971.  Anesthesiology  residency  at 
University  of  Tennessee,  1980.  Married.  Contact 
Mohanlal  L.  Patel,  M.D.,  5289  Queen  Anne  Dr., 
Memphis,  TN  38134. 

Pediatrician  completing  military  obligation  in 
November  seeks  practice  opportunity  in  single  spe- 
cialty, multi-specialty  or  partnership  position  in 
community  of  20,000-80,000  population.  Contact 
David  W.  Drennen,  M.D. , 9998A  Saint  Onge  Ave- 
nue, Ellsworth  AFB,  SD  57706. 

Pediatrician  seeks  practice  location  upon  comple- 
tion of  residency  in  July  1981.  Contact  J.  K. 
Angrish,  M.D.,  1222  Vincent  Ct.,  #4.  Flint,  MI 
48503. 

Surgeon  seeks  location  in  general  thoracic  and  car- 
diac surgery  upon  completion  of  residency  in  July, 
1982.  Graduate  of  Tulane  University,  1975.  Contact 
Dr.  Kevin  M.  Keubler,  600  Highland  Ave.,  Madi- 
son, WI  53792. 


Pathologist — Board  Eligible.  University  trained. 
Completing  residency.  Available  July  1981 . Contact 
Ashraf  Mohammad.  M.D.,  University  Medical  Cen- 
ter, 2500  North  State  St.,  Jackson,  MS  39216. 


Cardiologist  seeks  solo  or  group  practice  opportu- 
nity in  hospital-based  consultative  practice.  Com- 
pleting fellowship  in  June  1981.  Contact  Amar  De- 
Sai,  M.D.,  1003  Fenley  Ave.,  Louisville,  KY 
40222. 


Pediatrician  and  Pathologist  (husband  and  wife) 
seek  practice  opportunity.  Available  July  1981. 
Contact  Michael  M.  Lessner,  M.D.  and  Evelyn  J. 
Diehl,  M.D.,  1920  Cheremoya  Ave.,  Los  Angeles, 
CA  90068. 


Pathologist  especially  interested  in  coagulation  and 
blood  banking  seeks  hospital-based  position.  Con- 
tact Daniel  Williams,  Jr.,  M.D.,  77  Rippowam  Rd., 
Apt.  A,  Stamford,  CT  06902. 


General  Practitioner  seeks  practice  location  in 
small  community.  Contact  Keith  Hummell,  M.D., 
405  Mesaba  Ave.,  Apt.  5C,  Duluth,  MN  55806. 


Ophthalmologist  seeks  practice  location  upon 
completion  of  military  service  in  January  1982. 
Contact  John  R.  Wood,  M.D.,  8430  Rocky  Path, 
San  Antonio,  TX  78250. 


Board  Eligible  Internist  seeks  practice  location; 
M.D.  from  University  of  Texas  at  Southwestern. 
Contact  Stephen  R.  Cherry,  M.D.,  7061  B Creek- 
view  Trail,  St.  Louis,  MO  63123. 


Board  Eligible  Pathologist  seeks  practice 
opportunity.  Graduate  of  University  of  Mississippi 
School  of  Medicine;  residencies,  UMC.  Contact 
Marianna  G.  Pardue,  M.D.,  315  Cedarwood,  Jack- 
son,  MS,  39212. 

Board  certified  family  practitioner  seeks  prac- 
tice location.  Currently  completing  military  obliga- 
tion and  available  7/82.  Contact  John  E.  Baites,  Jr., 
M.D.,  5405  Hackney  Circle,  Bossier  City,  LA 
71111. 
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■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 


■ Patient  compliance  pamphlets  available 


■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  “DA.  W.,  ” “No  Sub,  ” or  “Medically  Necessary, 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


IMS  IS  A TAX-SHELTERED 
KEOUGH  RETIREMENT  DOLLAR 


TO  FIND  OUT  WHAT  CAN  HAPPEN  TO 
ONE  THAT  ISN’T... 

1.  CUT  IT  FROM  THIS  PAGE 

2.  TEAR  IT  IN  PIECES 

3.  THROW  MOST  OF  IT  AWAY! 


If  you  are  in  a high  tax  bracket  and  self-employed, 
taxes  can  effectively  soak  up  the  majority  of  every 
precious  dollar  you  put  away  for  retirement.  But  there  is 
an  equalizer . . . 

KEOUGH  ...  A plan  that  lets  you  save  up  to 
$7,500.00  or  1 5%  of  your  yearly  earnings  (whichever  is 
less)  - and  take  a full  income  tax  deduction  on  Federal 
returns  and  a partial  write-off  on  State  returns. 

What's  more,  taxes  on  interest  and  accrued  earnings 
are  deferred  until  you  begin  to  draw  on  the  account,  as 
early  as  age  59V2.  This  lets  your  Keough  dollars  - tied 


to  the  high  annual  yield  of  The  Mississippi  Bank’s  30 
month  to  10  year  certificates  - multiply  with  zero  tax 
drain. 

An  alternate  “Defined  Benefit”  plan  offers  the  same 
tax  advantages,  but  raises  the  contribution  limit  to 
$14,900  each  year  when  deposits  are  set  to  reach  a 
specific  retirement  goal. 

To  find  out  more,  come  by  any  of  our  offices  or  give 
us  a call.  KEOUGH  accounts  have  to  be  opened  by 
December  31st. 


ff/m  MISSISSIPPI  BANK 


Jackson,  Canton,  Crystal  Springs,  Pearl,  Ridgeland  and  Terry  Member  FDIC 


PHYSICIANS 

Opportunities  in 
Mississippi 

Due  to  the  expansion  of  our  hospitals 
in  small  communities  and  metropolitan 
areas  of  Mississippi,  we  are  currently 
seeking  Physicians  in  the  following 
areas  of  specialization: 

• Pediatricians 

• Obstetricians 

• Internists 

We  offer  guaranteed  income  and 
moving  expenses,  in  addition  to  other 
amenities.  For  consideration,  please 
submit  C V to: 

DEPT.  U-7 

3301  Buckeye  Road 
Suite  102 

Atlanta,  Georgia  30341 
Equal  Opportunity  Employer  M/F 


HEALTH  CARE  AT  ITS  BEST 

The  professional  Officer  of  the  Unit- 
ed States  Air  Force  Medical  Corps  is  a 
proud  member  of  a quality  health  care 
team.  The  Air  Force  physician  re- 
ceives not  only  prestige  and  unlimited 
career  opportunities  but  outstanding 
pay,  30  days  vacation  with  pay,  travel, 
and  more  time  for  the  family.  If  you  are 
a board  certified  physician,  a medical 
student  or  resident  consider  the 
opportunities  as  an  Air  Force  physi- 
cian. 

Professionalism  ...  a sense  of  duty 
. . . a desire  to  help  others  and  serve 
your  country.  Call  COLLECT  today. 
MSgt  Fred  Matthes  at  (601)  939- 
1461/939-1466. 


MM 


Monied 

A great  way  of  life 


Jackson's  better 
at  the 

RAMADA 


• The  Coliseum  Ramada  Inn 
provides  meeting  facilities  from 
10  to  2000 


• The  Metro  Ramada  Inn  offers 
meeting  facilities  from 
10  to  800. 


• Spacious  Rooms  • Inviting  Pools  • Executive  Suites  • 
Breakfast  and  Noon  Buffets  • Gourmet  Evening  Meals 


• Valet  Services  • Live  Lounge  Entertainment  • 


• Major  Credit  Cards  Welcomed  • 


Goltseam 

RAMADA*  INN 

CONVENTION  CENTER 
1-55  at  High  Street 
Jackson,  MS  39205 

(601)  969-2141 


Metro 

RAMADA*  INN 

CONVENTION  CENTER 
1-20  at  Ellis  Avenue 
Jackson,  MS  39201 

(601)  944-1150 
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SUBJECT  INDEX 


The  letters  used  to  explain  in  which  department  the  matter  indexed  appears 
are  as  follows:  “E,”  Editorial;  “N,”  News;  “L,”  Letters  to  the  Editor; 
“PP,”  President’s  Page;  “RS,”  Radiologic  Seminar;  “BR,”  Book  Review; 
“MLB,”  Medico-Legal  Briefs;  “AP,”  Auxiliary  Page;  "PM,"  Practice  Man- 
agement Mailbox;  the  asterisk  (*)  indicates  an  original  article  in  the  Journal, 


and  the  author's  name  follows  the  entry  in  brackets.  “Deaths,”  “Personals” 
and  “New  Members”  are  indexed  under  the  letters  “D,”  “P,”  and  “M” 
respectively. 

Matter  pertaining  to  MSMA  is  indexed  under  “Mississippi  State  Medical 
Association.”  For  the  author  index  see  page  350. 


A 

Abdomen 

diagnostic  ultrasound  in  the  evaluation  of  abdominal 
abscess  (Pittman  et  al)  *5 

pyopneumoperitoneum  simulating  colon  dilatation: 
computed  tomography  for  abdominal  abscess  def- 
inition (Cranson  and  Burkhalter)  *274-RS 
Acromegaly 
acromegaly  (Parent)  *1 
Acupuncture 

clinic  closed;  practitioner  not  a physician,  59-MLB 

Adrenal  Glands 

computed  tomography  evaluation  of  adrenal  glands 
(Clark)  *146-RS 

Aging 

concerns  cited  at  conference  on  aging,  193-N 

Alcohol 

alcohol  and  drug  center  opens  at  Doctor’s  Hospital, 
290-N 

American  Association  of  Medical  Assistants 

Mississippi  Society  holds  15th  annual  convention, 
187-N 

American  Heart  Association 

Mississippi  Division  announces  new  target  population 
for  hypertension,  259-N 
American  Medical  Association 
Lamar  Weems  chairs  reference  committee  at  Chicago 
annual  meeting,  215-N 
Artery 

pulmonary  arteriovenous  fistula:  a case  report  (Did- 
lake  et  al)  *247 

Association  of  American  Physicians  and  Surgeons 

Curtis  Caine  elected  president,  15-N 

Auxiliary  to  MSMA 

announces  program  for  58th  annual  session,  96-N 
auxiliary  history  is  record  of  service  [Silver]  *316 
report  of  58th  annual  session,  171  -N 
officers  attend  AMA  Auxiliary  annual  meeting,  240- 
N 

B 

Bone 

bone  involvement  in  echinococcosis  (Morano  and 
Blount)  *55-RS 

malignant  fibrous  histiocytoma  arising  in  bone 
(Blount  et  al)  *176 

Bowel 

continent  ileostomy  (Barnett)  *199 

Breast 

breast  cancer  screening  (Martin)  185-E 

Busey,  John 

receives  international  award,  133-N 
C 

Caine,  Curtis 

elected  president  of  Association  of  American  Physi- 
cians and  Surgeons.  15-N 

Caldwell,  Robert  S. 

hospital  designates  surgery  unit  as  Caldwell  memo- 
rial, 193-N 

Cancer 

cancer  staging  by  the  TNM  system  (Martin)  257-E 
developing  cancer  education  and  control  programs 
(Smith)  127-E 
lung  cancer  (Hilbun)  *109 
ovarian  cancer  registry  (Piver)  128-L 
surgical  management  of  rectal  adenocarcinoma  (Bar- 
nett) *269 

Central  Medical  Society 

Dr.  Moore  is  guest  speaker,  60-N 
supports  Hospital  Hospitality  center,  15-N 

Chiropractic 

jury  exonerates  medical  groups  in  chiropractic  anti- 
trust case,  81 -MLB 
Colon 

continent  ileostomy  (Barnett)  *199 
metastatic  hepatoma  simulating  a primary  colonic 
adenocarcinoma  on  barium  enema  (Rhoden  et 
a!)*75-RS 

pyopneumoperitoneum  simulating  colon  dilatation: 
computed  tomography  for  abdominal  abscess  def- 


inition (Cranston  and  Burkhalter)  *274-RS 

Computed  Tomography 

diagnosis  of  acoustic  neuroma  (Ferguson  and  Carter) 
*253-RS 

in  tail  of  pancreas  pseudotumor  evaluation  (Cranston) 
*29-RS 

pyopneumoperitoneum  simulating  colon  dilatation: 
computed  tomography  for  abdominal  abscess  def- 
inition (Cranston  and  Burkhalter)  *274-RS 
Continuing  Medical  Education 
workshop  in  Biloxi,  34-N,  133-N 

D 

Deaths 

Alexander,  Byron,  246 
Benoist,  Edwin  E.,  246 
Bogges,  Julian  E,  Jr.,  296 
Broadus,  Lloyd  Z..  246 
Brown,  Winfred  E.,  217 
Hagaman,  A.  Van  Dyke,  264 
Hulett,  Alexander  W.,  136 
Kimbrough,  George  T.,  246 
King,  Jack  V.,  136 
Lamb,  Woodrow  McDonald,  136 
McLean,  Robert  Beatty,  191 
Rader.  Benjamin  B.,  Jr.,  264 
Spell,  Frederick  Kervin,  264 
Stowers,  Kurtz  Bishop,  191 
Van  Landinghan,  David,  103 
Weatherford,  William  J.,  217 
Drug  Abuse 

alcohol  and  drug  center  opens  at  Doctor’s  Hospital, 
290-N 

E 

Echinococcosis 

bone  involvement  in  echinococcosis  (Morano  and 
Blount)  *55-RS 

Ethics,  Medical 

circuit  court  upholds  FTC  ruling  against  AMA,  11- 
MLB 

national  interprofessional  code  for  physicians  and 
attorneys,  45-PM 

surpreme  court  to  hear  ethics  arguments,  215-N 

F 

Family  Practice 

the  genogram:  a structured  approach  to  the  family 
history  (Milhom)  *250 
Federal  Trade  Commission 
FTC  decision  on  physician  advertising  upheld,  11- 
MLB 

Field  Hospital 

presents  fourth  distinguished  lectureship,  188-N 

Fistula 

acquired  tracheo-esophageal  fistula  resulting  from 
blunt  trauma  (Defore  and  Netterville)  *26 
pulmonary  arteriovenous  fistula  (Didlake  et  al)  *247 

G 

Genetics 

genetic  screening  programs  (Fox)  186-L 

Granulocyte 

the  stimulated  granulocyte  as  an  effector  of  immune 
injury  (Hammerschmidt)  *280 
Gynecology 

medical  management  of  the  menopause  (Bates  et  al) 


Health  and  Human  Services,  Department  of 

changes  expected  for  health  programs,  12-N 
department  gets  block  grant  program  underway,  292- 
N 

Home  Health  Care 

physician  urges  utilization  of  home  health  care  ser- 
vices (Jenkins)  213-E 

Hypertension 

new  target  population  announced,  259-N 
progress  is  made  in  hypertension  control,  128-N 


I 

Ileostomy 

continent  ileostomy  (Barnett)  *199 

Impotence 

whose  problem  was  it?  (Morris)  *221 

Insurance,  Health 

insurance  company  liable  to  physician,  130-MLB 
incentives  needed  for  preventive  coverage.  (Mathews) 
258-E 

K 

Knee 

on  the  field  knee  exam  for  the  team  physician  (Barrett) 
*224 

L 

Legislation 

a view  of  the  legislative  process  (Murphy)  *120 

Letters 

calls  attention  to  error,  288-L 
describes  ovarian  cancer  registry  (Piver)  128-L 
encourages  support  for  state  genetic  screening  pro- 
gram (Fox)  186-L 

extends  congratulations  on  125th  anniversary  (Nel- 
son) 332-L 

remarks  on  125th  anniversary  of  MSMA  (Cameron) 
332-L 

Liver 

abscess  (Gladfelter  and  Brooks)  *173 
hepatobiliary  imaging  (Ball)  *231-Rs 
metastatic  hepatoma  simulating  a primary  colonic 
adenocarcinoma  on  barium  enema  (Rhoden  et  al) 
*75-RS 

transhepatic  portography  with  emobilization  of 
varices  (Moore)  *7-RS 

Lung 

leiomyoma  of  the  lung:  a case  report  (Defore  and 
Miller)  *49 

lung  cancer  (Hilbun  *109 

pulmonary  arteriovenous  fistula:  a case  report  (Did- 
lake et  al)  *247 

M 

Malpractice 

commends  MSMA  and  MMFES  on  successful  semi- 
nar (Martin)  81-E 

report  of  malpractice  seminar  in  Jackson,  104-N 

Marijuana 

congressmen  urge  legalization,  294-N 

Maternal  Mortality 

maternal  mortality  in  Mississippi:  1977-78  (Wiener) 
*208 

Medicare 

changes  made  in  claim  processing,  193-N 

Medicaid  (see  also  Mississippi  Medicaid  Commis- 
sion) 

hit  hardest  by  budget  cuts,  261-N 

Medicine 

art  of  healing  exhibit  opens  at  Mississippi  Museum  of 
Art,  100-N 
Medical  Practice 
closing  a medical  practice.  62-PM 

Medico-Legal  briefs 

acupuncture  clinic  closed;  practitioner  not  a physi- 
cian, 59-MLB 

FTC  decision  upheld,  11 -MLB 
hospital  liable  for  granting  physician  privileges,  34- 
MLB 

hospital  negligent  in  granting  surgical  privileges,  185- 
MLB 

insurance  company  liable  to  physician.  130-MLB 
jury  exonerates  medical  groups  in  chiropractic  anti- 
trust case,  81-MLB 

no  holds  barred  in  OR  assault,  258-MLB 
patient  ordered  to  undergo  necessary  care.  219-MLB 
restrictive  covenant  cannot  be  enforced.  242-MLB 
wrongful  birth  suit  not  against  public  policy,  294- 
MLB 

Members,  New 

Adams,  Hans  Werner.  189 
Addison,  Hollard  M..  Jr.,  38 


346 


JOURNAL  MSMA 


Anderson,  William  E.,  Ill,  16 
Ashford,  William  Clay,  16 
Barker,  Marilyn  A.,  216 
Barkley,  Thomas  F.,  16 
Bass,  Edward  J.,  16 
Bear,  Leslie  H.,  38 
Billington,  William  M.,  69 
Bouldin,  Mary  E.,  189 
Bourland,  Walter  L.,  Jr.,  134 
Bramm,  David  Leroy,  263 
Britt,  Albert  Wayne,  69 
Bush,  Charles  Crowley,  Jr.,  69 
Butts,  Donald  Hal,  103 
Byrd,  Oliver  Wayne,  216 
Byrne,  David  Edward,  154 
Carrier,  David  Vance,  69 
Cavett,  Clinton  Moore,  69 
Chansarcahi,  Mulut,  189 
Chetta,  Marc  A.,  263 
Code,  Redmond  L.,  69 
Conner,  Michael  G.,  189 
Cook,  John  Joseph,  38 
Corley,  Fred  Goodwin,  69 
Cox,  John  Warren,  16 
Cutrer,  Roderick  Tate,  17 
Davidson,  Edwin  M.,  263 
Davis,  Jacqueline  D.,  103 
Dohn,  Donald  F.,  242 
Douvas,  Stavros  G.,  134 
Duckworth,  Michael  R.,  263 
Duffy.  Patrick  A.,  134 
Eggen,  Steven  Douglas,  70 
Egger,  John  Fontaine,  Jr.,  17 
England,  Leslie  E.,  134 
Files,  Joe  Clark,  134 
Ford,  John  Robert,  103 
Garrison,  Norman  A.,  17 
Gelperin.  Abraham,  216 
Gerald,  Carolyn,  263 
Gibson,  Don  Albert,  103 
Gillies.  William  G.,  134 
Grace,  James  B . 134 
Green.  Richard  T.,  163 
Guest,  Roland  P.,  Jr.,  38 
Hankins,  Milissa,  243 
Hannan,  Francis  Edward.  Jr.,  243 
Harper,  William  Kenneth,  70 
Harris,  John  Stephen,  17 
Harrison,  Robert  Brent,  70 
Hayden,  Franklin  Ross,  70 
Hicks,  Gilliam  Swink.  Jr.,  70 
Hicks,  W.  Merrill,  135 
Hodges,  Rebecca,  216 
Holleman,  Jeremiah  H , Jr.,  17 
Holmes,  Edward  H.,  263 
Houston,  Thomas  Price,  70 
Hubbard,  James  R.,  Jr.,  38 
Hulett,  William  B.,  70 
Hull,  Edgar  Warren,  Jr.,  38 
Ivancic,  Milan  E.,  38 
Jackson,  Gary  Howard,  243 
Jacob,  Rudolph  Daniel,  71 
Jamchuk,  Antonio,  39 
Jeffcoat,  Camille  Johnson,  71 
Jeter,  Marvin  H.,  Jr.,  263 
Jirsa,  Harold  Otto,  154 
Jones,  W.  Arthur,  71 
Jordan,  Robert  Lee,  Jr.,  39 
Kanade,  Ashok,  154 
Keister,  Thomas  Lee,  Jr.,  39 
Krueger,  Ronald  Paul,  71 
Laney,  Charles  H.,  189 
Lanier,  Douglas  C.,  296 
Lee,  Joseph  Rillens,  39 
Lin,  Dorothy  S.,  135 
Marsh,  George  Albert,  Jr.,  39 
Martin,  Thomas  S.,  17 
Mason,  Gilbert  Rutledge,  71 
McCloskey,  Charles  Thomas,  216 
McLaurin,  Eugene  Bramlett,  243 
McMullan,  George  K.,  71 
McNair,  Alfred  Earl,  Jr.,  17 
Megehee,  James  Alfred,  71 
Milam,  John  Benjamin,  72 
Moody,  David  L.,  189 
Moore,  Paul  H.,  Jr.,  17 
Moore,  Thomas  Saunders,  17 
Nichols,  Aubrey  Norwood,  III,  103 
Nievas,  Hugo  Carlos,  243 
Norman,  Patricia  H.,  72 
Northey,  Dan  Raymond,  72 
Pace,  Amuel  Carroll,  39 


Parker,  Judith  G.,  39 
Peiklik,  John  Richard,  40 
Person,  Brett  T.,  17 
Pharr,  Richard  Warren,  17 
Prather,  John  Wayne,  40 
Purvis,  John  Marvin,  135 
Ratliff,  Donald  Wayne,  216 
Reid,  William  F.,  17 
Rodriguez,  Reynaldo,  72 
Sampson,  Charles  E.,  Jr.,  17 
Saterfiel,  James  Louis,  Jr.,  243 
Sauls,  Jeffrey  L.,  135 
Shaw,  Rebecca  D.,  135 
Sherman,  Bernadette  E.,  103 
Simpson,  C.  C.,  243 
Stewart,  William  Robert,  40 
Stout,  Marshall  J..  Jr.,  135 
Streiffer,  Richard  H.,  103 
Stribling,  Joseph  Gordon,  72 
Strong,  William  B , Jr.,  263 
Sudduth,  Edwin  P.,  72 
Tarpy,  Patrick  E.,  135 
Tumage,  John  Neil,  17 
Turner,  Harry  L.,  Jr. , 17 
Vaughan,  William  Hutcherson,  Jr.,  72 
Vinson,  Thomas  Lynn.  154 
Walker,  William  Edward,  103 
Weddle,  Richard  E.,  17 
Welch,  Jerry  W.,  189 
Whitacre.  R Greer,  40 
Whittington,  Curtis  D , 21 
Williamson,  Johnnie  Warren,  21 

Mississippi  Academy  of  Family  Physicians 
conducts  annual  scientific  assembly,  260-N 
Mississippi  Foundation  for  Medical  Care 
schedules  annual  meeting;  Senator  Cochran  guest 
speaker,  99-N 

Mississippi  Heart  Association 

announces  new  hypertension  target  population,  259-N 
names  new  officers,  216-N 
Mississippi  Lung  Association 
presents  distinguished  service  award  to  Dr.  Guy 
Campbell,  188-N 

Mississippi  Medical  Fraternal  and  Educational 
Society 

commended  for  successful  malpractice  seminar  (Mar- 
tin) 81-E 

Mississippi  Medicaid  Commission 

looks  at  reductions  in  benefits,  payments,  eligibility 
(Mathews  and  Silver)  *123 
seeks  $80  million  in  funds,  294-N 
Mississippi  State  Board  of  Health 
looks  at  consolidation  of  programs,  possible  reduc- 
tions (Mathews  and  Silver)  *150 
public  health  in  Mississippi  [Cobb  and  Riecken]  *319 
Mississippi  State  Board  of  Medical  Licensure 
raised  re-registration  fee,  100-N 
Mississippi  State  Medical  Association 
address  of  the  president  (Moore)  *179 
Auxiliary  — (see  Auxiliary  to  MSMA) 

Board  of  Trustees  — holds  fall  meeting,  36-N;  con- 
ducts summer  meeting,  237-N;  invites  nominations 
for  MSMA-Robins  award,  289-N;  names  new 
officers,  164-N 

commended  for  successful  malpractice  seminar  with 
MMFES  (Martin)  81-E 

history  of  the  MSMA  [Mathews]  *299;  component 
society:  a “sine  qua  non’’  to  membership 
[Mathews]  *303;  from  chloroform  to  CT  scans; 
doctors  recall  early  days  of  practice  [Silver]  *312; 
leadership  is  family  tradition  [Silver]  *306 
jail  project  — Greenville  jail  receives  AMA  accredita- 
tion, 133-N 

Journal  MSMA  — editor  encourages  participation 
(Lockey)  33-E 

legislative  activities  described.  106-N 
opens  Emergency  Medical  Care  Unit  at  Capitol,  37-N 
President’s  Page  — (Moore)  — “Another  Year,” 
10-PP;  “Come  to  the  Coast,”  32-PP;  "Doctors 
Must  Issue  Smoke  Alarm,”  58-PP;  “Let’s  Get 
Back  to  the  Grass  Roots,”  80-PP;  "The  Finale,” 
126-PP 

President’s  Page  — (Triplett)  — “A  Goal  and  A 
Pledge,”  152-PP;  “AMA  Meeting  Highlights,” 
184-PP;  "Watch  Developments  in  Washington,” 
212-PP;  “Upcoming  Activities,”  234-PP;  "What 
Are  You  Doing?”  256-PP;  “Reaching  Goals 
through  Political  Action.”  286-PP;  "Happy  Birth- 
day MSMA,"  330-PP 

113th  Annual  Session  — council  announces  first 
annual  James  Grant  Thompson  Memorial  Lecture, 
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Neurosurgery 
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Pacemakers 

pacemakers  and  scattered  radiation  (Routh)  *51 

Patients 

a patient's  view  (Ward)  287-E 

patient  information  brochure  can  be  helpful,  15-PM 
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pulmonary  arteriovenous  fistula;  a case  report  (Did- 
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budget  cuts  to  affect  health  care  (Dabney)  235-E 
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toxic  shock  syndrome  (Taylor  and  Lockwood)  *195 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  tor  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is 
indicated  in  the  treatment  ot  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae).  Haemophilus  influenzae.  andS 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 

Warnings  in  penicillin-sensitive  patients. 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS,  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor.  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions:  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor.  a false- 
positive reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict  s and  Fehlmg  s 
solutions  and  also  with  Climtest*  tablets  but  not  with 
Tes-Tape*  (Glucose  Enzymatic  Test  Strip.  USP,  Lilly) 

Usage  in  Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  12  times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drua  for 
use  m human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy— Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 m 200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia/arthritis.  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosinophiha  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain — Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic — Slight  elevations  in  SG0T.  SGPT.  or 
alkaline  phosphatase  values  (1  m 40) 

Hematopoietic— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  [jososor] 

* Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either  S 
pneumoniae  or  H influenzae  • 

Note  Ceclor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
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Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H,  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 
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More 

physicians 

are  coming  to 

MMFES 


because  MMFES  does 
more  for  physicians. 


The  active  and  involved  physician  has  to 
rely  on  comprehensive  insurance  pro- 
grams tailored  to  fit  the  day-to-day  special 
needs  of  his  profession. 

One  of  these  special  needs  is  mal- 
practice insurance.  MMFES  is  a non-profit 
Mississippi  Corporation  sponsored  by  the 
Mississippi  State  Medical  Association  and 


directed  by  Mississippi  physicians. 
MMFES  offers  comprehensive  coverage  on 
three  types  of  malpractice  insurance 
policies  and  it’ll  probably  cost  you  less 
than  other  plans. 

Mike  Houpt  is  aware  of  your  special 
need.  Give  him  a call  toll  free  at  1- 
800-682-6415  or  944-0072. 


"The  people  to  see  for  Malpractice  Insurance 
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735  Riverside  Dr.  • Box  4625  • Jackson,  Ms.  39216  • 944-0072 


Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


Expanding 
> usefulness  i 
antimicrobial 
therapy 


Bactrim  is  useful  for 

the  following  infec-  A K J 

to  susceptible6  ItS  USefullieSS  ill 
strains  of  indi- 
cated organisms 
(see  indications  section 
in  summary  of  product 
information): 


in  recurrent 
UTI... 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .witn 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . .on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coll.  KlebslellaEntero- 
bacter,  Proteus  mlrabilis,  Proteus  vulgaris,  Proteus  morganii.  It  Is  recommended  that 
Initial  episodes  of  uncomplicated  urinai  y tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
intluenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
is  due  to  ampiclllln-resistant  Haemophilus  influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  is  not  Indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  llexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides,  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopema  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  |aundice  may  be  early  signs  of 
serious  blood  disorders  Frequent  CBC  s are  recommended,  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General.  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma.  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin,  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopema.  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions  Erythema 
multiforme.  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis  Gastrointestinal  reactions  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E phenomenon  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients,  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 


: 


in  shigellosis... 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg  /kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose*  packages  of  100;  Prescription  Paks 
of  20  and  28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500.  Tel-E-Dose*  packages  of  100.  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored— bottles  of  16  oz  (1  pint). 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Bactrim 


in  recurrent  urinary  tract  infectio 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue’ . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations’... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae’  2 with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN  N Engl  J Med  303.426-432,  Aug  21,  1980,  2.  Data  on  file. 
Medical  Department,  Hoffmann-La  Roche  Inc. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  TABLETS 


maximizes  results  with  RID.  convenience 


* due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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